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This  valuable  drug  can  precipitate  depression  and 
addiction  in  susceptible  patients.  Personality 
evaluation  should  precede  its  use. 


• Injury  Prevention  in  Skiing  and  Snowmobiling 

Alike  in  depending  on  snow,  these  two  sports 
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differ  in  injury  potential.  Attention  to  the  many 
factors  involved  can  reduce  accident  and  injury  rates. 


Idaho's  Voluntary  Laboratory  Proficiency  Program 

Internal  Quality  control,  proficiency  testing  and 
continuing  education  programs  improve  performance. 
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• Notes  on  Digestive  Diseases  — IV  Gallstones 

Surgery  not  always  necessary. 
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• Occult  Splenic  Rupture 

The  role  of  arteriography  in  diagnosis  and  therapy. 
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Important  Note  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually  Carefully  evaluate  patients  be* 
fore  starting  treatment  and  keep  thern  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram. urinalysis,  etc  ) before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions. Significant  weight  gam  or  edema  A one-week 
trial  period  is  adequate  Discontinue  m the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis 

Contraindications  Children  14  years  or  less,  senile  pa- 
tients. history  or  symptoms  of  G 1 inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia. history  or  presence  of  drug  allergy,  blood 
dyscrasias.  renal,  hepatic  or  cardiac  dysfunction,  hy- 
pertension. thyroid  disease,  systemic  edema, 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug,  polymyalgia  rheumanca  and  temporal  arteritis, 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings  Age.  weight,  dosage,  duration  of  therapy,  ex 
istence  of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swellingof  ankles  or  face  m patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  m patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty. 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis.  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loc:  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasij-  may  or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens  Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis) exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angntis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re 
actions  require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 


Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Next  time . . . Butazolidin*  alka  Geigy 

Each  capsule  contains 

100  mg  phenylbutazone  USP 

1 00  mg.  dried  aluminum  hydroxide  gel  USP 

1 50  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheuma- 
tica,  optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retina!  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo. 


coma,  hyperventilation,  insomnia,  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1  46-070-G 

Serious  side  effects  do  occur.  Select  patients  care- 
fully (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions,  warn- 
ings, contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
POSTGRADUATE  MEDICAL  EDUCATION  COURSE 
in 

SURGERY 

April  16  to  April  23,  1972 
Mauna  Kea  Beach  Hotel 
Kamuela,  Hawaii 


This  course  consists  of  o lecture  series  covering  topics  of  current  interest  in  the  field  of  surgery.  Arrival 
in  Hawaii  will  be  on  Sunday,  April  16,  with  departure  on  Sunday,  April  23.  Lectures  will  be  held  Monday 
through  Friday  from  9 a.m.  to  12  noon,  with  a panel  discussion  on  Saturday  morning. 


COURSE 

• Emergency  Care  of  Hand  Injuries 
• Advanced  Techniques  in  Reconstruction 
of  the  Hand 
• Skin  Coverage 

• Management  of  Injuries  to  the  Face 
• Organ  Transplantation 
• G.  I.  Hemorrhage 

• Surgical  G.  I.  Disorders  in  the  Neonate 

Panel  Discuss 

An  elective  course  in  medical  emergencies 


OUTLINE 

• Shock 

• Cerebral  Death 

• Extracranial  Occlusive  Cerebrovascular 
Disease 

• Renovascular  Hypertension 
• Management  of  Urinary  Tract  Infections 
• Primary  Breast  Carcinoma 
• Metastatic  Breast  Carcinoma 

on  on  Trauma 

in  surgical  patients  also  will  be  available. 


FACULTY 

Robert  A.  Chase,  M.D.,  Professor  and  Chairman,  Department  of  Surgery,  Stanford  University  School  of 
Medicine 

Roy  B.  Cohn,  M.D.,  Walter  Clifford  Chidester  and  Elsa  Rodney  Chidester  Professor  of  Surgery,  Stanford 
University  School  of  Medicine 

Lawrence  G.  Crowley,  M.D.,  Professor  of  Surgery,  Stanford  University  School  of  Medicine 

John  W.  Hanbery,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Neurosurgery,  Stanford  University  School 
of  Medicine 

Thomas  A.  Stamey,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Urology,  Stanford  University  School 
of  Medicine 


GENERAL  ARRANGEMENTS 

Registration:  Tuition  for  the  course  is  $275  which  must  accompany  the  application.  Registration  is  limited 
to  68  M.D.s  and  application  must  be  received  no  later  than  February  15,  1972. 

Hotel:  Room  reservations  for  Mauna  Kea  Beach  Hotel  will  be  made  through  the  Office  of  Postgraduate 
Medical  Education  at  Stanford  and  will  be  confirmed  upon  receipt  of  $100  deposit.  (Ocean-view 
room,  7 nights,  double  occupancy.  Mod.  Am.  Plan,  including  cocktail  party — $600) 

Travel:  Round-trip  transportation  SFO  to  Kamuela  to  SFO  at  the  special  group  tariff  of  $146  (plus  tax, 
excluding  airport  transfer,  and  subject  to  gov't  authority)  will  be  arranged  through  the  official  travel 
agent:  Leo  T.  Sides,  Leo  T.  Sides  Travel  Service,  76  Stanford  Shopping  Center,  Palo  Alto,  California 
94304,  (415)  321-1111.  The  travel  service  will  contact  registrants  to  confirm  travel  arrangements 
and  coordinate  any  desired  pre-  and  post-meeting  travel. 


POSTGRADUATE  COURSE  IN  SURGERY 
April  16-23,  1972 

NAMF 

APPLICATION  FORM 

Course  Tuition:  $275 
Room  Deposit:  $100 

Lasf 

ADDRESS 

First 

Middle 

Street 

DAYTIME  PHONE 

City 

State  Zip  Code 

MEDICAL  SCHOOL 

Year 

Specialty 

Enclosed  is  $375  for  full  tuition  and  room  deposit. 


I wish  special  round-trip  group  air  transportation  SFO  to  Kamuela  to  SFO. 

I am  interested  in  arranging  pre-  or  post-meeting  travel  (inter-island/Orient/Pacific)  with  Leo  T.  Sides  Travel  Service, 

Palo  Alto,  California 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305.  For  further  information,  telephone  (415) 
321-1200,  Extension  5594. 

APPLICATION  MUST  BE  RECEIVED  BY  FEBRUARY  15 
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Change  this  word  in 
your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a low  price. 


An  intestinal 
autobiogrraphy 

of  rage, 
contentment 
and  horror* 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit."* 


“The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.”* 


He  was  overwhelmed  by 
"paralyzing  horror"  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  ". . . the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period "* 


Background 

*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-cm 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  his 
own  family.  His  full-time  job  is  as  a “human 
laboratory,"  and  throughout  the  13-year  period 
of  the  study,  he  has  taken  great  personal  pride 
in  his  own  participation. 


A story  charged  with  emotion 

The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
emotions  of  rage,  contentment  and  horror  (see 
“Background”  below  left).  This  “intestinal 
autobiography”  dramatizes  the  point  that  certain 
emotions  correlate  with  specific  patterns  of 
G.I.  motility. 

The  visceral  clutch 

and  functional  G.I.  disorders 

The  gut  response  to  stress  has  been  amply 
demonstrated  in  many  functional  G.I.  disorders. 
Nervous  diarrhea  and  irritable  colon  syndrome,  for 
example,  are  disorders  associated  with  abnormal  G.I. 
motility.  And  these  disorders  are  commonest  among 
patients  sensitive  to  life-stress  situations  productive 
of  conflict  and  excessive  anxiety. 

Librax"* calms  anxiety, 
calms  the  gut 

In  these  areas  of  G.I.  pathology,  Librax  has  become 
a mainstay  of  adjunctive  therapy.  Reason?  Effective 
two-way  calming  action.  Librax,  by  relieving 
excessive  anxiety,  not  only  helps  calm  emotional 
overreaction  to  stress,  it  controls  intestinal 
hypermotility,  too.  Depend  on  Librax— the  only  drug 
that  combines  the  well-known  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  potent, 
dependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

1 or  2 capsules,  3 or  4 times  daily 
in  the  treatment  of 
nervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 

•f  • . • 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Earlier  Driver-Ed,  Including  Bicycle  Drivers 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

1 agree  wholeheartedly  with  your  editorial  “Driver- 
Ed  Is  Not  Enough”  in  the  Northwest  Medicine,  No- 
vember 1971  issue.  There  are  some  things  I would 
like  to  have  clarified  about  teenage  drivers  as  com- 
pared to  older  age  groups  in  driving,  as  1 have  never 
seen  these  published  with  comparative  accident  rates 
for  various  age  ranges.  In  other  words,  comparing  ac- 
cident rates  of  teenage  group  with  55  to  65  age  group 
(when  you  consider  that  in  this  country  at  the  present 
time,  the  average  age  of  people  is  now  1 7 years  of  age), 
are  your  statistics  influenced  by  the  great  majority  of 
young  drivers?  This  I do  not  know. 

I would  like  to  point  out  also  that  we,  as  parents, 
and  the  members  of  our  communities  are  really  miss- 
ing the  boat  in  not  teaching  good  Driver  Education 
beginning  in  the  grade  school  level.  Everybody  knows 
at  the  adult  level  that  the  kids  should  be  instructed  to 
handle  their  bicycles  in  the  same  manner  as  automo- 
biles, riding  on  the  same  side  of  the  street,  and  follow- 
ing all  the  rules  of  hand  signals,  stopping  at  stop  signs, 
stopping  before  entering  a busy  street,  and  the  like. 
How  many  parents  actually  do  this?  We  give  our  kids 
bicycles  as  toys  at  4,  5,  and  up  and  turn  them  into  the 
street  with  no  instructions  except  how  to  balance 
them.  The  kids  ride  all  over  the  street.  They  go  from 
side  to  side  whether  a car  is  coming  or  not.  They  ride 
after  dark  without  lights,  and  parents  have  little  con- 
cern about  proper  instruction  until  their  child  ends  up 
in  the  emergency  room,  dead  or  otherwise,  and  then 
wonder  why  it  happens. 

Driving  habits  of  teenagers  and  adults  on  the  free- 
way going  through  stop  signs,  speeding  beyond  speed 
limits  while  we  arc  driving  our  children  to  and  from 
the  school,  swim  meets  and  everything  else  is  certainly 
no  example  for  them.  The  accident  rate  to  me  is  a 
prime  example  of  the  disregard  of  people  in  this 
country  for  safety  rules,  and  courtesy  for  others. 
Everybody  seems  to  drive  as  though  they  had  suicide 
in  mind. 

I would  like  to  suggest  that  we  start  an  organized 
training  program  of  bicycle  safety  in  school,  much 
more  than  has  been  done.  Bicycles  should  be  licensed, 
children  tested  for  proficiency,  and  parents  should 
make  sure  that  bicycles  are  properly  equipped  for 
night  use.  1,  for  one,  would  be  very  glad  to  contribute 


to  an  annual  prize  for  the  P.T.A.  organizations  who 
could  do  the  most  to  foster  such  a program  and  carry 
it  out.  In  my  practice  of  pediatrics,  people  flaunt  the 
law  right  and  left,  and  are  out  buying  mini-bikes  for 
their  kids  — the  kids  are  being  pushed  into  an  adult 
status  at  9,  10  years  of  age  without  proper  instruction 
much  to  their  detriment,  and  often  death.  We  lost  a 
boy  in  the  south  end  several  weeks  ago  when  he  ran 
his  motorcycle  into  a truck  at  1 1 years  of  age. 

Thank  you  for  your  interesting  article. 

Sincerely  yours, 

JOHN  A.  STERNER,  M.D. 

Data  indicate  that  the  opening  sentence  of  the 
November  editorial  (“Worst  drivers  on  the  road  are 
teenagers.  ”)  is  justified.  The  two  paragraphs  below  are 
from  Klein,  D.  and  Waller,  J.  A.,  Causation,  Culpability 
and  Deterrence  itt  Highway  Crashes,  Washington,  D.C., 
U.  S.  Department  of  Transportation,  1970,  pp  82-83. 
This  excellent  discussion  of  the  highway  problem  is 
available  from  the  U.  S.  Government  Printing  Office 
for  $1.00.  Ed. 

The  popular  image  of  the  teen-ager  and  other 
young  drivers  as  "dangerous"  is  to  some  extent  cor- 
roberated  by  official  statistics  and  a number  of  re- 
search studies.  To  the  extent  that  the  quantity  of 
their  exposure  can  be  determined,  teen-age  drivers 
and  other  drivers  under  the  age  of  25  consistently  have 
more  reported  crashes  and  more  citations  per  100 
drivers  (McFarland  and  Moore,  1960;  California  De- 
partment of  Motor  Vehicles,  1965;  Carlson,  1968)  or 
per  million  miles  traveled  (Waller,  1965)  than  do 
middle-aged  drivers.  Official  crash  reports  indicate, 
furthermore,  that  young  drivers  have  larger  propor- 
tions of  crashes  of  a kind  that  suggests  reckless  be- 
havior — e.g.,  excessive  speed  or  following  too  closely. 
According  to  one  study,  for  example,  the  average 
speed  at  time  of  collision  was  36  m.p.h.  for  drivers 
under  age  30,  23  m.p.h.  for  those  aged  30  to  59,  and 
18  m.p.h.  for  those  aged  60  and  older  (Waller  and 
Goo,  1969).  And,  as  we  have  noted  earlier,  greater 
proportions  of  citations  among  younger  drivers  charge 
them  with  excessive  speed  and  violations  of  laws 
governing  vehicle  equipment  and  registration.  In  short, 
the  excessive  involvement  reported  for  young  drivers 
in  highway  incidents,  especially  those  apparently  in- 
volving reckless  behavior,  seems  to  extend  across  the 
entire  range  of  events,  from  citations  through  minor 
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crashes  to  the  most  severe  types  of  crashes.  Teen- 
agers and  young  adults  are  underrepresented  only  in 
collisions  in  which  they  are  pedestrians  (Schuman 
eta!.,  1967). 

A fundamental  question  about  this  disproportion 
is  whether  it  accurately  reflects  greater  actual  involve- 
ment in  crashes  and  violations  or  whether  the  police, 
other  authorities,  and  the  public  are  more  likely  to  re- 
port such  events  when  the  participants  belong  to  the 
younger  age  group.  With  respect  to  fatalities  — which 
are  most  accurately  and  comprehensively  reported 
everywhere  and  .which  can  be  adequately  analyzed  in 
some  jurisdictions  — the  conclusion  to  be  drawn  is 
that  the  young  driver  is  in  fact  overrepresented.  In 
addition,  young  drivers  are  involved  in  a higher  pro- 
portion of  single-vehicle  crashes  and  other  crashes  in 
which  there  is  commonly  little  question  as  to  the 
driver's  culpability. 

Clinical  Session  of  NWAPM&R 

Seattle,  Washington 
Editor.  NORTHWEST  MEDICINE; 

The  9th  Clinical  Session  of  the  Northwest  Associa- 
tion of  Physical  Medicine  and  Rehabilitation  will  be 
held  May  12  and  13,  1972  at  the  La  Playa  Hotel  in 
Carmel,  California.  The  main  theme  of  the  conference 
will  concentrate  on  basic  and  clinical  aspects  of  neuro- 
muscular and  osteo-articular  disabilities.  Papers  con- 
cerning other  subjects  may  be  presented  on  the  second 
day  of  the  session. 

Anyone  interested  in  presenting  a paper  should 
contact: 

Jose  Montero,  M.D.,  Program  Chairman 
Northwest  Association  of  Physical  Medicine 
and  Rehabilitation 

Veteran’s  Administration  Hospital  (117) 

3801  Miranda  Avenue 
Palo  Alto,  California  94304 

Sincerely, 

DONALD  R.  SILVERMAN,  M.D. 

Recall  Method 

Vancouver,  Washington 
Editor,  NORTHWEST  MEDICINE: 

The  November  issue  carried  an  article  written  by 
Doctor  Ganz  relative  to  his  method  of  recall  for  annu- 
al cervical  smears  and  breast  examination.  This  dem- 
onstrates, I think,  the  concept  of  continuing  care  and 
apparently  has  been  quite  effective. 

In  our  office  we  have  tried  a little  different  ap- 
proach and,  while  we  have  not  kept  the  accurate  fig- 
ures that  Doctor  Ganz  has,  we  all  feel  that  it  is  quite 
effective.  At  the  time  of  her  examination  and  cervical 
smear,  our  patient  addresses  her  reminder  postcard  to 
herself  which  is  dated  and  filed  for  mailing  one  year 
hence.  When  she  receives  this  card  addressed  in  her 
own  writing  it  is  a more  potent  reminder  that  she  is 


participating  in  her  own  health  care  and  she  nearly  al- 
ways responds.  There  is  an  added  advantage  to  this 
card if  she  forgets,  the  postman  will  remind  her. 

Sincerely, 

C.  C.  STRONG,  M.D. 

The  Circumcisor's  Plea 

Richland,  Washington 
Editor,  NORTHWEST  MEDICINE: 

’Tis  said  with  conviction  unjust 

that  the  concept  of  “circ”  is  barbaric; 

And  preputiectomists  must 
resemble  The  Hun  or  Alaric. 

By  all  of  the  goodly  voca- 
tion that  labors  to  make  me  and  you  tick 
You  must  know  one  such  opera- 
tion that  you  would  have  called  therapeutic. 

Ah — consider  phimosis  (unclean!) 

Nor  judge  with  rank  malice  aforeskin 
The  chaps  who  know  penile  hygiene 
Deriveth  from  less,  not  from  more  skin. 

Your  stern  replication  will  thun- 
der to  challenge  the  great  gomco  tactic; 

But  since  you  can’t  trust  ev’ryone, 
glans-baring  is  most  prophylactic. 

Who  speaks  of  a smegmatous  seed 

in  mitosis  has  not  said  a dumb  thing- 
’Tis  possible,  very,  indeed 

that  the  Hebrews  of  old  did  know  something. 

Ah — consider  the  babies  so  bled. 

With  minimal  risk  of  infection- 
So  soon  they  are  back  in  their  bed 
With  eternally  no  recollection. 

The  Herpes  can  always  be  tough, 
especially  Progenitalis; 

So  be  not  exceedingly  rough 

on  those  who  uncover  the  phallus. 

The  yeast  and  bacteria  thrive 

in  numbers  unseemly  abundant- 
In  shelters  that  hold  them  alive 

buried  under  a foreskin  redundant. 

Ah — we’re  all  of  a similar  school- 
Agreeing  together  I’ll  warrant: 

That  all  circumcisions  are  cruel- 
Except  for  the  times  that  they  aren’t! 

Sincerely, 

HAROLD  J.  ELLNER,  M.D. 

To  be  sung  to  the  tune  of 'The  Rover's  Apology”  - 
from  Gilbert  and  Sullivan’s  “Trial  by  Jury.”  Ed. 


continued  on  page  13 


10 

Northwest  Medicine,  January  1972 


1 


I 


(diethylpropion  hydrochloride,  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrenfly  with  MAO  Inhibitors,  in  potlents  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Warning;  Although  generally  safer  than  the  ornphefomines.  use  with  great  coution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
“'g  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pieosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
tn  relotively  low  Incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  moy 
occosionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordio- 
voscy/or  effects  reported  include  ones  such  os  tochycordia,  precordial  pain. 


orrhythmio,  polpitotion,  ond  Increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenofpena  reported  include  such  conditions  as  rosh, 
urticorio,  ecchymosis,  and  eryfhemo.  Gostrointestinof  effects  such  as  diarrhea, 
constipation,  nousea.  vomiting,  ond  abdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenic.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  heodache.  dyspnea,  menstruol  upset,  hair  loss,  muscle  poln,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten*tob  foblets;  One  75  mg.  foblet 
doily,  swollowed  whole,  in  midmorning  (10  o.m,);  TEPANIL.-  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  on  odditional  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended  1-3325  (287si 
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□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  ond  treotment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinomm  is  con- 
troindicoted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  moy  produce  intestinol  cramps  In  some  instances,  ond 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visuol  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  moy  be  increosed  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.ssoecsoso 

Merrell  } Division  of  Richordson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trodemork:  Quinomm 


^ Merrell^ 

Qyinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


Be  only:  for  better  therapeutic  control 


continued  from  page  10 


Practice  of  Vasectomy  Increasing 

Spokane,  Washington 
Editor,  NORTHWEST  MEDICINE: 

1 enjoyed  the  article  on  vasectomies  in  Washington 
State  published  in  the  November  issue.  It  is  hearten- 
ing to  knotv  that  Washington  physicians,  for  the  most 
part,  are  putting  aside  narrow  moral  eonsiderations 
and  not  allowing  prejudice  to  dictate  their  medical 
practice  in  the  area  of  human  sexuality.  I have  no 
doubt  that  the  percentage  of  physicians  who  will  do 
vasectomies  for  both  medical  and  voluntary  (social) 
reasons  will  approach  100  percent  within  five  years. 

The  authors  are  a little  behind  in  the  statistics  on 
voluntary  sterilization.  They  quote  estimates  by  the 
Association  for  Voluntary  Sterilization  of  80,000  elec- 
tive vasectomies  done  yearly.  However,  last  April  that 
same  organization  released  the  results  of  a survey 
taken  by  Lea,  Incorporated  which  indicated  that 
750,000  vasectomies  had  been  performed  in  the 
United  States  during  1970!  That  means  for  the  first 
time  sterilizations  of  men  outnumber  sterilizations  of 
women  by  three  to  one.  Male  chauvinism  is  finally 
taking  a back  seat  to  social  and  family  considerations. 
I suspect  many  factors  — including  Senator  Nelson’s 
excoriation  of  the  birth  control  pill,  women’s  lib,  pop- 
ulation crisis  — have  played  a role  in  this  upsurge  of 
sterilization  as  a form  of  contraception.  If  the  trend 
continues  it  will  be  the  most  popular  method  within 
three  or  four  years. 


Sincerely  yours, 

THOMAS  H.  REED,  M.D. 


Compliments 


Pendleton,  Oregon 


Editor,  NORTHWEST  MEDICINE: 

I really  enjoyed  your  December  issue.  “An  Inti- 
mate Discussion  of  Kidney  Stones”  by  Bill  Davis,  is 
one  of  the  best  articles  I have  ever  read. 

Sincerely  yours, 

CHARLES  E.  JOHNSTON,  M.D. 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B12, 

Dosage:  1 or  2 tablets  daily,  as  indicated  byclinical  need. 
Avai table:  \n  bottles  of  100. 


in  alcoho1i$Pif  \ \ 


I 


is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 

/^ocii?)Roche 

X X LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 
Nutley  New  Jersey  07110 
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X-rav  provided  bv  Manhattan  Eve.  Ear  and  Throat  Hospital 


iThere  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^ificantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are  ^ 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.' 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
, sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 

’.eynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
Data  on  file,  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparaHon  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Potients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  af  age). 

PRECAUTIONS:  Prescribe  with  caution  In  atopic  individuals.  Perform  periodic 
liver  function  tests  ond  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membrones;  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  coses  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phasphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  ta  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  ta  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 


Children:  Mild  to  moderately  severe  infections— 8 to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  3'hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  ISO  mg  Copsu/es— Bottles  of  16's  and  lOO's.  75  mg  Capsules— 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  (Ig.  Sensitivity  Powder-Viols. 
Por  additional  product  Information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA7I-IS65 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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OBITUARIES 


DR.  JOHN  G.  VERBERKMOES,  58,  of  Roseburg,  Ore- 
gon, died  immediately  following  an  automobile  acci- 
dent on  June  2,  1971.  A specialist  in  internal  medi- 
cine, be  bad  practiced  in  the  Roseburg  area  since  1948. 
Born  in  Idaho,  he  was  a 1942  graduate  of  the  Univer- 
sity of  Oregon  Medical  School,  and  also  attended  the 
University  of  Idaho  and  the  University  of  Wisconsin. 

DR.  CLARENCE  H.  TANNEL,  of  Longview,  Wash- 
ington, died  June  14,  1971,  when  a light  plane  he  was 
piloting  crashed  near  Pendleton,  Oregon.  His  wife  and 
three  daughters  were  also  killed.  Dr.  Tannel  was  a 
native  of  Wisconsin,  and  graduated  in  1958  from  the 
University  of  Michigan  Medical  School.  He  was  an 
anesthesiologist. 

DR.  KARL  E.  VREELAND,  44,  of  Gresham,  Oregon, 
died  June  16,  1971.  Cause  of  death  was  acute  pento- 
barbital intoxication.  He  was  born  in  Tacoma,  Wash- 
ington, and  attended  the  University  of  Oregon  Medical 
School,  where  he  received  his  degree  in  1953.  He  was 
a general  practitioner  and  surgeon. 

DR.  JOHN  C.  EVANS,  59,  Otter  Rock,  Oregon,  died 
June  28,  1971  in  Salem.  He  was  born  in  Salem,  and 
had  served  as  superintendent  of  Oregon  State  Hospital 
there  for  12  years,  until  his  retirement  in  1948.  He 
was  a 1906  graduate  of  Willamette  University  Medical 
Department.  His  specialty  was  psychiatry.  Cause  of 
death  was  cerebral  thrombosis. 

DR.  FRED  T.  MENDENHALL,  90,  of  Harrisburg,  Ore- 
gon, died  June  18,  1971.  Cause  of  death  was  cerebral 
thrombosis.  He  was  born  in  Oregon,  and  graduated  in 
1908  from  Willamette  University  Medical  Department. 

DR.  EARLE  VERNON  SHEAFE,  85,  of  Seattle,  Washing- 
ton, died  May  28,  1971.  He  was  a 191 3 graduate  of 
Rush  Medical  College,  Chicago,  and  a resident  of 
Seattle  since  1940.  Chronic  brain  syndrome  and  dehy- 
dration caused  his  death. 

DR.  EUGENE  H.  KELLEY,  69,  of  Portland,  Oregon, 
died  July  11,  1971.  He  had  practiced  for  25  years  in 
Corvallis,  and  retired  in  1969.  A native  of  Minnesota, 
he  graduated  in  1929  from  the  University  of  Oregon 
Medical  School.  Cause  of  death  was  cerebral  throm- 
bosis. 

DR.  JAMES  GAYLORD  SHANKLIN,  56,  Portland,  Ore- 
gon, died  July  14,  1971.  He  was  a 1939  graduate  of 
Indiana  University  School  of  Medicine,  and  at  the  time 
of  his  death  was  an  associate  clinical  professor  of  psy- 
chiatry at  the  University  of  Oregon  Medical  School,  as 
well  as  in  private  practice.  Arteriosclerotic  heart  dis- 
ease was  the  cause  of  death. 

DR.  ALEXANDER  B.  HEPLER,  82,  of  Bain  bridge  Island, 
Washington,  died  July  13,  1971.  A urologist,  he  prac- 
ticed in  Seattle  from  1924  until  1950.  Born  in  Penn- 
sylvania, he  graduated  in  1912  from  New  York  Univer- 
sity School  of  Medicine,  New  York.  Cause  of  death 
was  bronchopneumonia. 


DR.  ROBERT  WARN  WINSTON,  56,  of  Newport,  Wash- 
ington, died  July  13,  1971.  Death  was  the  result  of 
hemolytic  anemia,  with  probable  lupoid  diathesis.  He 
was  a 1941  graduate  of  St.  Louis  University  School  of 
Medicine.  He  was  in  general  practice  and  served  as 
Pend  Oreille  County  Health  Officer. 

DR.  HAROLD  L.  KENNEDY,  79,  of  Shelton,  Washing- 
ton, died  July  18,  1971.  He  was  born  in  Washington, 
and  attended  the  University  of  Michigan  Medical 
School,  where  he  received  his  degree  in  1917.  Death 
was  due  to  atherosclerosis  with  ischemic  heart  disease 
and  heart  failure. 

DR.  WOODARD  A.  N1ETHAMMER,67,  o/Tacowfl,  Wash- 
ington, died  July  20,  197 1,  a victim  of  arteriosclerotic 
heart  disease.  A native  of  Michigan,  he  attended  the 
University  of  Michigan  Medical  School  in  Ann  Arbor, 
where  he  graduated  in  1928.  A surgeon  and  gynecol- 
ogist, he  had  practiced  in  Tacoma  since  1928. 

DR.  CLIFFORD  E.  HARDWICK,  66,  Portland,  Oregon, 
died  July  24,  1971.  He  was  a 1929  graduate  of  the 
University  of  Oregon  Medical  School,  and  had  prac- 
ticed in  Hood  River,  Oregon,  from  I93'l  to  1946.  He 
became  a professor  of  surgery  at  UOMS  in  1947  and 
specialized  in  colon  and  rectal  surgery  in  Portland. 
Death  was  due  to  myocardial  infarction  and  arterio- 
sclerotic heart  disease. 

DR.  CHARLES  LEVERETT  BOONE,  57,  of  Bellevue,  Wa- 
shington, died  July  27,  1971.  Cause  of  death  was  a 
self-inflicted  gunshot  wound.  He  graduated  in  1941 
from  Loyola  University  Stritch  School  of  Medicine, 
Maywood,  Illinois. 

DR.  JAMES  T.  MORIARTY,  77,  of  Seattle,  Washington, 
died  July  19,  1971.  Before  retiring,  he  had  served  as 
medical  examiner  for  the  Washington  State  Athletic 
Commission  from  1933  to  1970,  and  physician  for  the 
Seattle  and  King  County  jails  from  1955  to  1961. 
Cause  of  death  was  generalized  arteriosclerosis  and 
cardiac  arrest.  Born  in  Everett,  Dr.  Moriarty  was  a 
1923  graduate  of  Creighton  University  School  of  Med- 
icine, Omaha,  Nebraska. 

DR.  ALBERT  MILLER  TREAT,  84,  of  Olympia,  Wash- 
ington, died  July  29,  1971.  He  was  born  in  Minnesota, 
and  attended  Jefferson  Medical  College  of  Philadelphia, 
where  he  received  his  degree  in  1910.  Death  was 
caused  by  carcinoma  of  prostate  with  metatstasis  and 
diabetes  mellitus. 

DR.  GEORGE  EMERSON  ABBOTT,  62,  of  Eugene,  Ore- 
gon, died  August  9,  1971,  of  a self-inflicted  gunshot 
wound.  He  was  born  in  Utah,  and  was  a 1938  gradu- 
ate of  the  University  of  Oregon  Medical  School.  He 
was  a general  practitioner  and  surgeon. 


Obituaries  continued  on  page  21 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


STUART PHARMACEUTICALS  I Pasadena,  California 


nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  n.ay 
be  chewed  or  swallowed  with  liquids. 


91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESEiy 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


INTRODUCING 

Aleirrol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100^" 

(100  mg.  timed-disintegration  capsules)  y 

Meltrol-25^"(25  mg.  tablets) 

FROM 
THE  NEW 


USV  PHARMACEUTICAL  CORP.,Tuckahoe,N.Y.  10707 


Still  serving... 

Miltown' 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512 


Obituaries  continued  from  page  1 7 

DR.  GERHARD  S.  CARROLL,  66,  of  Seattle,  Washing- 
ton, died  August  11,  1971.  For  30 years  an  obstetri- 
cian and  gynecologist,  for  the  past  few  years  he  was  a 
medical  advisor  to  the  Veterans  Administration.  He 
was  born  in  Seattle,  and  graduated  in  1931  from 
Creighton  University  School  of  Medicine,  Omaha, 
Nebraska.  Cause  of  death  was  coronary  artery  disease 
and  cardiac  arrest. 

DR.  FRANCIS  E.  BERTLING,S5,  of  Spokane,  Washing- 
ton, died  August  20,  1971.  Death  was  due  to  general- 
ized arteriosclerosis  and  heart  disease.  He  was  a retired 
physician  and  surgeon,  and  had  graduated  in  1905 
from  the  Medical  College  of  Ohio,  Cincinnati. 

DR.  FRANK  RAYMOND  MENNE,  83,  of  Fond  du  Lac, 
Wisconsin,  died  August  25,  1971.  He  was  a former 
head  of  the  pathology  department  at  the  University 
of  Oregon  Medical  School,  and  served  on  the  faculty 
from  1916  to  1944.  He  helped  to  establish  the  Oregon 
State  Police  Crime  Detection  Laboratory  in  1939,  and 
was  an  advocate  of  the  medical  examiner  system 
which  Oregon  eventually  adopted  to  replace  the  coro- 
ner system.  Dr.  Menne  was  born  in  Wisconsin,  and 
returned  there  after  his  retirement  in  1958.  He  was  a 
1915  graduate  of  Rush  Medical  College,  Chicago. 

DR.  KARL  M.  LACER,  55,  of  La  Grande,  Oregon,  died 
August  28,  1971.  Cause  of  death  was  acute  myocardi- 
al infarction.  He  was  born  in  Illinois,  and  graduated 
in  1940  from  Pritzker  School  of  Medicine  of  the  Uni- 
versity of  Chicago.  He  had  lived  in  La  Grande  for  16 
years,  and  was  active  in  civic  affairs.  His  specialty  was 
internal  medicine. 

DR.  WINFORD  GRAYDON  SARGENT,  74,  of  South  Bend, 
Washington,  died  August  30,  1971.  An  acute  coro- 
nary occlusion  was  the  cause  of  death.  He  was  a re- 
tired Pacific  County  health  officer,  and  formerly  prac- 
ticed at  Long  Beach,  Washington.  Born  in  Whatcom 
County,  he  was  a 1923  graduate  of  the  University  of 
Minnesota  Medical  School,  Minneapolis. 

DR.  IVOR  McIVOR  CAMPBELL,  73,  a Portland,  Oregon, 
psychiatrist,  died  September  1,  1971.  He  bad  prac- 
ticed in  Portland  since  1945,  and  was  on  the  faculty  at 
the  University  of  Oregon  Medical  School.  He  was  a 
native  of  Scotland,  and  received  his  medical  degree  in 
1926  from  the  University  of  Toronto  Faculty  of  Medi- 
cine. Cause  of  death  was  coronary  thrombosis  and 
acute  myocardial  infarction. 

DR.  PHILIP  C.  RISSER,  60,  of  Mercer  Island,  Washing- 
ton, died  September  6,  1971,  a victim  of  arterioscler- 
otic heart  disease,  chronic  glomerular  nephritis  and 
uremia.  He  served  as  health  officer  for  Clallam  County 
for  a time,  and  worked  for  the  King  County  Health 
Department  and  the  State  Department  of  Health.  He 
was  a 1937 graduate  of  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  intramuscu- 
lar injectians,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ^1972  The  Upjohn  Compony 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected.  ' 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not  | 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae.  j 

Adverse  reactions:  The  following  reactions  were  observed  ) 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site,i  | 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia.  i 

During  multiple-dose  subchronic  tolerance  studies  in  normal,  I 
human  volunteers,  the  following  were  noted:  a decrease  in  hema- 


ItSbkin* 

sterile  spectinomycin  dihydrochloride 
pentohydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  "*'*Diognosis  was  confirmed  by  cultural  identiticotion  of  N.  gonorrhoeoe  on  Thoyer- 
Mortin  medio  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  ■’*” 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

A/1a/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femo/e  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 
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The  Upjohn  Company,  Kolomozoo,  Michigan  49001 


EDITORIAL 


Cars,  Belts  and  Bags 


Despite  legislative  acceptance  and  automobile  man- 
ufacturer interest  in  the  air  bag  concept,  you  will 
never  see  this  system  in  your  car.  Its  primary  reason 
for  being  was  to  provide  crash  protection  automatic- 
ally, since  seat  belt  utilization  is  so  low.  Many  tech- 
nical problems  have  not  been  solved,  and  to  date  it 
has  not  been  clinically  tested.  Nevertheless,  it  was 
accepted  legislatively.  For  one  thing,  the  automobile 
manufacturers  prefer  the  idea  of  a passive  restraint 
system.  They  would  like  to  get  rid  of  the  safety  belt  — 
in  fact,  that  has  been  permitted  in  the  writing  of  the 
original  air  bag  standards. 

The  greatest  fault  of  the  present  air  bag  concept  is 
its  single  and  momentary  protection.  A few  seconds 
after  inflation  the  bag  deflates,  almost  as  quickly  as  it 
is  blown  up.  The  car  occupants  are  again  vulnerable  to 
impacts  of  the  same  collision  — such  as  striking  a sec- 
ond vehicle,  hitting  a bridge  abutment  or  rolling  down 
a hill.  Until  the  car  is  returned  to  the  shop  to  have  the 
system  professionally  repacked,  there  is  loss  of  protec- 
tion after  the  bag  deploys  even  in  a quick  stop. 

The  lap  belt  alone  for  front  seat  passengers  is  al- 
ready antiquated  and  unacceptable  despite  its  tremen- 
dous success  in  attenuating  injuries  and  lowering  of 
death  rates.  The  combination  lap  and  upper  torso  re- 
straint (referred  to  as  shoulder  harness  or  diagonal) 
provides  substantially  greater  protection.  This  com- 
bination produced  the  startling  statistics  showing  no 
fatalities,  in  1970,  in  collisions  under  sixty  miles  an 
hour  when  used.  Attenuation  of  injuries  by  this  sys- 
tem, at  any  speed,  has  been  shown  in  every  study  of 
crash  injury.*  At  current  auto  crash  symposia  papers 
now  deal  regularly  with  violent  collisions  in  which  the 
cars  are  practically  demolished,  yet  occupants  sustain 
non-fatal  and  often  very  minor  injuries.  Looking  at 
photographs  of  these  cars  you  wouldn’t  dare  to  pre- 
sume that  no  fatality  occurred. 

It  is  clear  that  utilization  of  the  belt  restraint  sys- 


tem is  low.  This  can  be  explained  by  prejudice,  ignor- 
ance and  often  failure  of  the  manufacturers  to  provide 
an  easily-applied,  comfortable  system.  Many  people 
still  do  not  know  the  purpose  of  “that  funny  looking 
strap  running  along  the  ceiling  over  the  car  door.” 
Yet  in  many  models,  and  always  when  custom  in- 
stalled, these  systems  can  be  applied  with  minimal 
effort,  and  worn  with  security  and  comfort.  For  ade- 
quate protection,  no  occupant  should  be  in  a vehicle 
unrestrained.  At  least  the  front  seat  occupants  should 
have  lap  and  torso  restraints. 

Safety  innovations  on  new  model  cars  have  already 
proven  their  worth.  The  two  most  important  are  the 
energy-absorbing  steering  column^  and  the  stronger 
windshield.^  We  now  have  controlled  studies  compar- 
ing occupant  injury  in  the  new  cars  thus  equipped 
with  injury  in  the  older  models  in  equivalent  crash 
situations.  The  driver,  who  in  the  earlier  models  would 
have  been  severely  injured  or  killed,  being  impaled  on 
the  steering  wheel  as  it  advances  toward  him  in  a head- 
on  collision,  now  lives  with  mild  chest  contusion  at 
most.  The  passenger  or  driver  who  previously  would 
have  suffered  severe  brain  damage  or  facial  injury  (if 
surviving)  when  penetrating  through  the  windshield, 
now  sustains  minor  contusions  and  abrasions  of  the 
forehead  — striking  but  not  penetrating  the  wind- 
shield — and  often  a small  bruise  on  the  chin  as  the 
head  slides  down  to  the  instrument  shelf. 

It  is  still  evident  that  no  matter  what  year  or  model 
car  you  drive,  if  not  too  small  and  not  a convertible, 
you  can’t  get  hurt  on  the  steering  wheel,  instrument 
panel  or  undercarriage  or  go  through  the  windshield  if 
you  wear  a lap  and  upper  torso  restraint.  As  long  as  a 
foreign  object  such  as  a pipe  or  guardrail  or  other 
vehicle  does  not  invade  and  occupy  your  compart- 
ment, you  are  almost  assured  survival,  even  though 
what  you  crawl  out  of  is  nothing  but  instant  junk. 

PETER  FISHER,  M.D. 
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Addicts  Are  Born,  Not  Made 


Drug  addicts  do  not,  as  many  presume,  become 
addicted  as  result  of  a drug  effect  alone.  The  pre- 
requisite to  drug  addiction  is  the  personality  imbal- 
ance discussed  by  Dickel  and  Benson  in  this  issue. 
Character  defect  plus  an  addicting  drug  equals  addic- 
tion. Unfortunately,  our  population  includes  many 
individuals  capable  of  becoming  addicted.  The  only 
reason  they  do  not  fall  into  the  quagmire  is  that  they 
do  not  happen  to  encounter  it. 

The  alarms  from  Vietnam  about  the  number  of 
heroin  addicts  in  the  Army  should  be  no  surprise  to 
physicians  who  have  had  to  deal  with  addicts.  Merely 
as  a sample  of  the  population  of  the  United  States, 
the  Armed  Forces  included  many  who  were  potential 
addicts  before  their  service  began.  Easy  access  to 
drugs  was  ail  they  needed. 

The  excess  representation  of  physicians  and  rela- 
tives of  physicians  seen  by  Dickel  and  Benson  un- 
doubtedly reflects  influence  of  the  second  factor  in 


addiction — the  ready  availability  of  the  drug  involved. 
And  the  good  results  of  treatment  indicate  above 
average  ability  of  physicians  and  members  of  physi- 
cians’ families  to  increase  character  strength  enough 
to  permit  recovery.  Actually,  the  drug  in  question 
provided  something  of  a trap,  inasmuch  as  physicians 
providing  the  analgesic  for  members  of  their  own 
families  were  probably  not  aware  of  the  potential  of 
the  drug  and  probably  could  not  recognize  the  indi- 
vidual capabilities  for  addiction. 

The  most  important  point  made  by  Dickel  and 
Benson  is  the  need  for  pretesting  to  determine  any 
psychological  precondition  for  addiction.  With  addic- 
tion to  all  sorts  of  drugs  rife  in  this  country,  no  more 
important  suggestions  can  be  made.  Indeed  the  time 
has  come  for  testing  all  patients  for  whom  addicting 
drugs  are  to  be  prescribed.  The  possibility  is  there  in 
many.  It  will  be  seen  only  if  we  look  for  it. 

H.  L.  H. 


Alcohol  and  Blood  on  the  Highway 


If  you  wish  to  become  involved  in  an  automobile 
collision,  try  going  out  Saturday  between  8 p.m.  and 
midnight,  on  a dry,  straight,  county  road.  You  will 
have  a good  chance  of  being  hit  by  a car  going  in  the 
opposite  direction,  driven  by  someone  between  24 
and  35  years  of  age,  who  is  15  miles  or  less  from  his 
residence,  and  he  will  be  drunk.  And  you  will  prob- 
ably be  seriously  injured  or  killed. 

These  are  the  factors  ranked  highest  in  fatal  acci- 
dents by  Washington  State  Patrol  in  a study  of  drink- 
ing driver  accidents.  During  1970,  Washington  State 
Patrol  investigated  66,600  accidents,  13,522  of  them 
accidents  in  which  drinking  drivers  had  been  involved. 
Injuries  occurred  in  6,853  of  the  accidents  and  death 
in  321.  Drinking  driver  accidents  were  only  20.3  per- 
cent of  the  accidents  investigated  in  1970  but  the  321 
that  killed  were  43.4  percent  of  the  total  of  fatal  acci- 
dents. Alcohol  is  the  most  lethal  poison  known  to 
man. 


Attitude  toward  this  record  of  unnecessary  death, 
injury,  and  property  damage,  is  difficult  to  under- 
stand. Environmentalists  raise  an  outcry  over  atmos- 
pheric pollution  that  involves  water  vapor,  carbon  di- 
oxide, some  carbon  particles,  a bit  of  sulfur  and  some 
unpleasant  compounds  of  nitrogen.  Man-made  atmos- 
pheric pollution  causes  some  offense  to  the  sense  of 
smell  but  nothing  to  vision  that  can  compare  with 
what  nature  does  occasionally  when  she  lowers  a cur- 
tain of  fog.  One  man-made  offense  to  sight  is  inestim- 
ably more  important.  It’s  blood  on  the  highway.  It’s 
ugly.  It’s  a part  of  our  environment.  And  if  a drunken 
driver  crosses  the  center  line  you  don’t  have  a chance. 
It  will  be  too  late.  It  will  be  your  blood.  Why  don’t 
you  do  something  about  it? 

H.  L.  H. 


In  the  article  on  a telephone  recall  system  in  the 
November  issue,  page  768,  the  period  of  trial  is  given 
as  two  years.  Dr.  Ganz  reports  that  he  has  been  using 
the  method  for  12  years.  The  published  statement 
was  inserted  by  the  editor  in  the  process  of  rewriting 
portions  of  the  original  manuscript. 
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V-Cillin  K;Pediatric 

potassium 

phenoxymethyl  Additional  information 

, available  to  the 

profession  on  request. 

Uvl  IIUIIIII I Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 


* Based  on  Lilly  selling  price  to  wholesalers. 
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Some  Psychiatric  Complications 
of  Pentazocine 

HERMAN  A.  DICKEL,  M.D.  and  JOHN  R.  BENSON,  JR.,  M.D.,  Portland,  Oregon 


Pentazocine,  a very  useful  and  powerful  analgesic,  can  precipitate  psychiatric  problems, 
addiction,  and  depression.  Physicians  prescribing  this  drug  should  make  careful  evaluation 
of  the  personality  of  any  patient  for  whom  it  is  to  be  used.  Evaluation  should  include  his- 
tory of  any  previous  addiction  and  any  tendency  toward  emotional  problems  such  as  de- 
pression. Objective  studies,  including  psychologic  tests,  if  necessary,  should  be  used  to 
determine  the  patient’s  ability  to  tolerate  analgesic  drugs.  When  unusual  reactions  to 
drugs  are  observed,  they  should  be  reported  in  medical  journals. 


Pentazocine  was  introduced,  in 
1967,  as  a non-narcotic  analgesic. 
It  is  a weak  narcotic  antagonist.  It 
is  not  the  innocent  drug  it  was  sup- 
posed to  be  when  introduced.  An 
increasing  number  of  clinical  re- 
ports are  showing  that  it  can  cause 
addiction,  and,  in  some  cases,  de- 
pression.*'^ 

As  with  a number  of  drugs  intro- 
duced as  substitutes  for  morphine, 
pentazocine  was,  at  first,  thought  to 


Case  1.  A 40-year-old  physician  had 
used  pentazocine  for  months  as  an  anal- 
gesic, following  trauma  and  surgery,  be- 
lieving it  to  be  non-addictive.  He  was 
forced  into  prolonged  hospitalization  to 
withdraw  the  drug  and  to  facilitate  his  re- 
habilitation. This,  unfortunately,  was 
again  a serious  problem,  for  he  had  devel- 
oped many  personality  changes  during 
the  long  use  of  this  drug,  depression  be- 
ing a prominent  feature. 

Case  2.  A 70-year-old  widow  of  a 
physician  was  known  as  an  addict.  Five 
years  previously  she  had  been  in  a hospi- 
tal to  treat  addiction  to  meperidine.  She 
came  voluntarily  to  ask  for  withdrawal 
from  her  pentazocine  habit.  She  had 
been  taking  from  150  to  300  mg  per  day, 
in  doses  of  from  25  to  50  mg.  She  recog- 
nized that  this  small  dosage  was  a pro- 
blem, for  she  was  developing  the  same 
feelings  of  need  previously  noted  when 
addicted  to  meperidine.  She  described 
her  need  feeling  as  depression.  It  was 
relatively  easy  to  treat  her  in  a hospital 
setting. 

Case  3.  A 25-year-old  male  had  fall- 
en and  injured  his  back  severely  enough 
to  require  hospitalization.  During  this 
time,  pentazocine  had  been  used,  from 
600  to  1200  mg  in  24  hours.  When  his 
physicians  withdrew  the  drug  abruptly, 
before  discharge  from  the  hospital,  his 
withdrawal  symptoms  were  so  severe  he 
asked  help  from  the  man  in  the  bed  next 
to  him.  This  man  loaned  him  some  of  his 
own  drug.  Subsequently  it  was  learned 
that  the  “loan”  was  heroin  that  the  other 
patient  had  smuggled  into  the  hospital. 


produce  no  physical  dependency 
and  to  have  no  real  problems  of  tol- 
erance. But,  during  the  past  four 
years,  one  of  us  (H.A.D.)  has  seen  a 
variety  of  cases  in  consultation  and 
for  treatment.  They  have  convinced 
us  that  the  drug,  whether  we  like  to 
admit  it  or  not,  does  create  prob- 
lems of  tolerance,  habituation  and 
addiction.  We,  too,  have  observed 
depression  associated  with  its  use. 

Our  experience  with  it  dates  al- 

CASE  REPORTS 

Subsequent  withdrawal  symptoms  were 
tremendous,  and  it  required  many  weeks 
to  break  the  patient  of  the  heroin  habit. 
We  record  this  case  as  a pentazocine  pro- 
blem, for  the  patient  still  feels  that  his 
addiction  was  to  pentazocine,  and  that 
was  the  primary  source  of  his  trouble 
and  caused  his  demand  for  additional 
help.  He  was  quite  agitated  and  depres- 
sed, requiring  treatment  for  both  addic- 
tions. 

Case  4.  A 4Tyear-old  wife  of  a 
physician  was  given  pentazocine  by  her 
husband  for  a period  of  time  to  relieve  a 
number  of  psychophysiologic  symptoms, 
including  chronic  tension  headache. 
When  the  headache  finally  cleared  up, 
she  discovered  she  could  not  quit  using 
the  drug.  She  had  severe  withdrawal  ef- 
fects, including  irritability  and  marked 
depression.  For  a long  time  she  was  quite 
irregular  in  following  a treatment  pro- 
gram. It  was  eventually  concluded  that 
full  commitment  to  a hospital  would  be 
necessary  to  assure  complete  removal 
from  the  drug,  and  treatment  for  the  de- 
pression. Control  was  established  with 
little  further  difficulty. 

Case  5.  A 24-year-old  male  was  giv- 
en large  doses  of  pentazocine  following 
surgery  for  traumatic  injury  to  an  upper 
extremity.  The  course  was  prolonged. 
This  was  a very  difficult  case,  and  it  in- 
volved many  problems.  He  denied  that 
his  symptoms  were  related  to  the  chronic 
intake  of  pentazocine  and  its  necessary 
withdrawal.  To  this  day  he  refuses  to 
recognize  that  he  was  dependent  on  the 
drug.  Interestingly  enough,  he  was  started 


most  from  its  introduction,  as  we 
were  original  members  of  the  Oregon 
State  Drug  Advisory  Council,  cre- 
ated by  the  Legislature  in  1967  to 
advise  the  State  Board  of  Pharmacy 
on  all  drugs  dangerous  enough  to  re- 
quire special  labeling  and  control 
within  the  state.  We  are  now  report- 
ing brief  summaries  of  ten  illustra- 
tive cases  to  call  attention  to  some 
adverse  reactions  from  an  otherwise 
very  useful  drug. 


on  pentazocine  by  the  physician  reported 
as  Case  1.  Psychiatric  diagnosis  was  con- 
version reaction. 

Case  6.  A 42-year-old  woman  close- 
ly related  to  a physician  was  given  penta- 
zocine originally  for  excessive  severe 
cramps  and  depression  every  28  days. 
She  slowly  developed  a need  for  it.  When 
urged  by  the  physician  not  to  use  it,  she 
became  irritable,  demanding,  and  devel- 
oped almost  a paranoid  reaction.  Hospi- 
talization, when  she  finally  reluctantly 
accepted  it,  proved  beneficial  in  restoring 
her  normal  personality  and  relieving  her 
utter  dependency  on  the  drug. 

Case  7.  A 38-year-old  female  had 
developed  a great  deal  of  pain  and  dis- 
ability due  to  arthritic  changes.  She  had 
a history  of  sensitivity  to  drugs.  When 
pentazocine  originally  became  available, 
it  was  tried  cautiously  in  an  office  setting. 
She  was  given  25  mg  intramuscularly. 
She  almost  immediately  showed  some 
sense  of  relief.  On  a later  visit,  she  was 
given  50  mg.  Within  20  minutes  she 
complained  of  blurring  of  vision,  marked 
depression,  a feeling  of  impending  doom, 
and  panic.  There  was  relief  from  pain. 
Subsequently  the  drug  was  tried  again. 
The  same  distinctive  symptoms  recurred. 
She  did  not  show  dependency  but  had  an 
unusual  response,  severely  distorting  her 
personality. 

Case  8.  A 43-year-old  male  had 
been  under  the  care  of  a physician  to 
whom  he  was  closely  related.  He  was 
also  covered  by  state  compensation.  He 
had  taken  pentazocine  for  over  a year,  in 
doses  of  100  mg  three  times  a day.  On 
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occasions  the  drug  had  been  given  in  250 
mg  quantities.  During  hospitalization, 
when  he  did  not  use  the  drug,  withdrawal 
and  then  hysteria-like  symptoms  were 
noted.  It  required  further  psychiatric 
hospitalization  to  get  him  over  the  de- 
pendency and  conversion. 

Case  9.  A 49-year-old  wife  of  a phy- 
sician had  recurring  headaches.  She  had 
had  every  available  drug  for  relief,  includ- 
ing narcotics.  No  drug  used  on  three  or 
more  occasions  had  ever  made  her  liable 
for  withdrawal  symptoms.  However, 
after  the  second  occasion  on  which  pen- 
tazocine was  used,  she  quite  definitely 
noted  a real  withdrawal  effect.  She  fur- 
ther noted  that  this  was  the  first  drug 
that  had  ever  given  her  a feeling  of  unre- 
ality and  insecurity.  She  developed  great 
concern  and  depression  over  this  tend- 
ency in  the  weeks  that  followed.  Treat- 
ment required  was  minimal. 

Case  10.  A 37-year-old  wife  of  a phy- 
sician had,  for  a variety  of  reasons,  but 
usually  on  account  of  trauma  received  in 
her  active  physical  life,  taken  pentazocine 
for  pain.  She  reported  need  for  the  drug 
in  fairly  large  doses  (150  to  200  mg  per 
day)  for  several  days  at  a time.  She  also 
noted  that,  although  she  could  willfully 
stop  taking  the  drug,  each  time  she  no- 
ticed more  intense  feelings  of  withdrawal 
and  a greater  need  for  the  drug.  This 
concerned  her  so  much  that  she  sought 
psychiatric  assistance  in  handling  the 
drug  and  its  future  use,  if  any. 

discussion 

We  have  cited  these  ten  cases 
wishing  in  no  way  to  deprecate  the 
drug.  Rather,  we  wish  to  make  the 
point  that  pentazocine,  a useful  and 
valuable  analgesic  drug,  has  some 
adverse  reactions.  As  with  many 
other  useful  drugs,  its  ultimate  use- 
fulness will  be  enhanced  when  phy- 
sicians are  aware  of  the  full  range  of 
its  actions  and  use  it  accordingly.  It 
can  alter  personality  structure  of 
certain  individuals  for  whom  penta- 
zocine’s analgesic  effects  are  indi- 
cated. We  should  like  to  urge  very 
careful  premedication  evaluation  of 
the  basic  personality  structure  of  all 
patients  taking  it.  We  believe  such 
analysis  should  be  made  if  there  is 
need  to  use  more  than  two  or  three 
doses.  Even  when  used  on  such  a 
minimal  schedule,  the  patient  should 


be  observed  for  any  evidence  of 
early  dependence. 

It  is  not  surprising  that  individu- 
als previously  addicted  to  a narcotic 
or  narcotic  substitute  have  quickly 
developed  addiction  to  pentazocine. 
This  is  merely  a personality  pattern 
and  not  evidence  of  a high  level  of 
addictive  potency.  But  the  fact  that 
addiction  occurs  in  such  individuals 
suggests  that  each  patient  be  evalu- 
ated before  pentazocine  is  prescrib- 
ed. Addiction-prone  personality 
structure  should  be  identified.  If  the 
drug  is  used,  the  dose  level  should 
be  kept  as  low  as  possible,  consider- 
ing the  severity  of  the  symptoms 
being  treated. 

Our  warning  about  care  in  pre- 
scribing an  analgesic  drug  is  not  new. 
Nor  should  it  be  applied  to  penta- 
zocine alone.  We  are  repeating  it 
here  to  call  attention  to  the  fact 
that  pentazocine  is  not  an  innocent 
drug.  It  should  be  used  with  the 
same  care  employed  with  any  other 
drug  to  which  tolerance  can  develop. 
Addiction  is  not  primarily  a drug 
problem  — it  is  a personality  prob- 
lem. Some  individuals  refuse  pain- 
relieving  drugs  when  there  is  no 
longer  cause  for  pain.  Others  de- 
mand continuation  for  no  reason 
other  than  a feeling  of  need  for  the 
drug.  Depression  is  a frequent  find- 
ing in  pentazocine  addiction,  as  evi- 
denced by  its  appearance  in  six  of 
the  ten  cases  we  are  reporting. 

We  also  wish  to  point  out  that 
there  is  a striking  excess  of  physi- 
cians or  physician-related  individuals 
in  our  list  — six  of  the  ten.  This 
seems  significant.  There  is  strong 
evidence  that  from  within  our  pro- 
fession itself  come  many  individuals 
who  tend  to  use  this  drug,  become 
habituated  or  addicted  to  it,  and,  if 
previously  addicted,  behave  just  as 
they  have  done  with  all  other  anal- 
gesic drugs  of  any  potency. 

We  feel  that  the  time  has  come 
for  objective  testing  of  patients  who 
will  be  taking  any  addicting  drug 


over  a period  of  time.  This  can 
vary  from  simple  skin  testing  to  the 
Minnesota  Multiphasic  Personality 
Inventory,  to  more  elaborate  tests, 
if  necessary.  Certainly  many  heart- 
aches, and  much  unnecessary  cost 
could  be  avoided  by  such  fore- 
thought. 

It  should  be  mentioned,  with  all 
fairness  to  the  tremendous  benefits 
brought  by  pentazocine  in  so  many 
areas,  that  it  has  frequently  been 
blamed  when  other  drugs  are  being 
taken.  Many  addicts,  in  order  to 
conceal  the  use  of  narcotics,  will 
blame  some  lesser  drug  such  as  pen- 
tazocine. This  is  particularly  true  of 
physicians.  Winthrop  Laboratories, 
(supplier  of  pentazocine)  has  veri- 
fied a number  of  reports  of  patients 
supposedly  using  pentazocine  whose 
laboratory  reports  proved  use  of 
narcotics.®  Therefore  it  is  suggested 
that,  when  pentazocine  use  is  sus- 
pected, the  case  be  studied  very 
carefully.  It  was  during  such  careful 
evaluation  that  heroin  addiction  was 
discovered  in  one  case.  The  impor- 
tance of  laboratory  studies  such  as 
these  cannot  be  over-emphasized. 

For  the  benefit  of  other  physi- 
cians and,  more  importantly,  for  the 
benefit  of  other  patients  who  might 
have  trouble,  all  unusual  reactions 
to  drugs  should  be  reported.  At  the 
time  this  material  was  presented  at 
a medical  meeting,  lengthy  discus- 
sion followed.  Many  reported  cases 
similar  to  our  ten.  A tally  was  kept, 
and  some  45  cases  of  habituation, 
addiction,  or  psychiatric  consequen- 
ces were  brought  to  light.  None  had 
been  reported. 

Brief  case  reports  submitted  for 
publication  can  provide  the  com- 
munication needed,  or  the  informa- 
tion can  be  presented  in  letters  to 
editors  of  medical  journals. 

511  S.W.  10th  Ave.  (97205)  (Dr.  Dickel) 

Generic  names:  pentazocine,  meperidene. 
Trade  names:  Talwin,  Demerol. 
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Injury  Prevention 

in  Skiing  and  Snowmobiling 

MERRITT  H.  STILES,  M.D.,  Spokane,  Washington 


Steepness  of  slope,  condition  of  snow,  intensity  of  light,  physical  condition  of  the  skier, 
his  ability,  and  his  equipment,  all  have  influence  on  accident  and  injury  rates  in  skiing. 
The  number  of  injuries  can  be  reduced  by  slope  grooming  and  maintenance,  trail  and 
closed  area  marking,  use  of  dependable  equipment,  adequate  training,  and  adherence  to 
Rules  of  the  Slope.  Accidents  with  snowmobiles  are  infrequent  when  the  vehicles  are  used 
for  transportation  but  are  unnecessarily  high  when  driven  over  irregular  terrain  at  high 
speed  by  thrill  seekers.  Most  snowmobiling  accidents  are  caused  by  lack  of  experience, 
inadequate  maintenance,  limited  visibility,  jumping,  speed  excessive  for  conditions,  exces- 
sive use  of  alcohol  and  hazards  such  as  thin  ice,  and  barbed  wire. 


While  skiing  and  snowmobiling 
are  similar  in  being  winter  sports 
dependent  on  snow  cover,  they  dif- 
fer widely  from  the  standpoint  of 
accident  potential  and  injury  preven- 
tion. Terrain-equipment-human  rela- 
tionship is  simple  in  skiing,  essenti- 
ally that  between  an  individual  and 
snow-covered  terrain,  somewhat 


complicated  by  the  interposition  of 
a pair  of  slippery  boards.  In  snow- 
mobiling the  direct  relation  between 
individual  and  snow  is  minor,  unless 
he  is  stranded  by  equipment  break- 
down in  a wilderness.  The  relation- 
ship between  snowmobile  and  snow- 
covered  terrain  is  more  important, 
though  still  less  important  than  the 


relationship  between  man  and  ma- 
chine. The  risks  of  accident  and  in- 
jury are  similar  to  those  that  exist 
whenever  a human  being  — all  too 
often  inexperienced,  incorhpetent, 
careless  or  befuddled  — exercises 
control  over  a powered  vehicle. 


ACCIDENT  AND  INJURY  IN  SKIING 


In  considering  skiing,  it  is  impor- 
tant to  make  a distinction  between 
accident  and  injury.  There  are  many 
circumstances  that  result  in  acciden- 
tal falls:  snow  conditions,  terrain 

conditions,  the  skier’s  maneuvers  — 
almost  all  the  result  of  interaction 
between  skier  and  terrain.  Yet  only 
a very  small  percentage  of  these  ac- 
cidents result  in  significant  injury, 
providing,  of  course,  injury  to  one’s 
pride  is  discounted. 

terrain 

Skiing  is  easiest  on  a smooth, 
gentle  slope,  although  such  a slope 
is  not  as  safe  as  it  might  seem.  Deep 
snow,  heavy  and  wet;  hard-packed 
snow,  and  breakable  crust  over  soft 
snow  are  frequent  causes  of  severe 
falls,  and  most  skiers  avoid  such 
conditions  assiduously.  Steep  slopes 
are  often  covered  with  moguls 
(rounded  mounds),  a hazard  in  them- 
selves, but  also  a help  in  turning  for 
the  experienced  skier.  When  a steep 

Copyright,  Minnesota  Medicine  1972. 
Published  by  permission. 


slope  becomes  hard-packed  or  icy  it 
introduces  the  risk  of  a prolonged, 
and  sometimes  dangerous,  slide  to 
the  bottom  of  the  slope  should  the 
skier  fall.  In  other  snow  conditions 
a steep  slope  may  present  the  risk  of 
avalanching.  All  of  these  hazards 
are  greatly  increased  by  fog  or  flat 
light,  causing  surface  details  to  dis- 
appear. A large  number  of  skiers, 
particularly  beginners,  concentrated 
in  a small  area,  introduces  another 
hazard:  collision  with  another  skier. 

ability 

More  important  than  snow  and 
terrain,  however,  is  the  ability  of  the 
skier  himself.  Once  past  the  basic 
instruction  phase  many  children 
quickly  become  competent  by  mim- 
icking good  skiers,  but  most  older 
persons  progress  only  slowly.  The 
difficulties  are  compounded,  of 
course,  if  the  beginning  skier  is  not 
in  good  physical  condition.  A study 
of  leg  fractures  in  1967-68  showed 
that  the  skier  himself  was  the  prin- 
ciple contributing  factor  in  more 
than  75  percent  of  the  accidents.* 


types  of  injury 

Types  of  injuries  observed  by 
Garrick  are  listed  in  Table  1.  It  was 
noted  that  the  incidence  of  injury 
was  higher  in  young  skiers  and  lower 
in  adults,  with  a slight  rise  in  skiers 
over  50.  Beginning  skiers  had  a 
higher  incidence  of  injury,  the  inci- 
dence declining  as  ability  improved. 
Female  skiers  had  significantly  more 
injuries  than  did  males.  ^ 


TABLE  1 

SKI  INJURY  CLASSIFICATION 


Type  of  Injury  % of  Total 


Abrasions  2 

Contusions  5 

Lacerations  10 

Musculo-tendinous  5 

Ligamentous  39 

Dislocations  3 

Fractures  36 


100 
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PREVENTION  OF  INJURY 


rules  of  the  slope 

In  1963,  the  major  national  orga- 
nizations involved  in  skiing  formed 
the  National  Ski  Study  Group,  a 
non-policy-making,  non-dues-paying 
group  composed  of  the  heads  of  the 
member  organizations.*  One  of  the 
study  group’s  first  activities  was  the 
formulation  and  promotion  of  Rules 
of  the  Slope,  a skier’s  courtesy  code 
(see  box).  Federation  Internationale 
de  Ski  (FIS),  governing  body  for  the 
sport  of  skiing,  has  developed  a sim- 
ilar code,  though  stressing  more 
strongly  a skier’s  obligation  to  help 
others  in  distress.  The  study  group 
encouraged  lift  safety  codes,  now  in 
effect  in  most  states  with  ski  areas, 
and  worked  closely  with  the  Nation- 
al Ski  Areas  Association  (NSAA)  in 
establishing  an  international  uniform 
trail  classification  and  marking  sys- 
tem, indicating  relative  trail  diffi- 
culty. 

area  operators 

Individual  ski  area  operators 
play  a major  role  in  promoting 
safety  through  slope  maintenance, 
in  grooming  to  remove  rocks,  brush 
piles  and  other  obstacles;  in  packing 
deep  snow  so  it  can  be  negotiated 
more  easily  by  the  average  skier;  in 
cutting  down  moguls;  and  breaking 
up  and  dragging  runs  that  have  be- 
come too  hard-packed  or  icy. 

instruction 

Since  skiing  is  a learned  tech- 
nique, instruction  is  a major  safety 


’NATIONAL  SKI  STUDY  GROUP 

National  Ski  Areas  Association 
National  Ski  Patrol  System 
Professional  Ski  Instructors  of 
America 

Ski  Industries  America 
United  States  Forest  Service 
United  States  Ski  Association 
United  States  Ski  Writers 
Association 

Advisory  member:  National  Safety 
Council 

Added  members:  Ski  Specialists 
Guild;  Ski  Retailers  International 

Standing  committee:  National  Com- 
mittee on  Skiing  Safety 


factor.  Beginning  skiers  of  mature 
years  require  patient  and  prolonged 
instruction,  with  periodic  brushing 
up  even  after  they  are  relatively  ex- 
perienced. The  Professional  Ski  In- 
structors of  America  has  developed 
standard  teaching  techniques  and 
student  classification  methods  so 
that  a skier  may  move  from  one 
school  to  another  around  the  coun- 
try with  minimum  adjustment. 


clothing 

Warm,  comfortable  clothing  is 
important,  to  prevent  chilling  with- 
out impairing  free  movement.  Mod- 
ern skis  are  in  general  shorter,  light- 
er, more  flexible,  with  a smoother 
running  surface,  and  consequently 
more  easily  handled.  Boots  are 
higher  and  stiffer,  providing  better 
edge  control  but  also  introducing 
the  complication  of  boot-top  rather 
than  ankle  fractures.  The  most  im- 
portant equipment  item  in  injury 
prevention  is  the  binding  which 
fastens  the  ski  to  the  boot.  Modern 
releasable  bindings,  properly  adjust- 
ed, will  usually  release  the  boot 
from  the  ski  in  a high-speed  fall, 
particularly  on  a steep  slope.  A fall 
on  a gentler  slope,  at  slower  speed, 
may  not  produce  the  force  needed 
to  release  the  boot  if  the  ski  tip 
becomes  buried,  and  the  resultant 
slow,  twisting  fall  may  result  in  in- 
jury. Moreover,  even  the  best  bind- 


ing may  be  of  little  value  unless  it  is 
properly  adjusted.^’"* 

physical  condition 

Excellent  physical  condition  is  an 
important  factor  in  safety  as  well  as 
in  the  enjoyment  of  skiing.  Prefer- 
ably this  should  be  on  a year-around 
basis,  and  not  just  preseason.  And 
what  might  be  called  “mental  condi- 


tioning” is  important:  education  in 
the  hazards  of  various  snow  and  ter- 
rain conditions,  and  good  judgment 
in  the  selection  of  runs  and  slopes  to 
be  skied  under  prevailing  circum- 
stances. Measures  to  lessen  risk  of 
ski  injury  are:  slope  grooming  and 
maintenance;  lift  maintenance;  trail 
and  closed  area  marking;  use  of  de- 
pendable equipment,  including  re- 
leasable bindings;  knowledge  of 
binding  adjustment  methods;  ade- 
quate instruction  and  practice;  edu- 
cation in  ski  rules  of  the  slope,  and 
good  physical  condition. 

binding  adjustment  service 

Efforts  to  lessen  injury  have  actu- 
ally produced  favorable  results  as 
reported  by  O’Malley,  Table  2. 
Mount  Tom  Ski  Area,  Holyoke, 
Massachusetts,  has  provided  check- 
ing and  adjustment  service  of  bind- 
ings^ without  cost,  to  25,000  ski- 


RULES  OF  THE  SLOPE 
A Skiers  Courtesy  Code 

1.  AH  skiers  shall  ski  under  control,  in  such  a manner  that  a skier  can 
avoid  other  skiers  or  objects. 

2.  An  overtaking  skier  shall  avoid  the  skier  below  him. 

3.  Skiers  approaching  each  other  on  opposite  traverses  shall  pass  to  the 
right. 

4.  Skiers  shall  not  stop  in  a location  which  will  obstruct  a trail,  not  be 
visible  from  above,  or  impede  progress  of  other  skiers. 

5.  A skier  entering  a trail  or  slope  from  a side  or  intersecting  trail  shall 
first  check  for  approaching  skiers. 

6.  A standing  skier  shall  check  for  approaching  downhill  skiers  before 
starting. 

7.  When  walking  or  climbing  in  a ski  area,  skis  should  be  worn,  and  the 
walker  or  climber  shall  keep  to  the  side  of  the  slope. 

8.  AH  skiers  shall  wear  straps  or  other  devices  to  prevent  runaway  skis. 

9.  Skiers  shall  keep  off  dosed  trails  and  posted  areas  and  shall  observe 
all  traffic  signs  and  other  regulations  as  prescribed  by  the  ski  area. 
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TABLE  2 

COMPARATIVE  INJURY  STATISTICS 

Mt.  Tom  Ski  Area,  Holyoke,  Massachusetts 

Man  Days  Injuries  Rate  per  Fractures  Rate  per 

Skiing  No.  1,000  M.D.S.  No.  1,000  M.D.S. 


Years 

1960-65  438,022  2,126 

1966- 67  120,613  489 

1967- 68  102,940  368 

grooming  the  slopes 

When  asked  why  Vail  was  packing 
out  so  many  more  runs  and  slopes 
than  it  had  in  earlier  years,  Robert 
Parker,  Vail’s  Marketing  Manager, 
stated,  “We  feel  it  is  an  important 
safety  measure;  our  injury  rate  is 


4.85 

324 

0.74 

4.05 

83 

0.68 

3.58 

68 

0.66 

down  from  3.72  per  1,000  ski  man 
days  to  2.6,”  though  Garrick^  was 
of  the  opinion  that  the  most  impor- 
tant contributing  factor,  accounting 
for  about  half  of  the  improvement, 
was  the  improved  proficiency  of  the 
average  skier. 

Mr.  Paul  Copello  has  stated. 


“Actually,  the  most  dangerous  part 
of  the  skier’s  day  is  the  drive  home. 
Looking  at  claims  paid  over  the  years 
it  becomes  apparent  that  skiers,  tired 
from  a day  on  slopes  or  in  the  lodge, 
are  apt  to  get  involved  in  traffic 
accidents.”  Mr.  Copello  adds,  “Walk- 
ing around  frozen  streets  in  ski 
boots  is  potentially  more  dangerous 
than  skiing  itself.  Wear  something 
more  appropriate.”* 

While  ski  areas  have  on  occasion 
had  sewage  disposal  and  comparable 
problems,  and  while  timber  cutting 
for  runs  and  lifts  was  all  too  often 
done  in  conspicuous  and  unattrac- 
tive straight  lines  in  the  past,  and 
not  with  an  overall  landscaping  plan 
as  at  present,  the  terrain  involved 
has  been  relatively  small,  and  any 
resultant  harm  limited. 


ACCIDENT  AND  INJURY  IN  SNOWMOBILING 


The  snowmobile  has  demonstra- 
ted its  non-sport  usefulness  in  many 
ways:  in  allowing  telephone  line- 

men to  make  otherwise  almost  im- 
possible wintertime  repairs;  in  feed- 
ing snowbound  stock,  and  in  winter 
rescue  operations  where  its  load- 
carrying potential  is  of  special  value. 
To  my  knowledge  there  have  been 
no  significant  injuries  reported  as  a 
result  of  such  use.  The  snowmobile 
injury  problem  arises  rather  from 
its  “alluring  but  alarming”  recrea- 
tional use,  driven  by  persons  of  all 
ages,  with  all  degrees  of  experience. 


TABLE  3 


and  by  many  with  all  too  little 
knowledge  of  the  whims  and  vagaries 
of  self-propelled  vehicles.^ 

Available  reports  present  an 
alarming  picture,  with  tragic  deaths 
of  persons  of  all  ages.*  Mr.  John 
Marsh,  Safety  Coordinator  for  the 
Maine  Department  of  Inland  Fisher- 
ies and  Game,  has  stated,  “I  put 
about  200,000  hunters  into  the 
woods  a year  and  have  only  50  ac- 
cidents. Last  season  there  were 
about  20,000  snowmobiles  register- 
ed and  there  were  more  than  300 
accidents.^ 


Professor  Richard  W.  McLay  of 
the  University  of  Vermont  surveyed 
63  snowmobile  accidents  reported 
to  six  northern  and  central  Vermont 
hospitals  during  the  1968-69  sea- 
son.* ® Accident  categories  and  spe- 
cial hazards  felt  to  be  contributing 
factors  are  listed  in  Table  3.  Types 
of  injuries  and  fracture  locations  are 
shown  in  Table  4.  The  high  inci- 
dence of  fractures  of  the  spine,  usu- 
ally the  result  of  jumping,  is  of  par- 
ticular interest. 


TABLE  4 


SNOWMOBILE  ACCIDENT  CATEGORIES  SNOWMOBILE  INJURIES 


AND  HAZARDS 

Type 

Number 

A cciden  t ca  tegories 

Number 

Fractures  and  dislocations 

67 

Collision  with  another  vehicle  or  object 

9 

Sprains 

14 

Struck  by  snowmobile 

4 

Lacerations 

12 

Thrown  due  to  maneuvers 

13 

Contusions 

8 

Injured  in  jump 

11 

Foreign  body 

1 

Injured  by  barbed  wire  or  chain 

7 

Fatality 

1 

Minor  injuries 

19 

103 

Fracture  locations 

Number 

Special  hazards 

Skull  and  face 

4 

Lack  of  experience 

Speed 

Clavicle,  scapula,  ribs,  sternum 

9 

Equipment  not  in  repair 

Thin  ice 

Arm 

11 

Climbing  over  banks 

Jumps, 

Spine 

15 

Poor  visibility 

Alcohol 

Pelvis 

2 

Barbed  wire 

Leg 

27 
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SNOWMOBILE  DONTS 


SNOWMOBILE  DO'S 


Don't  drive  on  highway. 

Don't  drive  on  railroad  right-of-way. 

Don't  tailgate. 

Don't  cut  across  another's  right-of-way. 

Don't  go  on  ice  without  knowing  thickness. 

Don't  jump  a snowbank  without  knowing  what  is  on 
other  side. 

Don't  be  a show-off. 

Don't  let  children  operate  snowmobile  alone. 

Don't  put  hands  or  feet  near  track  while  driving. 
Don't  travel  unfrequented  areas  alone. 

Don't  panic. 


Do  obtain  operating  instructions. 

Do  learn  to  know  your  machine. 

Do  keep  it  in  good  repair. 

Do  make  sure  snowmobile  is  secure  when  on  its  trailer. 
Do  come  to  a full  stop  before  crossing  highway. 

Do  put  one  knee  on  seat  for  bumpy  terrain  or  sidehill. 
Do  leave  alcohol  alone  before  and  when  operating 
snowmobile. 

Do  go  more  slowly  if  children  are  aboard. 

Do  lengthen  throttle  cable  for  children's  use. 

Do  use  towbar  if  pulling  trailer. 

Do  have  adequate  light  for  nighttime  driving. 

Do  follow  marked  trails  at  night. 

Do  travel  with  extra  caution  in  unknown  areas. 

Do  carry  emergency  supplies  on  safari. 


prevention 

The  National  Safety  Council  has 
taken  the  lead  in  promoting  safety 
in  snowmobiling.  Besides  gathering 
records  to  permit  the  identification 
of  risk  factors,  it  has  published 
safety  education  data,  recommended 
regulatory  procedures  and,  in  coop- 
eration with  a leading  manufacturer, 
has  developed  and  promoted  safety 
booklets,  listing  both  “Don’ts”  and 
“Do’s.”  (See  above.)  Legislation  is 
required,  including  where  not  now 
in  effect,  registration  and  licensing 
of  equipment,  licensing  of  operators 
with  age  limitations,  restrictions  on 
horsepower  for  recreational  vehicles, 
headlight  standards,  tail-light  re- 
quirements, and  regulations  on  high- 
way use. 

Cooperation  of  volunteer  and 
trade  organizations  with  the  Nation- 
al Safety  Council  in  educational  and 
regulatory  programs,  and  in  such 
safety  programs  as  trail  marking, 
would  materially  brighten  snowmo- 
biling’s  future. 

There  are  some  encouraging  de- 
velopments in  snowmobiling.  Pro- 


fessor McLay  reported  that  one 
snowmobile  club  in  Vermont,  with 
about  85  members,  had  only  one 
major  injury  during  the  winter  of 
1968-69,  a broken  leg,  suggesting 
that  participating  in  a club  dedicated 
to  courtesy  and  safety  might  make  a 
snowmobiler  less  accident-prone.*  * 
Snowmobiles  range  widely,  how- 
ever, and  disturbing  observations 
have  been  reported.  A winter  kill  of 
fish  in  Coon  Lake,  Wisconsin,  was 
traced  to  a reduction  of  dissolved 
oxygen  in  the  water.  Heavy  snow- 
mobile use  had  compacted  the  snow 
over  the  ice,  making  it  opaque  and 
restricting  the  amount  of  sunlight 
getting  to  aquatic  plants  which  need 
it  for  photosynthesis  and  for  the 
production  of  oxygen.*  ^ 

Hunting  coyotes  by  snowmobile 
was  so  effective  in  Ontario  that  the 
price  of  a coyote  pelt  fell  from 
$25.00  to  $5.00.  But  there  were 
unexpected  side  effects.  Mice  and 
other  rodents,  ordinarily  kept  under 
control  by  coyotes,  proliferated  and 
destroyed  field  crops  to  a serious  ex- 
tent. Snowmobiles  have  also  been 
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Idaho’s  Voluntary 
Laboratory  Proficiency  Program 

DARRELL  BROCK,  Dr.  P.H.,  FRED  O.  GRAEBER,  M.D., 

LAWRENCE  L.  KNIGHT.  M.D.,  and  PHOEBE  LINDSEY,  Boise,  Idaho 


The  Idaho  Laboratory  Proficiency  Committee  has  developed  a voluntary  laboratory 
proficiency  — internal  quality  control  program  that  has  been  well  received  about  the  state. 
Laboratory  results  are  computerized,  then  analyzed  and  compared  for  demonstrated 
strengths  and  weaknesses.  Continuing  education  programs  are  based  on  demonstrated 
needs. 


Inaccurate,  or  even  dangerous, 
test  results  submitted  from  poorly 
managed  laboratories  or  incompe- 
tent personnel,  have  created  demand 
for  uniform  operation  of  medical 
laboratories  and  enforced  standards. 

The  problem  of  achieving  stand- 
ard, accurate  medical  laboratories  in 
Idaho  was  undertaken  by  a commit- 
tee of  State  Department  of  Health 
representatives,  pathologists,  medi- 
cal technologists  and  other  health 
professionals  appointed  by  the  Gov- 
ernor in  1968.  License  legislation 
was  considered,  but  this  group  rec- 
ommended a voluntary  improve- 
ment program  instead  of  a license 
bill. 

Following  this  report,  a group  of 
eleven  health  professionals  met  on 
June  7,  1969,  to  plan  implementa- 
tion of  the  committee’s  recommen- 
dations. All  Idaho  professional  orga- 
nizations interested  in  clinical  labo- 
ratory performance  were  asked  to 
send  representatives  to  this  organiza- 
tional meeting. 

objectives 

As  a result,  in  November  1969 
the  Idaho  Laboratory  Proficiency 
Committee  was  formed  to  establish 
a voluntary  laboratory  proficiency 
program.  With  the  goal  of  improving 
patient  care  by  upgrading  laboratory 
operations,  the  committee  formula- 
ted three  primary  objectives: 

1.  Development  of  a state-wide 
program  of  internal  quality  control. 

2.  Development  of  a uniform 
program  of  proficiency  testing. 

3.  Developmentof  a coordinated 
program  of  continuing  education  for 
laboratory  professionals. 


It  must  be  stressed  that  the  Idaho 
Laboratory  Proficiency  Committee 
was  organized  on  the  initiative  of  its 
members,  and  participation  in  the 
proficiency  testing  program  and  in- 
ternal quality  control  programs  is 
truly  voluntary.  The  Committee 
has  no  authority  to  compel  any 
laboratory  to  participate. 

The  Committee’s  three  ambitious 
objectives  provided  a real  challenge; 
operators  of  60  hospital  and  inde- 
pendent laboratories  (from  one-man 
labs  to  complex  operations)  had  to 
be  persuaded  that  this  voluntary 
program  would  benefit  each.  Many 
Idaho  laboratories  are  very  small, 
and  operators  felt  a new  quality  con- 
trol program  would  be  an  expensive 
project.  The  Committee  pointed 
out  that  each  laboratory,  regardless 
of  size,  would  benefit,  by  learning 
of  its  weaknesses  or  deficiencies, 
and  by  subsequent  educational  pro- 
grams to  correct  them. 

programs 

The  Committee’s  first  activity 
was  to  look  at  laboratory  profi- 
ciency programs  in  other  states  to 
discover  how  Idaho  could  develop 
its  own  program. 

After  study,  the  Committee  de- 
veloped a three-phase  program. 

Phase  t is  a state  wide  plan  for 
internal  quality  control. 

Phase  It  is  a proficiency  testing 
program. 

Phase  III  is  a continuing  educa- 
tion program. 

A computer  study  of  the  reports 
from  Phase  I and  Phase  II  is  part  of 
the  plan.  It  provides  an  accurate  re- 


view of  the  state  laboratory  picture 
as  a whole,  as  well  as  information  on 
relative  standing  of  individual  labo- 
ratories. This  analysis  is  the  basis  on 
which  the  third  portion  of  the  pro- 
gram is  designed. 

methods 

In  February  1970,  each  labora- 
tory was  assigned  a code  number 
known  only  to  itself  and  to  a work- 
ing sub-committee  of  the  Idaho 
Laboratory  Proficiency  Committee. 
Thus  protected,  results  are  confi- 
dential and  no  laboratory  is  threat- 
ened. 

Two  large  lots  of  commercial, 
unanalyzed,  normal,  and  abnormal, 
quality  control  material  are  distribu- 
ted to  the  laboratories.  Participating 
laboratories  test  both  the  normal 
and  abnormal  sera  each  time  a pa- 
tient’s specimen  is  tested.  The  re- 
sults from  each  test  of  this  quality 
control  material  are  recorded  daily, 
compiled  at  monthly  intervals,  then 
forwarded  to  the  Director  of  the 
Laboratories  Division  of  the  State 
Department  of  Health,  who  checks 
the  coded  sheets  for  completeness 
and  forwards  them  to  a computer 
center  in  Seattle. 

Each  laboratory  receives  three 
types  of  computer  printouts  at 
monthly  intervals.  The  first  lists 
each  procedure  performed  and  the 
mean  of  results  reported,  and  the 
mean  plus  one  standard  deviation 
and  the  mean  minus  one  standard 
deviation. 

In  addition,  the  report  shows  the 
number  of  tests  performed  during 
the  month,  the  standard  deviation, 
and  the  coefficient  of  variation  for 
both  the  normal  and  abnormal  ma- 
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terials  for  the  current  month  and  as 
cumulative  year-to-date  data. 

The  second  computer  report  con- 
sists of  the  results  of  all  participa- 
ting laboratories  identified  by  code 
number,  and  the  statistical  analysis 
includes  the  same  items  described 
above.  This  enables  each  labora- 
tory to  compare  its  means,  standard 
deviations  and  coefficients  of  varia- 
tion with  those  of  other  participa- 
ting laboratories. 

A key  lists  the  method  each  labo- 
ratory uses  for  each  procedure.  This 
permits  comparison  of  results  with 
those  of  laboratories  using  similar 
methods.  This  information  is  also 
listed  by  code  number  to  maintain 
laborator)"  anonymity. 

The  third  computer  report  con- 
sists of  a Youden  plot  of  the  com- 
piled results  of  all  participating  labo- 
ratories.* The  Youden  plot  data  are 
listed  by  procedure  and  by  method. 
The  plot  lists  as  many  as  six  meth- 
ods for  some  of  the  enzyme  proce- 
dures, but  only  one  or  two  proce- 
dures are  listed  for  most  tests. 

Initially,  the  quality  control  pro- 
gram included  only  clinical  chemis- 
try but  in  November  1970,  hematol- 
og)'  and  coagulation-study,  quality 
control  materials  were  added. 

The  proficiency  testing  program 
is  similar  to  that  of  internal  quality' 
control.  Since  the  majority  of  Idaho 
laboratories  using  a proficiency  test- 
ing system  were  subscribing  to  the 
College  of  American  Pathologists 
(CAP)  proficiency  testing  system, 
the  others  were  encouraged  to  sub- 
scribe to  this  CAP  program  for  uni- 
formity. Laboratories  can  thus  de- 
termine, not  only  their  test  repro- 
ducibility but,  more  important,  their 
ultimate  accuracy. 

Idaho  laboratories  have  respond- 
ed well  to  this  voluntary  program, 
which  has  been  in  operation  for  one 


year.  Of  the  60  target  laboratories 
in  the  state,  including  three  institu- 
tional laboratories,  an  average  of  38 
have  participated  each  month.  Six 
northern  Idaho  laboratories  that  had 
related  to  a comparable  Spokane 
program  have  now  joined  the  Idaho 
system.  In  addition,  42  laboratories 
in  Washington  joined  the  internal 
quality  control  program  in  Novem- 
ber 1970. 

While  it  is  important  to  deter- 
mine reproducibility  and  accuracy, 
a program  will  have  little  value  if 
there  is  no  opportunity  to  correct 
the  problems  uncovered.  By  identi- 
fying specific  problems  in  specific 
laboratories  as  well  as  common 
problems  on  a regional  or  state-wide 
basis,  the  information  can  be  uti- 
lized for  instruction  and  improve- 
ment. 

results 

A review  of  the  statistical  data 
reveals  that  for  the  common  proce- 
dures, such  as  glucose,  urea  nitrogen, 
sodium,  potassium,  and  chloride, 
the  majority  of  laboratories  show 
satisfactory  performance  in  both 
intra-laboratory  reproducibility  and 
inter-laboratory  comparison.  Labo- 
ratories having  difficulty  with  one 
or  more  procedures  have  easily  been 
identified,  and  some  have  received 
assistance  in  improv’ing  their  per- 
formance. 

For  other  procedures,  especially 
serum  enzymes,  there  are  still  sig- 
nificant problems  in  internal  quality 
control  and  in  inter-laboratory  com- 
parison. Difficulty  with  this  group 
of  procedures  was  anticipated  from 
experience  elsewhere,  and  enzymol- 
ogy  is  a high  priority  subject  for 
future  educational  programs. 

This  third  and  final  phase  of 
Idaho’s  laboratory  proficiency  pro- 
gram is  still  in  the  planning  stages. 


After  studying  the  areas  of  need  in- 
dicated on  the  computer  printouts, 
the  Committee  has  proposed  several 
programs  in  continuing  education. 
An  initial  step  will  be  to  hire  a tech- 
nologist with  experience  in  educa- 
tion to  develop,  coordinate  and  ad- 
minister continuing  education  activ- 
ities for  laboratory  personnel.  This 
coordinator  will  organize  and  con- 
duct regional  seminars  and  work- 
shops to  upgrade  laboratory  proce- 
dures and  personnel.  He  can  go  into 
smaller  laboratories  and  provide  up- 
to-date  bench  training  for  the  tech- 
nician. In  one-man  laboratories, 
where  technicians  have  difficulty 
leaving,  this  coordinator  can  per- 
haps, relieve  the  technician  for  at- 
tendance at  special  workshops  and 
seminars. 

summary 

Idaho’s  Laboratory  Proficiency 
Committee  is  encouraging  state-wide 
laboratory  participation  and  the  de- 
velopment of  educational  programs 
to  strengthen  areas  of  inadequacy. 
The  program  has  introduced  quality 
control  in  several  laboratories  previ- 
ously unacquainted  with  this  con- 
cept. Voluntary  participation  to 
strengthen  areas  of  demonstrated 
weakness  should  prove  more  attrac- 
tive to  Idaho  laboratories  than  an 
enforced  system  imposed  by  state 
law. 

P.O.Box  957 
(83701) 
(Dr.  Knight) 
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Notes  on  Digestive  Diseases 

IV  Gallstones 

MARTIN  D.  GELFAND,  M.D.,  Seattle,  Washington 


Cholecystectomy  is  the  major 
operation  most  frequently  perform- 
ed today.  Its  indications,  expected 
results  and  postoperative  problems 
should  be  clearly  understood.  Chol- 
esterol gallstones  form  from  abnor- 
mally supersaturated  bile  secreted 
by  the  liver  and  are  precipitated  in 
the  gallbladder.  The  cholesterol  in 
bile  is  in  dynamic  equilibrium  with 
lecithin  and  bile  acids.  Increasing 
the  bile  acids  reduces  the  concentra- 
tion of  cholesterol  and  may  dissipate 
gallstones  or  prevent  their  forma- 
tion. Methods  for  doing  this  are 
currently  being  investigated. 

The  only  symptom  consistently 
attributable  to  gallstones  is  right  up- 
per quadrant  or  epigastric  pain  that 
can  radiate  to  the  area  beneath  the 
inferior  angle  of  the  right  scapula. 
This  pain  is  caused  by  blockage  of 
the  cystic  duct  with  or  without 
acute  inflammation  of  the  gallblad- 
der. Vomiting  may  occur  and,  rare- 
ly, jaundice  may  be  evident.  Other 
symptoms  commonly  attributed  to 
biliary  tract  disease,  such  as  fatty 
food  intolerance,  eructation,  flatu- 
lence, painless  vomiting,  or  heart- 
burn, are  no  more  frequent  in  pa- 
tients with  gallstones  than  in  the 
general  population. 

Biliary  pain,  due  to  blockage, 
gradually  increases  in  intensity  and 
usually  persists  four  to  twelve  hours. 
The  following  day,  soreness  may  be 
felt  in  the  right  upper  quadrant,  but 
if  cholecystitis  does  not  occur,  the 
episode  subsides.  Pain  can  start  at 
any  time  and  bears  no  relation  to 
the  last  meal  or  type  of  food  eaten. 
Attacks  are  sporadic,  and  rarely 
occur  on  successive  days.  With  acute 
inflammation  of  the  gallbladder, 
fever  and  vomiting  may  accompany 
more  protracted  abdominal  distress. 

Radiologic  examination  of  the 
gallbladder  is  necessary  to  confirm 
the  diagnosis  of  cholelithiasis.  Prop- 
er technique  should  include  lateral 
decubitus  films,  at  times  with  lamin- 
ography,  so  that  small  stones  can 


layer  out  in  the  dependent  portion 
of  the  gallbladder.  With  this  proce- 
dure, gallstones  are  seen  in  at  least 
95  percent  of  patients  with  chole- 
lithiasis whose  gallbladders  register 
on  the  films. 


treatment 

Symptoms  compatible  with  cho- 
lelithiasis and  confirmed  by  x-ray 
necessitate  surgery.  It  is  the  only 
means  of  treating  this  potentially 
serious  disorder.  But  the  patient 
with  asymptomatic  gallstones  re- 
mains a controversial  subject.  Some 
surgeons  recommend  cholecystec- 
tomy as  soon  as  stones  are  found, 
but  since  they  may  never  cause 
symptoms  the  morbidity  and  ex- 
pense do  not  seem  justified.  A 
reasonable  compromise  would  be  to 
suggest  surgery  for  any  individual 
under  the  age  of  40  with  a demon- 
strable gallstone,  and  for  any  diabet- 
ic with  cholelithiasis.  Diabetics  have 
more  frequent  and  ominous  compli- 
cations. An  older  person  may  have 
asymptomatic  stones  removed  if 
travel  or  other  plans  will  take  him 
away  from  available  medical  care. 
No  matter  what  the  patient’s  age, 
however,  operation  is  indicated  for 
a symptom  that  can  definitely  be 
attributed  to  gallbladder  disease. 
Diet  is  of  no  value  in  preventing  at- 
tacks of  biliary  pain  or  cholecystitis. 

An  enigma  is  the  patient  who  has 
pain  typical  of  cholelithiasis,  but 
whose  x-ray  examination  shows  a 
normal  gallbladder  without  stones. 
Measurements  of  serum  transami- 
nase, alkaline  phosphatase  and  amy- 
lase are  especially  important  while 
this  patient  is  in  pain.  If  these  tests 
are  elevated,  or  if  after  observing  a 
second  attack  one  is  convinced  that 
the  pain  comes  from  the  biliary  tree, 
exploratory  laparotomy  is  indicated. 
Cholecystectomy  should  be  consid- 
ered, since  a few  patients  with  genu- 
ine attacks  of  biliary  colic  will  have 


small  stones  present  despite  normal 
cholecystograms. 

If  no  gallbladder  shadow  appears, 
the  examination  must  be  repeated 
with  a double-dose  study  in  which  a 
similar  number  of  tablets  are  taken 
on  successive  days  or  twice  the  dose 
on  one  day.  With  continued  failure 
to  obtain  a shadow,  gallbladder  dis- 
ease can  be  assumed,  if  liver  and 
pancreas  are  normal. 

At  times  a choleeystogram  will 
show  cholesterolosis,  a rim  of  bead- 
like contrast  material  lying  outside 
what  appears  to  be  a normal  gall- 
bladder. There  is  still  controversy 
over  whether  or  not  this  is  a sign  of 
a diseased  gallbladder,  but  for  the 
patient  with  symptoms  of  biliary 
pain  and  this  finding,  cholecystec- 
tomy is  warranted. 

postoperative  problems 

Transient,  mild  diarrhea  due  to 
the  initial  hypersecretion  of  bile 
from  the  liver  should  be  the  only 
symptom  following  cholecystec- 
tomy. No  dietary  restrictions  are 
necessary.  Vague  gaseous  or  dyspep- 
tic complaints,  which  were  not  due 
to  gallbladder  disease  in  the  first 
place,  will  obviously  persist. 

Occasionally  the  severe  intermit- 
tent right  upper  quadrant  pain  that 
was  present  before  surgery  will  re- 
cur. Intravenous  cholangiography 
and  serum  enzyme  studies  during 
attacks  of  pain  are  then  necessary. 
Common  duct  stones  may  be  shown 
on  the  films  and  are  usually  thought 
to  have  been  left  during  cholecystec- 
tomy rather  than  formed  de  novo. 
Symptoms,  therefore,  begin  shortly 
after  surgery  and  can  consist  of 
biliary  pain  or  Charcot’s  triad  of 
pain,  jaundice,  and  fever.  Surgery 
is  essential  when  common  duct 
stones  or  stricturing  is  confirmed 
radiographically.  Operative  cholangi- 
ography is  an  extremely  valuable 
technique,  and  many  surgeons  advo- 
cate its  routine  use  in  all  cholecys- 
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tectomies  to  avoid  leaving  these 
missed  stones  behind. 

A cystic  duct  remnant  occasion- 
ally is  found  on  an  intravenous  chol- 
angiogram  and  may  cause  biliary 
pain  from  muscular  spasm  or  a 
lodged  stone.  When  pain  arises  many 
years  after  surgery,  an  amputation 
neuroma  of  a cystic  duct  stump 
should  be  suspected.  In  these  in- 
stances excision  of  the  remnant  may 
be  helpful. 

If  the  cholecystogram  or  post- 
operative intravenous  cholangiogram 
and  properly  timed  enzyme  studies 
are  normal,  the  pain  may  be  due  to 
biliary  dyskinesia  and  helped  by 
anticholinergic  medication.  This 


nebulous  entity  is  difficult  to  study. 
The  diagnosis  should  be  resorted  to 
rarely  and  with  caution.  The  term 
“post-cholecystectomy  syndrome”  is 
meaningless  and  should  be  discarded. 

conclusion 

Patients  with  gallstones  may  com- 
plain of  intermittent  attacks  of  se- 
vere, localized,  right  upper  quadrant 
or  epigastric  pain  which  sometimes 
radiates  to  the  back.  When  these 
symptoms  are  present  and  gallstones 
are  seen  on  cholecystogram,  and  in 
the  young  or  diabetic  patient  with 
asymptomatic  gallstones,  cholecys- 
tectomy is  indicated.  Operative 


The  First  Aid  — A Motorist 


cholangiography  is  a valuable  ad- 
junct to  surgery.  Similar  pain  post- 
operatively  should  be  investigated 
by  intravenous  cholangiography  and 
serum  enzyme  studies  during  an  at- 
tack of  pain.  With  these  studies 
common  duct  pathology  can  fre- 
quently be  identified  and  treated. 
Food  intolerances  and  dietary  re- 
strictions play  no  role  in  either  the 
diagnosis  or  treatment  of  cholelithi- 
asis. Vague  gaseous  or  dyspeptic 
symptoms  should  not  be  attributed 
to  gallbladder  disease  and  will  not 
be  relieved  by  surgery. 

1118  Ninth  Avenue 
(98101) 


A MOTORIST  is  usually  the  first  person  who  stops  at  a road  accident.  The  fate  of  the 
victims  often  depends  on  him,  because  he  has  a most  important  weapon  in  bis  hand— time . 
The  best  hospital  is  useless  if  the  injured  are  already  dead  or  beyond  repair.  The  motorist 
therefore  must  not  wait,  but  act. 

If  he  proceeds  methodically  along  the  lines  set  out  below,  lives  will  be  saved,  delays 
avoided,  recovery  assisted  and  later  disability  minimized. 

Here  is  what  to  do:  (i)  note  time  and  place;  (ii)  park  correctly;  (Hi)  assess  quickly; 

(iv)  save  life;  (v)  get  help;  (vi)  remove  danger;  (vii)  remove  victims  from  danger. 

The  order  of  priority  of  points  (iv)  to  (vii)  will  vary  according  to  circumstances. 


Hanns  Pacy,  in  The  Medical  Journal  of  Australia,  August  8,  1970 
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Fig.  1.  Celiac  angiogram:  note  relative  radiolucency  of  splenic  parenchyma  at  arrow  which  indicates  site  of  lacera- 

tion.— Fig.  2.  Early  arterial  phase:  there  is  minimal  vascular  displacement  and  central  radiolucency.—  Fig.  3.  Splenic  artery 
injection:  note  central  radiolucency  with  vessel  displacement  indicating  the  laceration  and  the  stretching  of  capsular  vessels 
about  the  capsular  hematoma.—  Fig.  4.  Selective  splenic  injection:  note  course  of  capsular  vessels  outlining  subcapsular 

hematoma. 


Occult  splenic  Rupture  — The  Role  of 

Arteriography  in  Earlier  Diagnosis  and  Therapy 

LEO  B.  BEILIN,  M.D.,  HILDING  H.  OLSON,  M.D.,  and 
PAUL  S.  PAULSON,  M.D.,  Seattle,  Washington 


Two  patients  with  occult  splenic 
rupture  seen  recently  in  a commun- 
ity hospital  are  reported.  We  call 
attention  to  and  reaffirm  the  value 
of  selective  arteriography  when  this 
diagnosis  is  uncertain.'”'^ 


CASE  REPORTS 

Case  1.  A 21-year-old  woman  was  in 
an  automobile  accident  two  days  prior  to 
admission.  Initially,  at  another  hospital, 
fractures  of  four  left  ribs  were  discover- 
ed. She  was  admitted  because  of  persist- 


ent mild  abdominal  pain.  Physical  exam- 
ination revealed  normal  vital  signs,  ab- 
dominal muscle  guarding,  abdominal  and 
left  chest  tenderness  and  normal  bowel 
sounds  without  distention.  Hematocrit 
was  36.5  and  white  cell  count  11,100. 
Abdominal  radiographs  showed  good  di- 
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aphragmatic  excursion  and  were  not  diag- 
nostic. Because  of  the  persistence  of 
pain,  celiac  angiography  was  performed. 
A radiolucent  space  was  demonstrated 
between  the  parenchyma  of  the  spleen 
and  capsular  branches  of  the  superior 
pole  indicating  a subcapsular  hematoma, 
Figures  1-4.  Operation  confirmed  the 
intrasplenic  hematoma.  There  was  no 
free  blood  in  the  peritoneal  cavity. 

Case  2.  A 48-year-old  woman  was 
admitted  with  a history  of  nausea,  vomit- 
ing and  malaise  for  ten  days  and  pleuritic 
chest  pain  radiating  to  the  left  shoulder 
present  for  six  days.  There  was  no  history 
of  trauma.  However,  a syncopal  episode 
had  followed  a siege  of  severe  gastroen- 
teritis prior  to  the  onset  of  the  pain.  Her 
blood  pressure  was  110/70,  pulse  90  and 
temperature  100  F.  She  demonstrated 
slight  tenderness  in  the  left  upper  quad- 
rant of  the  abdomen  without  muscle 
guarding.  Her  hematocrit  was  30,  hemo- 
globin 9.8  gm  and  white  cell  count, 
10,400.  One  month  previously  her  hema- 
tocrit had  been  46  and  her  hemoglobin 
15  gm.  Chest  x-ray  showed  patchy  con- 
solidation of  the  left  lower  lobe  with  no 
rib  fractures.  Abdominal  x-rays  were  neg- 
ative. 

For  eight  days  the  patient  had  fever 
spikes  to  102.8  F.  Serial  hematocrit, 
hemoglobin,  and  white  count  determina- 
tions did  not  change.  Due  to  continued 
pain  in  the  abdomen,  left  chest  and  shoul- 
der, suggesting  irritation  beneath  the  dia- 
phragm, a celiac  arteriogram  was  per- 
formed. This  was  interpreted  as  showing 
a laceration  of  the  lateral  aspect  of  the 
spleen.  Laparotomy  revealed  approxi- 
mately 1,000  ml  dark,  hemolyzed  blood 
in  the  peritoneal  cavity  and  a severely 
fractured  spleen.  It  is  postulated  that 
she  may  have  ruptured  her  spleen  during 
the  syncopal  episode. 


discussion 

Splenic  rupture  is  readily  diag- 
nosed when  a history  of  blunt  ab- 
dominal trauma  is  accompanied  by 
left  upper  quadrant  and  left  shoul- 
der pain  and  signs  of  hypovolemic 
shock.  But  such  a presentation  is 
seen  in  only  33  percent  of  patients 
with  ruptured  spleens  according  to 
a recent  large  series.®  In  54  percent, 
the  diagnosis  will  be  made  within  48 
hours  and  in  the  remaining  13  per- 
cent, a sizeable  minority,  more  pro- 
longed observation  or  special  studies 
will  be  required.  Less  than  50  per- 
cent of  patients  had  white  cell 
counts  greater  than  15,000.®  Hem- 
atocrits reflected  intra-abdominal 
blood  loss  in  only  28  percent  in  the 
first  24  hours.  Abdominal  para- 
centesis, including  peritoneal  lavage, 
is  often,  but  not  always,  productive. 
Of  the  two  patients  reported  here, 
one  would  conceivably  have  had  a 
positive  tap. 

Recently,  aortography  and  selec- 
tive arteriography  have  been  diag- 
nostic tests  of  high  reliability,  when 
an  able  and  aggressive  angiographer 
is  available.  The  roentgenographic 
patterns  found  in  various  forms  of 
splenic  rupture  are  ably  discussed 
by  Love,  et  al.® 

Splenic  scans  have  been  utilized 
with  moderate  success,  but  are  def- 
initely less  sensitive,  and  angio- 


graphy is  required  when  scans  are 
questionable  or  negative. 

The  two  patients  reported  had 
equivocal  signs  and  symptoms.  An- 
giography promptly  removed  all 
doubt.  Earlier  angiography  would 
have  brought  these  patients  to  opera- 
tion much  sooner  and  avoided  life- 
threatening  risk  of  delayed  splenic 
rupture.  Delayed  splenic  rupture 
can  occur  from  two  days  to  two 
weeks  or  even  two  years  after  in- 
jury.^ It  occurs  in  one-third  of  all 
splenic  injuries,’  and  carries  a mor- 
tality of  10  percent®  as  compared  to 
1 percent  for  simple  splenic  rup- 
ture.^ Healing  of  splenic  rupture  is 
an  extremely  rare  event,  if  indeed  it 
occurs  at  all. 

summary 

Selective  arteriography,  in  the 
hands  of  a skilled  angiographer,  has 
been  shown  by  many  to  be  a reliable 
tool  for  diagnosis  of  splenic  rupture. 
There  is  low  incidence  of  false  nega- 
tive or  false  positive  tests  in  the 
diagnosis  of  splenic  injury  by  this 
method.  We  confirm  its  value  and 
recommend  more  frequent  use  of 
early  angiography  when  suspicion  of 
splenic  rupture  exists  and  a positive 
clinical  diagnosis  cannot  otherwise 
be  made. 

1 00 1 Broadway 
(98122) 
(Dr.  Olson) 
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Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 
PRESIDENT 

Augustus  M.  Tanaka,  M.D.,  Ontario 


SECRET AR  Y-  TREAS  URER 

Donald  F.  Kelly,  M.D.,  Portland 


New  Regulations  in  Effect 

On  Januar\’  1, 1972,  the  State  Workmen’s  Compen- 
sation Board’s  new  regulations  went  into  effect,  re- 
quiring all  carriers  of  workmen’s  compensation  insur- 
ance to  pay  physicians  and  other  medical  providers 
their  usual  fees  for  medical  services  to  injured  work- 
men. 

OMA  and  the  Workmen’s  Compensation  Board 
had  been  working  towards  the  goal  of  establishing  the 
usual  and  customary’  fees  for  workmen’s  compensa- 
tion payments  for  several  years.  Just  at  the  point  of 
agreement,  however,  the  national  economic  freeze 
prevented  the  raising  of  fees  from  the  then  status  quo. 

In  response  to  a special  appeal,  the  Internal  Reve- 
nue Service  authorized  the  OMA  and  the  Workmen’s 
Compensation  Board  to  proceed  under  Phase  II  guide 
lines,  providing  usual  fees  do  not  exceed  those  fees 
charged  non-Workmen’s  Compensation  carriers.  “Usu- 
al Fees’’  under  the  Phase  II  economic  guidelines  are 
those  fees  which  were  regularly  charged  for  medical 
services  prior  to  and  during  the  90-day  economic 
freeze  on  wages,  prices  and  rents.  Any  billing  to  a 
Workmen’s  Compensation  carrier  which  is  over  and 
above  the  usual  and  customary  fee  will  be  in  violation 
of  state  and  federal  law. 

The  new  medical  rules,  which  became  effective 
January  1,  1972,  also  include  the  requirement  that  all 
medical  claims  be  submitted  using  the  coding  and 
nomenclature  contained  in  Current  Procedural  Term- 
inology. (CPT)  an  AMA  publication  w’hich  designates 
a five-digit  code  and  description  for  each  medical  pro- 
cedure. 

The  information  in  the  AMA’s  Current  .Medical  In- 
formation and  Terminology  (CMIT)  is  also  required 
for  use  in  responding  to  diagnostic  requests  from  in- 
surance carriers.  The  OMA  is  the  outlet  for  CPT, 
which  sells  for  $3.00  ($2.00  to  AMA  members)  and 
CMIT,  $8.00  ($5.00  to  AMA  members). 

The  Workmen’s  Compensation  Board  will  have  dis- 
tributed instructions  for  the  use  of  CPT  and  CMIT  in 
handling  billing  of  claims  by  publication  date  of  this 
issue.  All  physicians  and  their  office  personnel  are 
urged  to  become  familiar  with  the  new  regulations. 
Failure  to  follow  the  system  for  billing  may  result  in 


delay  or  no  payment  at  all.  IMPORTANT:  The  old 
Workmen’s  Compensation  Fee  Schedule  should  be 
destroyed,  as  it  is  no  longer  in  effect,  and  should  not 
be  considered  or  consulted  when  billing  for  services. 

Welfare  to  Adopt  CPT  System 

In  December  1971,  the  Oregon  Public  Welfare  Divi- 
sion advised  OMA  that  it  will  adopt  Current  Procedur- 
al Terminology  for  welfare  claims  handling.  The  Wel- 
fare Division  is  currently  installing  new  electronic  data 
processing  equipment  and  will  implement  CPT  when 
the  equipment  is  in  operation. 

Meanwhile,  the  OMA  Committee  on  Delivery  of 
Health  Care  to  the  Poor  has  been  meeting  with  repre- 
sentatives of  the  Welfare  Division  to  develop  a simpli- 
fied medical  billing  procedure.  Members  are  invited 
to  communicate  their  suggestions  and  related  prob- 
lems to  the  Committee  for  discussion  with  the  Welfare 
representatives. 

OMA  Board  of  Trustees 

OMA’s  Board  of  Trustees  at  its  December  meeting 
approved  life  membership  for  Wendell  H.  Hutchens, 
Portland;  William  O.  Steele,  Oregon  City;  and  Walter 
L.  Kelsey,  Portland.  Active  Emeritus  status  was  award- 
ed to  Ian  D.  MacDonald,  Salem,  and  Inactive  status 
was  granted  to  John  E.  Stanwood,  now  of  Seattle. 

A.  Dale  Brant,  Pendleton,  was  named  to  the  Coun- 
cil on  Medical  Education,  as  its  twelfth  and  final 
member. 

The  Board  of  Trustees  voted  to  advise  the  Oregon 
Congressional  Delegation  of  its  concern  relative  to 
cuts  in  federal  mental  health  funding  for  1972.  Con- 
gressionally  authorized  and  HEW-approved  figures 
were  rolled  back  in  the  areas  of  children’s  services, 
community  mental  health  centers  and  psychiatric 
residencies.  OMA  took  action  based  on  a report  of  its 
Mental  Health  Committee,  which  specified  the  partic- 
ular effects  the  cutback  will  have  on  Oregon  projects. 

The  fledgling  Minority  Medical  Student  Scholarship 
Fund  Committee  submitted  its  proposed  bylaws  and 
articles  of  incorporation  to  the  Executive  Committee 
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and  the  Board  of  Trustees  for  approval,  but  the  Board 
elected  to  postpone  action  in  favor  of  another  month’s 
consideration  by  the  executive  Committee  and  OMA’s 
legal  counsel. 

OMA’s  Council  on  Medical  Education  called  on  the 
Board  of  Censors  (Trustees)  to  consider  those  mem- 
bers who  had  failed  to  comply  with  the  post-graduate 
education  requirements  for  OMA  membership.  A hear- 
ing was  held  in  December  to  consider  disciplinary 
measures  for  the  48  members  who  had  failed  to  report 
their  credits  for  1970.  The  Board  voted  to  suspend  29 
members  if  they  still  had  not  reported  by  December 
1971;  action  was  continued  on  13  members;  three 
were  passed  on  the  basis  of  reports  submitted;  and 
three  were  exempted  due  to  personal  circumstances. 

In  following  through  with  the  hearing,  OMA  be- 
came the  first  medical  society  in  the  nation  to  disci- 
pline members  for  failure  to  comply  with  the  post- 
graduate education  membership  requirements. 

AMA  Approves  OMA  Resolutions 

All  three  OMA  resolutions  were  approved  by  the 
AMA  House  of  Delegates  at  its  Clinical  Meeting  last 
month  in  New  Orleans.  Resolutions  included  the  en- 
franchisement of  a representative  of  the  Student 
American  Medical  Association  (SAMA)  in  the  AMA 
House  of  Delegates;  guidelines  for  evaluating  national 
health  insurance  proposals;  and  instructions  to  develop 
guidelines  for  compensating  physician’s  assistants. 

Special  Legislative  Session 

Oregon’s  Legislative  Assembly,  meeting  in  special 
session  in  November  to  resolve  a fiscal  crisis,  was  pre- 
sented with  a bill  that  would  prohibit  chiropractors  in 
Oregon  from  practicing  obstetrics.  The  bill  would  also 
have  eliminated  the  obstetrics  training  course  from 
the  requirements  for  licensure  of  chiropractors  in 
Oregon.  It  did  not  receive  full  attention  of  legislators 
due  to  the  general  agreement  to  stick  to  fiscal  matters 
at  hand;  however,  the  sponsors  of  H.B.  3077,  Rep. 
Grace  Peck  (D-Portland),  Rep.  Leo  M.  Thornton  (R- 
Milwaukie)  and  Rep.  Fred  W.  Heard  (D-Klamath  Falls) 
will  introduce  it  in  the  1973  regular  session. 


OMPAC  Board  of  Directors  Named 

The  following  nominees  were  approved  by  the 
Executive  Committee  of  the  Oregon  Medical  Political 
Action  Committee  to  serve  on  the  Board  of  Directors 
for  1972.  New  OMPAC  officers  will  be  elected  at  the 
annual  meeting  at  Salishan  February  11,  1972. 
District  1 

Jack  E.  Battalia,  Portland;  Daniel  K.  Billmeyer, 
Oregon  City;  Gene  V.  Bogaty,  Portland,  Robert  H. 
Eisner,  Portland,  Bill  B.  Ferguson,  Hillsboro;  Mr. 
Roger  Giles,  RPT,  Newberg;  Grant  B.  Hughes,  New- 
berg;  Howard  Kaliher,  Tillamook;  and  R.  Martin 
Johnson,  Tigard. 

District  2 

Carlos  K.  Kemper,  Madras;  E.  Albert  Moody,  Bend; 
John  M.  Ross,  Salem;  Marsh  O.  Perkins,  Salem;  David 
E.  Reid,  DO,  Lebanon;  E.  I.  Silk,  Pendleton;  and  Mrs. 
A.  M.  Tanaka,  Ontario. 

District  3 

Terence  H.  Cochran,  Portland;  William  A.  Fisher, 
Portland;  Richard  A.  Lalli,  Portland;  Louis  O.  Machlan, 
Jr.,  Portland;  Clinton  S.  McGill,  Portland;  George  M. 
Robins,  Portland;  William  M.  Ross,  Portland;  and 
William  C.  Scott,  Portland. 

District  4 

Henry  K.  Bunnell,  Coos  Bay;  Earl  L.  Lawson, 
Medford;  Robert  B.  Litin,  Eugene;  Andrew  C.  Lynch, 
Medford;  Edward  H.  Murphy,  Eugene;  William  A. 
Parshall,  Eugene;  and  Robert  W.  Wilken,  Eugene. 

Oregon  MD  Ski  Tournament 

The  annual  ski  tournament  is  scheduled  for  Febru- 
ary 24-27  at  Mt.  Bachelor,  near  Bend.  In  addition  to 
the  skiing  events,  scientific  sessions  will  be  held  at  Inn 
of  the  Seventh  Mountain.  Registration  will  be  limited 
to  75  participants. 


Medical  Society  Elects  Officers,  Presents  Awards,  Citations 

The  Multnomah  County  Medical  Society  honored 
a number  of  local  physicians  and  a health-related 
organization  at  its  1971  Annual  Meeting  in  December. 

Marvin  J.  Urman  was  named  president-elect  of  the 
Society,  and  will  become  its  87th  president  next  De- 
cember. Clinton  S.  McGill  received  the  Society’s 
annual  Service  Award  for  his  many  contributions  in 
furthering  the  Society’s  goals  of  promoting  the  science 
and  art  of  medicine  and  the  betterment  of  public 
health. 

Dale  C.  Reynolds  was  inaugurated  as  the  Society’s 
86th  president,  succeeding  John  W.  Stephens. 

Dr.  Reynolds,  a Portland  family  physician  since 
1953,  graduated  from  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1952.  He  is  a Clinical  Instructor 

continued  on  page  44  MARVIN  J.  URMAN,  M.D. 
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Cerebral  vascular  disease 
wears  many  deceptive  faces. 


The  personality  changes  of  cerebral 
vascular  disease  often  masquerade  as 
behavioral  disorders— particularly  in 
the  elderly. 

Tranquilizer  therapy  - 
another  mask 

Treating  the  behavioral  disturbances 
of  cerebrovascular  insufficiency  with 
tranquilizers  may  quiet  the  patient  and 
thereby  mask  the  symptoms  — but  it  does 
not  approach  the  fundamental  problem. 

Cerespan  (papaverine  HCI)- 
a better  answer  than 
a tranquilizer 
in  cerebrovascular  spasm 

Cerespan  treats  the  basic  problem. 

Provides  d/rect  vasodilating  action  on 
responsive  blood  vessels  to  help  in- 
crease cerebral  blood  flow  and 
decrease  cerebral  vascular  resistance. 

So,  when  you  are  confronted  with 
aggression,  excitability,  irritability, 
confusion,  memory  impairment,  and 
certain  other  behavioral  problems  in 
older  patients,  cerebral  vascular 
insufficiency  due  to  vasospasm  may 
be  your  diagnosis,  A diagnosis  that 
calls  for  Cerespan, 


Untidiness 


Cerespan  — convenient 
q.12  h.  dosage 

Papaverine  for  effectiveness.  Micro- 
dialysis for  sustained  release  of  medi- 
cation day  and  night.  Simple  dosage. 
Sustained  protection. 


A better  answer  than 
a tranquilizer  in 
cerebrovascular  spasm 


C6RC/PM1 

popoverine  HCI)  q.12  h. 

I I 150  mg.  in  micro-dialysis  cells^  ® 


BRIEF  SUMMARY 

Each  Cerespan  capsule  contains  papaverine 
HCI  150  mg.  in  micro-dialysis  cells. 

Indications  and  Dosage:  For  relief  of  cerebral 
and  peripheral  ischemia  associated  with 
arterial  spasm.  1 capsule  q.  12  h. 

Precautions:  Use  with  caution  in  glaucoma. 
Discontinue  drug  if  hepatic  hypersensitivity 
with  gastrointestinal  symptoms,  jaundice, 
eosinophilia  and  altered  liver  function  tests 
occur. 

Adverse  Reactions:  Anorexia,  nausea,  ab- 
dominal distress,  constipation  or  diarrhea, 
skin  rash,  malaise,  drowsiness,  vertigo,  sweat- 
ing and  headache. 

Supplied:  Bottles  of  100  and  1.000,  drum  of 
5.000.  single-dose  blister  pack,  boxes  of  500. 


DALE  C.  REYNOLDS,  M.D. 


CLINTON  S.  McGILL,  M.D. 


continued  from  page  41 

in  Family  Practice  at  the  University  of  Oregon  Medical 
School. 

Other  officers  for  1972  include  C.  H.  Hagmeie'*, 
first  vice  president;  Ralph  S.  Crawshaw,  second  vice 
president;  James  B.  Hampton,  secretary;  and  Guy  A. 
Parvaresh,  treasurer. 

Recipients  of  the  Presidential  Citations  awarded  by 
Dr.  Stephens  included  Howard  P.  Lewis,  who  retires  as 
chairman  of  the  department  of  medicine  at  the  Uni- 
versity of  Oregon  Medical  School  early  next  year;G. 
Alan  Fisher,  mayor  of  Gresham;  S.  Spence  Meighan, 
director  of  medical  education  at  Good  Samaritan  Hos- 
pital; and  the  Kidney  Association  of  Oregon,  its  Board 
of  Directors  and  staff. 

Dr.  Urman,  the  new  president-elect,  is  in  family 
practice  in  Northeast  Portland.  Born  in  Portland,  he 
graduated  from  the  University  of  Oregon  Medical 


School  in  1951.  He  took  his  internship  training  at 
Providence  Hospital  in  Portland,  where  he  is  now 
secretary  of  the  medical  staff.  He  is  a clinical  instruc- 
tor in  family  practice  at  the  University  of  Oregon 
Medical  School. 

Dr.  McGill,  winner  of  the  Society’s  1971  Service 
Award,  is  a specialist  in  internal  medicine  in  private 
practice  in  downtown  Portland.  He  is  a past  president 
of  the  Medical  Society,  and  has  been  a member  since 
1950.  As  one  of  Oregon’s  three  delegates  to  the  AMA, 
and  as  vice  chairman  of  the  AMA’s  Committee  on  Pri- 
vate Practice,  Dr.  McGill  is  much  in  demand  through- 
out the  nation  as  a public  speaker.  On  several  occa- 
sions, he  has  testified  before  Congressional  commit- 
tees, most  recently  last  month  before  the  House  Ways 
and  Means  Committee  to  discuss  the  AMA’s  position 
on  Health  Maintenance  Organizations  (HMOs). 


To  Cure  or  to  Heal? 

Curing  in  the  modern  world  is  easier  than  healing.  To  cure  the  organ  you  need  techni- 
cal knowledge  of  what  can  be  done  to  exorcise  the  diseased  tissue.  But  to  heal  the  individ- 
ual you  need  art  and  compassion  as  well  as  knowledge  of  a technic.  Many  of  the  critics  of 
our  system  of  distributing  medical  care  concentrate  on  the  curing  technics,  offering  to 
“vend”  such  methods.  It  is  interesting  that  many  of  the  critics  of  our  system  of  distribu- 
ting medical  care  are  people  who  have  not  been  involved  in  it.  Those  physicians  who  don’t 
like  our  system  have  come  largely  from  academic  circles  or  large  practice  groups,  where 
medical  care  is  dispensed  more  in  units  of  treating  diseases  than  in  the  more  subtle  effort 
to  try  to  heal  the  whole  man. 

Editorial,  Journal  of  the  Medical  Society  of  New  Jersey,  December  1 97  1 


44 

Northwest  Medicine,  January  1972 


) 


OW! 

PRICE  CUT 


50% 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


THEAMHCILUN 

DERWAnVE 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


V J 

J- 

W - r**"  - ■ - ■ ft-  ■ 

r V .V-  '■ 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


End  lld6X*  (f luorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluoroui'acil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred. s 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected. ® The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. : Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
"'Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
P.  92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.;  Areh.  Derm.,  97 : 14,  1968. 

5.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25:450, 1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications : Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpi^entation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 
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Physician  Honored 


The  highest  honor  which 
can  be  awarded  by  the 
Northwest  Region  of  the 
Boys’  Clubs  of  America  was 
recently  received  by  Daniel 
A.  Lagozzino,  Everett  pedi- 
atrician. 

Dr.  Lagozzino  was  pre- 
sented the  “Tall  Timber” 

Award,  for  outstanding 
service  to  boys  and  Boys’ 

Clubs,  at  the  Annual  Meet- 
ing of  the  Northwest  Area 
Council  in  Portland,  Ore- 
gon. 

A native  of  Seattle,  Dr. 

Lagozzino  is  a 1943  gradu- 
ate of  the  University  of  Oregon  Medical  School,  and 
has  practiced  in  Everett  since  1948.  In  addition  to 


holding  many  hospital,  academic,  and  medical  associ- 
ation positions,  he  has  been  a director  of  Snohomish 
County  Boys’  Clubs  since  1954,  and  served  as  Chair- 
man of  the  Area  Council  of  the  Northwest  Region  in 
1968-69. 


Election  to  National  Office 

Justus  F.  Lehmann  of  Seattle  was  recently  named 
president-elect  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation  at  the  Academy’s  3 3rd 
Annual  Assembly  in  San  Juan,  Puerto  Rico. 

Dr.  Lehmann,  elected  to  the  Academy  in  1959,  is 
Professor  and  Chairman  of  the  Department  of  Reha- 
bilitation Medicine  at  the  University  of  Washington 
School  of  Medicine.  He  will  be  installed  as  president 
at  the  Academy’s  1972  meeting  in  Denver  in  August. 


DANIEL  LAGOZZINO,  M.D. 


EDWIN  J.  WYLIE,  M.D. 


Stroke  Symposium  Set  for  February 


Two  out-of-state  physicians  will  be  guest  speakers 
at  a clinical  symposium,  “New  Developments  in  Clin- 
ical and  Community  Approach  to  the  Stroke  Patient,” 
to  be  held  at  the  Washington  Plaza  Hotel,  Seattle, 
February  10-1 1 . 

Mark  L.  Dyken,  Jr.,  will  lecture  on  “Evaluation  of 
Symptoms  and  Signs,”  on  the  first  day  of  the  sympo- 
sium, and  on  “Medical  Treatment  of  Frank  Stroke” 
and  “Experiences  in  the  University  Setting  — Team 
Approach,”  on  the  second  day.  Dr.  Dyken  is  Chair- 
man of  the  Department  of  Neurology,  Indiana  Univer- 
sity School  of  Medicine. 


MARK  L.  DYKEN,  JR.,  M.D. 


Edwin  J.  Wylie,  Vice  Chairman  of  the  Department 
of  Surgery,  University  of  California  School  of  Medi- 
cine, and  Chief  of  the  Vascular  Surgery  Service,  Uni- 
versity of  California  Medical  Center,  San  Francisco, 
will  speak  on  the  “Role  of  Extra-Cranial  Vascular 
Disease,”  and  “Indications  and  Results  of  Vascular 
Surgery  in  Stroke  Prevention.” 

Local  physicians  who  also  will  discuss  treatment  of 
the  stroke  patient  are  Ellsworth  C.  Alvord,  Jr.,  Gilbert 
Frank,  Edwin  C.  Brockenbrough,  Raymond  Marty, 
Donald  J.  Hesch,  Oscar  A.  Fodor,  and  Ted  Rothstein. 
The  Symposium,  sponsored  by  Northwest  Hospital, 


is  acceptable  for  1 2 prescribed  hours  by  The  American 
Academy  of  Family  Physicians.  A $20  registration  fee 
includes  two  luncheons  and  bus  transportation  to 
Northwest  Hospital  on  Friday  afternoon. 

Northwest’s  24-bed  Stroke  Center  is  now  in  its 
third  year  of  operation.  More  than  300  patients  have 
received  individualized  programs  of  care,  and  a signifi- 
cantly large  number  have  been  discharged  to  their 
homes  instead  of  to  custodial  care. 

Copies  of  the  complete  symposium  program  and 
registration  forms  have  been  mailed  to  all  state  physi- 
cians. 
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Old  winner, 
new  bottle. 


DBl®  phenformin  HCl 
tablets  of  25  mg. 

DBl-TD®  phenformin  HCl 
capsules  of  50  and  100  mg. 

Indications:  Stable  aault  diabetes  mellitus;  sulfo- 
nylurea failures,  primary  and  secondary;  adjunct 
to  insulin  therapy  of  unstable  diabetes  mellitus. 
Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on  in- 
sulin; acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal  dis- 
ease with  uremia;  cardiovascular  collapse  (shock); 
after  disease  states  associated  with  hypoglycemia. 
iVarnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of 
relatively  normal  blood  and  urine  sugar,  may  re- 
sult from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohydrate 
intake.  Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate  this 
state.  Do  not  give  insulin  without  first  checking 
blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis.  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  stabilized 
on  phenformin,  or  phenformin  and  insulin,  who 
have  become  unstable.  If  electrolyte  imbalance  is 
suspected,  periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of 
any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insu- 
lin or  a sulfonylurea  has  been  given  in  combina- 
tion with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia. 


phenformin  HCl 


Geigy 


nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 
has  been  reported,  as  have  gastrointestinal 
symptoms  such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

Distributors 


Thiswinte] 
the  islets  oi 


Let’s  say  you’ve  decided  that  diet, 
weight  loss,  and  insulin  won’t  work  in 
your  adult-onset,  nonketotic  diabetic. 
You’re  considering  DBI-TD  or  a sul- 
fonylurea. Which? 

For  a new  patient,  it’s  your  choice. 
Both  lower  blood  sugar.  DBI-TD  does 
it  without  stimulating  insulin  from  the 
pancreas.  Actually,  it  may  decrease 
insulin  oversecretion. 


And  if  you  start  with  DBI-TD . . . 

there’s  once-a-day  dosage  for  many 
patients,  and  a convenient  range  of 
dosage  forms:  100-mg.  and  50-mg. 
capsules,  and  25-mg.  DBI  tablets. 

For  sulfonylurea  failures  (primary  or 
secondary) : Since  DBI-TD  doesn’t 
work  on  the  islets,  you  may  want  to 
add  it  to  sulfonylureas.  Or  replace 
them  entirely. 


Continuous  chemical  monitoring  of  blood  glucose:  DBI-TD  (timed-disintegration  capsules) 


A single  dose  of  the  controlled-release  form  produced 
a hypoglycemic  effect  apparent  in  15  minutes  and 
lasting  for  at  least  12  hours.  Patients  2,  5,  6,  7—50  mg. 
Patients  1,  3,4—100  mg. 

Blood  glucose  continuously  measured  in  seven 
ketoacidosis-resistant  diabetics  who  had  not  received 
oral  hypoglycemic  agents  or  insulin  for  48  hours; 
some  were  fasting,  others  were  fed.  Weller,  C.  and 
Linder,  M.:  Metabolism  10:669,  1961. 

Before  using  DBI-TD  or  any  oral  hypoglycemic, 
please  refer  to  the  prescribing  information  concerning 
warnings,  contraindications,  precautions  and  adverse 
reactions.  See  summary  on  preceding  page  of  this  ad. 


DBI-TD*  Geigy 

phenformin  HCl 
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When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


when  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valiurri  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


(diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,' tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults.-  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children.- 1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose^  “ packages  of  1000. 
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J.  Gordon  Daines,  M.D.,  Boise 


Officers  and  Councilors 


The  Officers  and  Councilors  met  at  the  Stardust 
Motel  in  Idaho  Falls,  November  12-13,  1971.  Presi- 
dent George  W.  Warner  presided  at  the  sessions  attend- 
ed by  President-Elect  John  E.  Comstock,  Immediate 
Past  President  William  R.  Tregoning,  Secretary- 
Treasurer  J.  Gordon  Daines,  Councilor  E.R.W.  Fox, 
Councilor  R.  George  Wolff,  Councilor  R.  G.  Neher, 
Councilor  Ronald  K.  Lechelt,  AMA  Alternate  Dele- 
gate A.  Curtis  Jones,  and  Speaker  James  R.  Kircher. 
AMA  Delegate  Donald  K.  Worden  was  unable  to 
attend. 

Highlights  of  the  meeting  included: 

Approved  minutes,  September  23-25;  noted  that 
C.  A.  Hoffman,  Huntington,  West  Virginia,  President- 
Elect  of  the  AMA,  has  accepted  invitation  to  be  fea- 
tured speaker  at  the  80th  annual  meeting.  Sun  Valley, 
June  28-July  1,  1972;  agreed  to  invite  Blair  Hennings- 
gard,  Jr.,  Astoria,  Oregon,  member  of  the  AMPAC 
Board  of  Directors,  to  address  IMPAC  luncheon  ses- 
sion February  4,  at  the  Interim  Session;  considered 
reports  from  Bylaws  Committee,  Industrial  Medical 
Committee,  Professional  Assistants  Development  Com-r 
mittee  and  Medical  Education  Committee. 

Accepted  reports  of  Councilor  R.  George  Wolff  on 
Board  of  Health  reorganization  hearing  in  Boise  and 
meeting  of  the  AMA  Council  on  Environmental  Health 
in  Seattle;  recommended  use  by  IMA  members  of  the 
1969  California  Relative  Value  Studies;  considered  re- 
port on  liability  insurance  program;  and  received  as 
information  the  description  of  the  Maricopa  County, 
Arizona,  prepaid  medical  care  program  being  admin- 
istered by  an  Idaho  insurance  company. 


Received  information  on  Boise  Veterans  Admin- 
istration Area  Health  Education  Centers;  heard  pro- 
gress report  on  proposed  rules  and  regulations  for 
nurse-physician's  assistants;  referred  to  Medical  Prac- 
tice Act  Review  Committee  letter  regarding  proposed 
legislation  for  physician's  assistants;  endorsed  Student 
American  Medical  Association's  MECO  Project  under 
which  medical  students  work  in  various  communities. 

Heard  a report  by  Fred  O.  Graeber,  Boise,  acting 
director  for  the  Treasure  Valley  Experimental  Health 
Services  Delivery  System,  which  is  contracting  with 
Equitable  for  a feasibility  study  for  a Health  Mainten- 
ance Organization  in  Treasure  Valley;  reviewed  a pio- 
posed  contract  for  providing  emergency  room  service; 
heard  a report  on  merger  negotiations  between  the 
North  and  South  Idaho  Medical  Service  Bureaus;  dis- 
cussed the  possibility  of  appointing  a committee  to 
study  medical  foundations;  discussed  Medicare  guide- 
lines; approved  a letter  requesting  approval  of  check, 
rather  than  claim  form,  endorsement  in  connection 
with  Medicaid  claims;  approved  a proposal  to  invite 
members  of  the  AMA  House  of  Delegates  who  will  be 
attending  the  annual  meeting  in  San  Francisco  in  June 
1972,  to  stop  by  the  80th  annual  meeting  of  the  IMA 
at  Sun  Valley;  reviewed  a proposed  "certificate  of 
need"  measure;  and  approved  asking  the  component 
medical  societies  to  again  furnish  the  names  of  com- 
ponent society  legislative  committees  to  the  state  asso- 
ciation. 

The  officers  and  councilors  also  presented  a pro- 
gram to  officers  and  members  of  the  Idaho  Falls  Medi- 
cal Society  and  the  Upper  Snake  River  Medical 
Society. 


Medical  Service  Bureau  Reports 


H.  Kent  Staheli,  Pocatello,  President  of  the  South 
Idaho  Medical  Service  Bureau,  reports  payments  to 
physicians  of  $492,688.00  for  the  12  monthsending 
October  31,  1971,  an  increase  of  226  percent  over  the 
previous  12  months.  Through  excellent  participation 
and  cooperation  of  the  S.I.M.S.B.  physicians,  the  pay- 
ment formula  has  been  maintained  at  Usual  and 
Customary  levels  without  percentage  adjustments.  To 


maintain  legal  reserve  requirements  and  financial  sta- 
bility, the  Usual  and  Customary  factors  must  continue 
to  hold  to  conservative  levels  with  a minimum  of 
escalation  during  the  stabilization  period  of  Phase 
Two,  Dr.  Staheli  said,  noting  that  the  Board  realizes 
that  financial  stability  can  only  be  maintained  with 
continued  physician  cooperation. 


53 

Northwest  Medicine,  January  1972 


Upjohn  again 
reduces  the  price 
of  E-Mycin* 


NOC  9 103  2 


Once  again  Upjohn  has 
been  able  to  reduce  the 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 

(erythromycin,  Upjohn) 


Available  in  250  mg  tablets 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


© 1971  The  Upjohn  Compan 
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Officers  and  Delegates 

New  officers  and  delegates,  alternate  delegates  elec- 
ted for  the  coming  year  are: 

South  Central  Idaho  District  Medical  Society 

President,  Walter  R.  Peterson,  Burley;  President- 
Elect,  Harry  F.  Brumbach,  Twin  Falls;  Secretary- 
Treasurer,  Samuel  J.  Hammond,  Paul;  and  Member-at- 
Large,  George  E.  Brown,  Jr.,  Twin  Falls. 

Delegates:  Elmer  M.  Wright,  Robert  H.  Maier, 

Michael  T.  Phillips,  and  Gregory  J.  Kadlec,  all  of  Twin 
Falls;  Walter  R.  Peterson  and  C.  Hayden  Ellingham, 
both  of  Burley;  Jon  D.  Wilmoth,  Jerome,  and  Paul  B. 
Heuston,  Sun  Valley. 

Alternate  Delegates:  Mark  F.  Grefensen,  V.  V. 

Telford,  Max  W.  Carver,  and  Richard  F.  McClure,  all 
of  Twin  Falls;  Douglas  O.  Smith,  Gooding;  Donald  C. 
Pates,  Rupert;  Charles  W.  Cullings,  Buhl;  James  E. 
Sloat,  Jerome;  and  C.  Annest,  Burley. 

Idaho  Falls  Medical  Society 

President,  Thomas  W.  Higgs,  Idaho  Falls;  President- 
Elect,  Warren  T.  Sutton,  Idaho  Falls;  Secretary -Treas- 
urer, John  H.  Spickard,  Idaho  Falls;  and  Member-at- 
Large,  Kim  O.  Johnson,  Idaho  Falls. 

Delegates:  (Terms  expire  1972)  Thomas  W.  Higgs, 
Donald  R.  Bjornson,  and  J.  Harper  Culley,  all  of 
Idaho  Falls;  (terms  expire  1973)  Warren  T.  Sutton, 
Kim  O.  Johnson  and  Charles  O.  Boge,  all  of  Idaho 
Falls. 

Alternate  Delegates:  (Terms  expire  1972)  John  T. 
Mitchell,  Glenn  W.  Corbett,  P.  Blair  Ellsworth,  Alfred 
W.  Brunt,  John  W.  Casper,  and  George  R.  Brown,  all 
of  Idaho  Falls. 


Health  Department  Reorganizes 

The  State  Board  of  Health,  meeting  in  Blackfoot, 
agreed  to  reorganize  the  State  Department  of  Health 
into  three  divisions:  general  services,  personal  health 
services  and  environmental  health.  The  department 
previously  had  eight  divisions.  M.  J.  Sharp,  Pocatello, 
proposed  the  reorganization,  saying  that  the  action 
would  provide  “the  basic  goal  of  more  effective  service 
to  Idaho  people.”  The  proposal  authorized  the  ad- 
ministrator of  health,  T.  O.  Carver,  Boise,  to  employ 
assistant  administrators  for  the  three  divisions.  Lester 
J.  Petersen,  Rexburg,  is  also  a member  of  the  Board  of 
Health. 

Dr.  Carver  said  he  hoped  the  reorganization  will  be 
implemented  by  the  start  of  the  next  state  fiscal  year, 
July  1,  1972. 


Superintendent  Resigns 

Lida  C.  Brown,  Superintendent  of  the  State  Hospi- 
tal South,  Blackfoot,  resigned  November  23.  Mr. 
Richard  A.  Lake,  who  was  an  assistant,  will  be  acting 
superintendent  while  an  administrator  is  sought.  John 
Casper,  Idaho  Falls,  has  been  appointed  Acting  Clini- 
cal Director  to  provide  coverage  until  a full-time  Clini- 
cal Director  can  be  found. 


Health  Center  Committee  Selected 

Mr.  Loryn  E.  Kopan,  Director  of  the  Veterans  Ad- 
ministration Center,  Boise,  has  reported  the  selection 
of  the  Planning  and  Coordinating  Committee  for  the 
Area  Health  Education  Center.  Those  selected  and  the 
area  of  interest  they  will  represent  include: 

Mr.  John  W.  Hayman,  Caldwell,  Administrator, 
Caldwell  Memorial  Hospital,  representing  all  hospitals 
and  nursing  homes;  .Mr.  Frederick  R.  Bagley,  Boise, 
land  developer  and  former  legislator,  representing  con- 
sumers, legislators  and  voluntary  health  agencies; 
David  M.  Barton,  Boise,  representing  the  Ada  County 
Medical  Society,  South  Central  Medical  Society, 
Mountain  States  Tumor  Institute,  South  Central  Dis- 
trict Health  Department,  and  WAMI;  Donald  D.  Price, 
representing  the  Southwestern  Idaho  District  Medical 
Society,  Idaho  Medical  Association,  State  Board  of 
Higher  Education,  State  Department  of  Health,  and 
Malheur  County  Medical  Society  (Oregon);  Mr.  Terry 
Reilly,  Boise,  Administrator,  Community  Health  Clin- 
ics, Inc.,  representing  RMP’s,  disadvantaged  consumer, 
model  cities  health  center,  and  youth  consumers; 
Margaret  Tierney,  Caldwell,  Registered  Nurse,  repre- 
senting district  and  state  nurses  associations,  and 
licensed  practical  nurses;  Samuel  R.  Winn,  D.D.S., 
Boise,  representing  Southwestern  Idaho  Dental  Soci- 
ety, Idaho  Dental  Association,  dental  hygienists  and 
assistants,  and  Dental  Service,  Department  of  Health; 
John  B.  Barnes,  Ph.D.,  Boise,  representing  Boise  State 
College,  College  of  Idaho,  Northwest  Nazarene  Col- 
lege, Treasure  Valley  Community  College  (Oregon), 
and  other  educational  institutions;  Mr.  Andy  F.  Louie, 
Boise,  Pharmacist,  representing  hospital  and  retail 
pharmacists,  dietitians,  medical  and  radiological  tech- 
nicians, and  physical  therapy. 

Applicants  for  the  position  of  Coordinator  for  the 
proposed  program  are  being  accepted. 

Nila  Gilcrest  Subject  of  Article 

Mrs.  Harry  R.  (Nila)  Gilcrest,  Pocatello,  who  made 
headlines  when  her  application  for  a varsity  football 
coaching  position  at  Idaho  State  University  was  turned 
down,  is  the  subject  of  a feature  article  in  the  Novem- 
ber issue  of  “M.D.’s  Wife,”  the  publication  of  the 
Woman’s  Auxiliary  to  the  AMA.  Mrs.  Gilcrest  plans  to 
write  a syndicated  football  column  especially  designed 
for  women  fans.  In  pursuit  of  her  interest,  she  has 
visited  most  professional  football  training  camps,  and 
attended  pre-season  games.  According  to  the  article, 
she  sees  herself  as  a “side-line  coach  planning  plays 
and  directing  other  activities  from  the  bench,”  and  is 
hopeful  about  joining  a state  university  football  staff 
on  an  “intern  basis.” 

Fluoridation  Approved 

The  Governor’s  Advisory  Council  on  Comprehen- 
sive Health  Planning,  meeting  in  Pocatello,  has  agreed 
to  endorse  statewide  fluoridation  of  water  supplies, 
approving  a recommendation  that  all  city  water  sup- 
plies be  fluoridated,  and  noting  that  legislation  could 
include  referendum  provisions  for  municipalities. 


/ 
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Industrial  Medical  Committee  Meets 

Members  of  the  association’s  Industrial  Medical 
Committee  met  in  Boise,  December  2-3,  with  sureties 
in  an  effort  to  secure  adoption  of  a relative  value 
for  determination  of  Workmen’s  Compensation  medi- 
cal payments. 

Under  consideration  is  an  abbreviated  relative  value 
study  schedule  containing  procedures  listed  in  the  old 
Idaho  fee  schedule,  but  converting  to  the  organization, 
5-digit  code,  language  and  relative  values  of  the  1969 
California  Relative  Value  studies.  Unit  values  will  be 
negotiated  following  agreement  on  the  relative  value 
study. 

Attending  the  meeting  were  Chairman  Russell 
Tigert,  Jr.,  Soda  Springs;  Richard  P.  Sutton,  Burley; 
Claude  W.  Barrick,  Boise;  and  Donald  R.  Bjornson, 
Idaho  Falls.  David  W.  Heusinkveld,  Lewiston,  was 
unable  to  attend. 

Board  Denies  Program  Application 

The  Board  of  Directors  of  the  Idaho  Nurses  Associ- 
ation, meeting  in  Boise,  November  20,  declined  to 
endorse  Boise  State  College’s  application  for  a “nurse 
practitioner”  training  program.  The  Board  indicated 
that  no  new  programs  would  be  endorsed  until  a state 
master  plan  for  nursing  education  is  completed. 

Society  Elects 

New  officers  of  the  Idaho  Orthopedic  Society  for 
1972  are:  President,  James  J.  Coughlin,  Boise; 

President-Elect,  Robert  C.  Colburn,  Lewiston;  Secre- 
tary-Treasurer, William  R.  Tregoning,  Boise;  and  Dele- 
gate, Keith  Taylor,  Boise. 

Free  Clinics  Opened 

The  Ada  County  Medical  Society  has  agreed  to 
support  two  community  health  clinics  in  Ada  County 
for  one  year,  Roy  J.  Ellsworth,  Boise.  Chairman  of 
the  society’s  Comprehensive  Health  Committee  an- 
nounced. The  clinics  will  be  open  to  anyone  with  no 
fees  charged.  Donations  will  be  accepted  and  encour- 
aged from  those  able  to  contribute. 

Beginning  December  1,  about  20  volunteer  physi- 
cians from  the  society  began  staffing  the  clinic  in 
nearby  Garden  City,  along  with  volunteer  nurses.  It 
will  be  open  Monday  through  Friday  from  8 a.m.  un- 
til 10  a.m.  The  Model  Cities  Community  Health  Clinic, 
in  another  section  of  Boise,  opened  November  30, 
and  will  operate  from  2 p.m.  until  4 p.m.  Tuesdays 
and  Thursdays. 

Drug  stores  have  been  asked  to  supply  drugs  at  cost 
on  a Community  Health  Clinic  prescription.  Addi- 
tional physicians  have  volunteered  referral  services. 
Laboratory  and  x-ray  services  have  been  donated  by 
radiologists,  pathologists  and  St.  Luke’s  and  St.  Al- 
phonsus  Hospitals.  Some  inpatient  hospital  service 
will  be  furnished  when  necessary. 

A concurrent  study  will  be  conducted  to  deter- 
mine the  need  and  desirability  of  such  clinics,  and 
whether  the  program  should  be  extended  beyond  one 
year.  Dr.  Ellsworth  said. 


Hospital-Ambulance  Radio  Service  Set 

An  emergency  radio  medical  service  to  provide 
hospital-to-ambulance  communications  is  scheduled 
to  go  into  operation  in  parts  of  Idaho  next  February 
through  cooperation  of  the  Idaho  Hospital  Association 
and  a $50,000.00  federal  grant. 

Initially,  the  program  will  go  into  effect  from 
Mountain  Home  west  and  from  Blackfoot  and  Idaho 
Falls  north.  The  State  Department  of  Communica- 
tion hopes  to  receive  another  $50,000.00  grant  and  to 
install  the  system  from  Pocatello  south  and  Lewiston 
and  Moscow  north  on  July  1,  1972.  It  is  hoped  that 
Magic  Valley  and  other  areas  will  be  added  by  July, 
1973.  Under  the  program,  the  state  will  pay  half  of 
the  costs,  using  the  federal  grants,  and  the  hospitals 
will  pay  the  other  half.  The  goal  is  to  bring  90  hospi- 
tals and  ambulance  ser\'ices  into  the  system. 

Personals 

Charles  A.  Terhune,  Burley,  former  President  of 
the  Idaho  Medical  Association,  and  former  Chairman 
of  the  Idaho  State  Board  of  Medicine,  has  announced 
his  retirement  effective  January  1,  1972. 

Arch  T.  Wigle,  Pocatello,  terminated  his  practice  in 
Pocatello  effective  November  29,  1971,  to  accept  em- 
ployment as  physician  for  a plantation  in  Naalehu, 
Kau,  Hawaii. 

Alfred  M.  Popma,  Boise,  has  announced  his  retire- 
ment as  regional  director  of  the  Mountain  States  Med- 
ical Program  effective  December  31.  Dr.  Popma,  a 
past  president  of  the  Idaho  Medical  Association,  has 
been  director  of  the  four-state  program  for  five  years. 

Joseph  W.  Marshall,  Twin  Falls,  has  accepted  ap- 
pointment to  the  National  Joint  Practice  Commission 
on  Medicine  and  Nursing.  He  has  also  accepted  reap- 
pointment to  the  AMA  Committee  on  Nursing.  For- 
mer chairman  of  the  Idaho  Medical  Association’s 
Nurses  Advisory  Committee,  he  currently  represents 
the  IMA  on  the  Committee  on  Coordination  of  Nurs- 
ing Education  for  the  State  of  Idaho. 

Darrell  A.  Kammer,  Jr.,  Nampa,  has  been  notified 
of  his  certification  by  the  American  Board  of  Otolar- 
yngology as  of  December  1,  1971. 

Charles  E.  Krause,  Caldwell,  has  been  appointed  to 
direct  the  emergency  services  program  for  St.  Alphon- 
sus  Hospital.  A 24-hour  emergency  center  is  planned, 
employing  full  time  emergency  service  physicians  at 
the  new  hospital,  which  will  open  next  year. 

Surgeons  Meet 

The  Boise  Valley  Chapter  of  the  American  College 
of  Surgeons  held  their  mid-winter  session  in  Boise, 
December  4,  and  reported  excellent  attendance.  New 
officers  are-.  President,  Quentin  L.  Quickstad,  Boise; 
President-Elect,  Glenn  E.  Talboy,  Boise;  Secretary- 
Treasurer,  Quentin  E.  Howard,  Boise;  District  Gover- 
nor, James  H.  Hawley,  Boise;  and  Councilors,  William 
R.  Tregoning,  Boise,  1972;  Arthur  M.  Palrang,  Cald- 
well, 1973;  and  Everett  N.  Jones,  Jr.,  Boise,  1974. 

The  Boise  Valley  Chapter  will  hold  its  next  meeting 
Saturday,  May  6,  1972  in  Boise. 
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Nefertiti  and  Moses 
knew 

...what  every  Doctor 


mid  Nurse  should 
know  about  wine. 


'DID  YOU  KNOW,  Doctor  and  Nurse, 
|that  wine  has  been  part  of  our  medi- 
|cal  wisdom  for  sixty  centuries?  (We 
, offer  you  some  of  that  wisdom  in  the 
;Wine  Reading  Prescription  below.) 

That  Nefertiti  and  her  Pharaoh, 
iAkhenaton,  delighted  guests  with  vint- 
age wines  from  the  royal  Nile  Delta 
vineyards,  and  imported  wines  from 
Syria  and  its  environs? 

That  the  physicians  of  Akhenaton 
iknew  more  about  wine  than  some 
Imodern  doctors?  That  wine,  in  their 
itemple-hospitals,  helped  patient  mo- 
Irale  and  convalescence,  just  as  it  is 
jdoing  in  so  many  hospitals  today? 

I Wine-loving  idealists  Akhenaton 
land  Nefertiti  imposed  monotheism 
' upon  Egypt:  to  worship  one  god,  Aton 
I the  Sun.  For  this  they  were  deposed 
I by  the  corrupt  priesthood — but  their 
I influence  in  religion,  medicine,  and 
wine  lore  was  still  felt  in  Egypt's  court 
I when,  a few  years  later,  a Pharoah's 
i daughter  found  an  infant  in  the  bul- 
‘ rushes,  adopted  him,  and  called  him 
! Moses . . . 

! Egypt's  influence  upon  the  genius 
; of  Moses  was  great.  The  medicine  he 
learned  at  the  Temple  School  of  Os 
helped  his  nation  survive  forty  years 


Nefertiti  Queen  of  Egypt 
14th  Century  B.  C. 


Moses  14th  Century  B.C. 


cyi' 


WINE  READING  PRESCRIPTION,  filled  without  charge 
for  Doctor,  Nurse,  Assistant,  Administrator,  Dietician, 
or  other  members  of  the  medical  profession: 

Circle  each  number  wanted: 

1 A 160-page  paperback  book  that  every  Doctor,  Nurse 
Dietician  and  Hospital  Administrator  should  own.  WINE 
AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia,  M.D.,  a 
practicing  physician  and  Professor  of  Medicine,  Emeritus, 

University  of  California.  This  noted  authority  on  wine  in  ther- 
apy gives  you  clinical  information  on  wine  in  convalescence,  in 
geriatrics,  stress,  cardiovascular  disorders,  diabetes,  etc.  Other  sub- 
jects are:  what  wine  is,  how  made,  food  values,  calories,  wine  in 
restricted  diets  (with  some  recipes),  bits  of  intriguing  wine  history, 
seasoned  with  famous  wine  quotations,  a list  of  wines  and  how  they 
taste.  Yours  with  our  compliments. 

2 USES  OF  WINE  IN  MEDICAL  PRACTICE,  64  pp.;  contains  references  to 
the  results  of  30  years  of  scientific  medical  research  in  U.S.  and  abroad 
on  wine  in  nutrition,  convalescence,  gastroenterology,  various  clinical 
conditions,  covers  Indications,  Contraindications,  Bibliography,  wine  in 
Hospital  and  Nursing  Homes. 

3 WINE  COOKERY  THE  EASY  WAY,  24  pp.,  53  recipes  for  "gourmet 
meals  in  a hurry"  with  convenience  foods;  and  CALIFORNIA  WINE 
COOKERY  AND  DRINKS,  24  pp.,  88  recipes,  ideas,  for  home 

fun  of  good  cooking,  serving,  and  entertaining.  Both 
booklets  free. 


of  wandering  in  the  wilderness.  And, 
some  scholars  believe,  the  monothe- 
ism of  Akhenaton  helped  Moses  plant 
the  moral  seeds  of  two  great  world  re- 
ligions: Judaism  and  Christianity. 

It  was  wine  wisdom  that  told  Moses, 
when  the  two  spies  brought  him  a 
great  cluster  of  grapes,  that  nearby 
was  the  Promised  Land  . . .and  surely 
it  floweth  with  milk  and  honey,  and 
this  is  the  fruit  of  it.  (The  Bible,  Num- 
bers, 13:27.) 


WHAT  IS  WINE  9 
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Wine  wisdom  also  comes  down  to 
us  in  the  Talmud  which  teaches, 
"Wine  nourishes,  refreshes  and  cheers. 
"Wine  is  the  foremost  of  all  medi- 
cines . . ." 

And  the  wisdom  of  wine  in  patient 
care,  handed  down  from  Egypt  to 
Moses  to  the  early  Greeks  and  alter- 
nately to  all  the  ancient  and  modern 
world,  is  being  rediscovered  by  more 
and  more  physicians,  nurses,  and  hos- 
pitals today! 

MORE  WINE  READING? 

Below  you  will  find  a Wine  Reading 
Prescription  for  Doctor,  Nurse  and 
Staff.  Just  circle  the  numbers  that  in- 
terest you;  they  are  yours,  free. 

And  don't  forget  the  booklets  we 
offer  on  wine  cooking,  serving,  and 
tasting,  to  help  you  become  a verita- 
ble Pharaoh  or  Queen  of  entertaining 
in  your  own  home! 


PLEASE  PRINT  YOUR  NAME,  title  as  member  of  medi- 
cal profession,  address  and  zip,  and  mail  to: 


DEPARTMENT  L14  WINE  ADVISORY  BOARD, 
717  MARKET  STREET,  SAN  FRANCISCO,  CA  94103 


Address. 


City. 


State. 


Zip. 


The  gut  reactor. 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30^g. 

(Warning:  May  be  hab't  forming)  •; 

Belladonna  Extract  8 mg.  8 mg.  ^^’g. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital 

(Warning.  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract 
Alcohol 


15  mg. 

0.033  mg. 
22% 


(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


HAACK' 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med’  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warn  ng  May  be  hab  t fo'rnng) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed-  I 
release  medication) 

Dosage:  One  Ty-Med  tablet  morning  and 
night.  Use  Belap '^-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth,  j 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  1(X)  and  1000  tablets.  : 

Contraindications:  Contraindicated  in  glaucoma,  ^ 
advanced  hepatic  or  renal  disease,  or  hypersensitivity  | 

to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription.  ' 

Please  consult  available  package  insert  for  | 

prescribing  information. 
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School  Approved 

The  Idaho  State  Board  of  Education  has  approved 
establishment  of  a School  of  Health  Sciences  at  Boise 
State  College,  to  be  administered  by  a new  dean.  The 
college  reported  a 28  percent  increase  in  student  en- 
rollment in  health  and  medical  areas  at  the  school  in 
the  last  year,  with  560  students  enrolled  in  13  health 
areas. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  societies: 
North  Idaho  District  Medical  Society 

George  E.  Imhoff,  Cottonwood,  and  James  E. 
Mahan,  Lewiston. 

Ada  County  Medical  Society 

Donald  K.  Stott  and  James  K.  Luce,  both  of  Boise. 
South  Central  Idaho  District  Medical  Society 
Lynn  T.  Levy,  Sun  Valley. 

Idaho  Falls  Medical  Society 
Myrick  W.  Pullen,  Idaho  Falls. 


State  Board  of  Medicine  Section 

Temporary  licenses  have  recently  been  granted  to 
the  following  physicians: 

Louis  R.  Bias,  Spokane,  Washington;  graduate, 
Marquette  University  School  of  Medicine,  Milwaukee, 
Wisconsin,  June  4,  1967;  internship.  Sacred  Heart 
Medical  Center,  Spokane,  Washington,  1967-68;  radi- 
ology residency.  Sacred  Heart  Hospital,  1970  to  pres- 
ent; granted  TL-511,  November  24,  1971.  Radiology. 

James  Robert  Schuft,  Twin  Falls; graduate.  Univer- 
sity of  Minnesota  Medical  School,  Minneapolis,  Minne- 
sota, 1965-68;  granted  TL-512,  December  2,  1971. 
Radiology. 

The  next  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  will  be  held  in  Boise,  January  9-12,  1972. 
Approximately  50  physicians  will  be  applying  for 
licensure  at  that  time. 

Members  of  the  Board  are:  Dan  E.  Stipe,  Lewiston, 
Chairman;G.  Curtis  Waid,  Idaho  Falls,  Vice-Chairman; 
Fred  H.  Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls; 
Arthur  S.  Cudmore,  Boise;  Quentin  L.  Quickstad, 
Boise;  and  John  E.  Rockwell,  Grangeville. 


What  Are  They  For? 

If  / were  God,  and  decided  to  build  human  bodies  that  would  not  last  forever,  I should 
probably  wind  up  with  products  at  the  end  of  the  assembly  line  that  look  like  what  we 
have  now,  rejects  and  all.  Do  not  automobiles  resemble  people,  down  to  four  extremities, 
two  light -associated  organs  in  the  front,  and  an  excretory  device  at  the  rear? 

But  there  are  so  many  things  we  do  not  appreciate.  Are  they  left  over  from  some  devel- 
opmental system,  have  we  yet  to  discover  their  various  purposes,  or  will  they  be  removed 
in  newer  models? 

What  is  the  thymus  for?  Galen  called  it  an  organ  of  mystery.  Of  what  use  is  the  appen- 
dix? It  was  at  one  time  thought  to  ward  off  cancer. 

Spleens  are  taken  out  daily,  and  spleenless  people  manage  to  survive.  Parts  of  the  brain 
have  been  removed  successfully,  up  to  half  of  the  whole  thing.  The  gallbladder  does  things 
we  understand,  but  one  can  live  without  it,  as  we  can  carry  on  with  only  one  of  each  of 
our  paired  organs,  the  lung,  adrenal,  and  kidney. 

Tonsils  and  adenoids  come  out  by  the  thousands,  and  we  are  very  likely  the  better  for 
it;  so  does  the  great  saphenous  vein.  Then  there  are  Meckel’s  diverticulum,  the  male  breast, 
the  prepuce,  and  pubic  hair.  There  is  menstruation,  which  is  a thing,  I suppose. 

I do  not  know  what  my  toenails  are  supposed  to  do,  and  I might  possibly  get  along 
without  toes. 

And  there’s  hair  in  the  ear.  If  I lose  scalp  hair  with  the  passing  of  time,  why  do  I grow 
more  ear  hair? 

Editorial,  the  Nebraska  State  Medical  Journal,  April  1971 
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CONTEST  FOR  QUALITY  - 1972 


“A  medical  journal  cannot  create  excellence  - 

it  can  only  reflect  the  quality  of  the  area  it  serves. " 


The  medical  manuscript  contest  for  interns  and 
residents  authorized  by  the  Board  of  Trustees  of 
Northwest  Medical  Publishing  Association  and  sup- 
ported by  Encyclopaedia  Britannica  cannot  create  ex- 
cellence in  medical  communication.  It  permits  young 


physicians  to  make  the  attempt.  Much  needed  skill  in 
communication  should  be  developed  simultaneously 
with  clinical  skills.  Entries  in  thi^  Sixth  Annual  Con- 
test will  reflect  the  quality  of  the  training  programs  in 
which  the  contestants  are  enrolled. 


THE  WINNER  WILL  RECEIVE 


$200  IN  CASH  FROM  NORTHWEST  MEDICINE 
A BRONZE  PLAQUE  FROM  NORTHWEST  MEDICINE 
A BRONZE  PLAQUE  FROM  ENCYCLOPAEDIA  BRITANNICA 
A 24-VOLUME  SET  OF  THE  ENCYCLOPAEDIA  FROM  ENCYCLOPAEDIA  BRITANNICA 


RULES 


1.  Those  eligible  to  compete  must  be  enrolled  in 
an  internship  or  residency  approved  by  the  American 
Medical  Association. 

2.  The  article  may  present  any  subject  in  the  gen- 
eral field  of  medicine.  If  in  the  field  of  fundamental 
investigation,  current  or  future  application  to  clinical 
medicine  will  be  considered  by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than 
five  and  one-half  double-spaced,  typewritten  pages, 
exclusive  of  tabular  matter  and  illustrations.  The 
manuscript  should  be  submitted  in  form  described  in 
a printed  list  of  requirements,  obtainable  from  the 
editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of 


NORTHWEST  MEDICINE,  not  later  than  1 July  1972. 
Accompanying  letter  must  indicate  entry  in  this  com- 
petition and  status  of  the  author. 

5.  Manuscripts  will  be  judged  by  a committee  of 
the  Editorial  Advisory  Board  of  NORTHWEST  MEDI- 
CINE. 

6.  The  winning  manuscript  will  be  published  in 
NORTHWEST  MEDICINE  Other  manuscripts  may 
be  accepted  for  publication  if  recommended  by  the 
judges.  Such  selection  shall  constitute  an  Honorable 
Mention  award. 

7.  Prize  award  will  be  made  at  the  1972  annual 
meeting  of  the  state  medical  association  of  the  state 
from  which  the  manuscript  originated. 


Address  communications  to:  Editor,  Northwest  Medicine, 
500  Wall  Street,  Seattle  98121. 
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WASHINGTON/ ALASKA  REGIONAL  MEOICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  SEATTLE,  WASHINGTON  98105 


HIGHLIGHTS 

• Nurses  saluted  - Editorial 

• Cooperation,  local  initiative 
key  to  progress  for  islanders 

• Alaska  health  manpower 
spokesman  spotlighted 


JANUARY,  1972 


THE  FIRST  TWO  PATIENTS,  who  received  cadaveric  kidneys  that  had  been 
kept  alive  in  a portable  perfusion  machine,  listened  intently  as  Dr.  Maurice 
Ward,  physiologist  and  coordinator  of  the  kidney  retrieval  unit  explained  the 
equipment’s  function.  Dr.  Ward  headed  a three-man  team  which  transported 
the  kidneys  of  a Wenatchee  boy, who  died  from  an  accidental  shooting, to  the 
University  Hospital  in  November.  W ARMP  purchased  the  machine  and  several 
others  for  use  in  a regional  kidney  retrieval  project.  Center  is  Mrs.  James 
Standifer,  30,  and  Patricia  Eng,  21,  both  of  Seattle. 


\i)L  5,  NO.  1 

IILOT  PROJECTS  SHOW 
V'AYS  TO  IMPROVE 

-our  pilot  projects  funded  by  W/- 
/iMP  to  demonstrate  ways  of  improv- 
i|3  health  care  in  Washington  and 
/laska  completed  their  studies  last 
rpnth. 

As  required  by  RMP  law,  these  ac- 
t|ities  were  developed  and  conduct- 
(|  through  voluntary,  cooperative  ef- 
Ms  of  local  health  professionals. 
Nearly  all  of  the  activities  will  be 
(intinued  with  public  or  private 
inds. 

Results  and  future  plans  of  the 
llojects  are  described  below. 
lA  test  for  early  detection  of  hyper- 
ipsion  which  was  developed  by  the 
mal/Adrenal  Hypertension  Project 
II  be  continued  by  the  UW  on  a fee- 
r-service  basis.  The  radio-immune 
say  tested  proved  to  be  five  times 
3ter  and  one  third  less  expensive 
an  previous  methods  were.  Dr.  War- 
in  Chapman,  UW  urologist,  directed 
e laboratory  studies. 

New  types  of  health  manpower 
3re  developed  in  the  Stroke  Person- 
al Project  directed  by  Dr.  David 
yer,  Virginia  Mason  neurologist.  A 
roke  Specialist  Nurse  role  was 
eated  to  follow  the  care  of  the 
roke  patient  from  diagnosis  through 
habilitation.  Need  for  this  new 
ember  of  the  stroke  team  was  ex- 
essed  by  hospital  staffs  in  the  re- 
on  and  as  a result  four  more  stroke 
lecialist  nurses  will  be  trained. 
‘Another  pilot  study  determined 
lat  a technician  could  be  trained  to 
'Jsist  pathologists  in  the  preparation 
Id  examination  of  brain  and  spinal 
3rd  specimens  and  that  these  serv- 
es could  be  provided  to  staffs  of 
3mmunity  hospitals  and  physicians 


caring  for  neurological  cases.  The 
technician  trained  at  Virginia  Mason 
was  so  valuable  in  this  role  he  was 
retained  as  a full-time  employee.  His 
services  will  still  be  offered  to  hospi- 
tals and  physicians  in  the  region,  ac- 
cording to  Dr.  Fryer. 


The  Mobile  CCU  Project  (Medic  I) 
set  up  a model  for  a pre-hospital 
coronary  care  system  utilizing  the  fire 
department  and  local  hospitals.  Medic 
I dramatically  demonstrated  that  lives 
could  be  saved  by  bringing  CCU 
continued  page  4 


WARMP  SPOTLIGHT 


ANCHORAGE  AMBULANCE  attendants,  Bob  Marhenke,  right,  and  Norman  Bej| 
left,  trained  with  Seattle’s  Medic  I crew  for  two  weeks  last  month  learning  emtl 
gency  coronary  care  techniques  and  operation  of  equipment.  Seattle  firemfj 
Emanuel  Montgomery,  member  of  the  mobile-intensive  CCU  team,  explain! 
the  use  of  defibrillators  carried  in  the  special  cardiac  vehicle.  It  is  hoped  tl!| 
similar  life-saving  equipment  may  be  obtained  for  Anchorage’s  sole  ambulanj 
service  operated  by  the  Greater  Anchorage  Area  Borough  Health  Departme] 
W/ARMP  arranged  the  visit  of  the  two  men. 


HEALTH  INFORMATION  PROGRAM  PLANNED  FOR  N 


NV 

ingtd,  I 


lated  information  for  Washingi 
Oregon,  Idaho,  Montana  and  Alasll 


Dr.  Paul  Eneboe  knows  the  prob- 
lems of  rural  medicine  in  Alaska  as 
well  as  anyone,  and  even  though  the 
needs  are  overwhelming,  he  see  a 
bright  future. 

As  chairman  of  the  Bush  Medicine 
Committee  for  the 
Alaska  State  Med- 
ical Association 
for  the  past  four 
years.  Dr.  Eneboe 
and  some  30  phy- 
sicians and  mem- 
bers of  major 
health  agencies 
and  institutions 
have  explored  so- 
lutions to  the  man- 
power shortage.  Their  task  was  a big 
one,  since  404  towns  in  Alaska  have 
no  resident  physician  and  many  have 
only  one  or  two  local  practitioners. 

Out  of  their  efforts  grew  the  Alaska 
Health  Manpower  Commission  which 
will  bring  together  local,  state  and 
federal  resources  to  develop  a co- 
ordinated system  for  paramedical  se- 
lection, distribution  and  backup. 

Dr.  Eneboe,  chief  architect  of  the 
Commission’s  activities,  believes  in  a 
practical  and  realistic  approach  to 
Alaska’s  health 
delivery  problems. 

He  advocates 
training  indigent 
health  aides,  ex- 
tending the  Med- 
ex  program  into 
Alaska  and  ex- 
panding other  pro- 
grams for  para- 
medics and  nurse 
clinicians. 

The  Commission  began  working 
last  summer  with  Dr.  Eneboe  at  the 
helm  and  will  receive  operating  mon- 
ies this  spring  from  W ARMP. 

The  Alaska  State  Medical  Associ- 
ation awarded  him  “Physician  of  the 
Year”  title  at  its  annual  meeting  in 
June.  The  citation  was  for  his  tire- 
less, voluntary  ef- 
forts on  the  Bush 
Medicine  Commit- 
tee, the  largest  of 
any  in  the  ASMA. 

Besides  his  in- 
terest in  rural 
health  care 
throughout  Alas- 
ka, Dr.  Eneboe  is 
a full-time  practi- 
tioner for  the  5,000 
people  who  live  in  Homer.  For  two 
years,  he  was  the  only  physician 
there. 

Dr.  Eneboe  is  also  concerned  about 
the  health  manpower  of  his  own  area 


The  formation  of  a cooperative 
Northwest  health  information  pro- 
gram was  begun  last  month  in  Seat- 
tle. 

Planned  as  a non-profit  corpora- 
tion, the  program  intends  to  provide 
resources  to  improve  health  and  re- 


and  organized  a corporation  to  hire 
a psychiatric  social  worker  to  handle 
major  problems  such  as  juvenile 
mental  illness  and  alcoholism  in 
Southern  Kenai. 

In  his  “spare”  time.  Dr.  Eneboe  is 
a potter,  a trade  which  he  learned 
during  college  years  to  earn  extra 
money.  He  and  his  wife  have  a pot- 
tery shop  in  their  home,  and  whenever 
he  can  get  away  from  his  busy 
practice,  he  enjoys  working  in  the 
pot  shop. 

In  addition  to  his  activities  in  im- 
proving health  manpower  in  Alaska, 
he  increased  his  own  family  man- 
power this  year  when  his  fourth  child 
was  born  in  November.  He  now  has 
three  boys  and  one  girl. 

The  Montana  native  is  a 1964 
graduate  of  the  U.  of  Minnesota  Medi- 
cal School;  he  completed  internship 
and  a year  of  surgical  residency  at 
Cook  County  Hospital  in  Chicago. 


Data  will  be  collected  on  mortal' 
and  morbidity  rates,  population,  al 
utilization  of  health  care  facilities,  '• 
sources  and  services.  Also  includi 
will  be  socio-economic  and  cultuji 
facts  such  as  health-related  incon, 
education  and  ethnic  characteristic 

Aim  of  the  program  is  to  eliminii 
duplication,  gaps  and  inconsistc- 
cies  in  the  health  informatii 
presently  reported  in  the  Northwc . 

Need  for  the  program  was  outlirl 
at  a task  force  meeting  attended  i 
more  than  65  persons  from  the  fa 
states,  and  the  nation’s  capitol. 

Participants  represented  city,  ca  - 
ty  and  state  health  departments,  h - 
pital  and  medical  associations,  HE', 
CHP,  Group  Health,  commercial  co- 
puter  services  corporations,  UW  £d 
other  groups. 

An  11 -man  steering  committee  r »• 
resenting  the  five  states  will  e 
headed  by  John  S.  Moore,  J.D.,  ec  i- 
omics  and  business  professor  it 
Western  Washington  State  Collea. 
The  program  will  be  in  operation  <y 
next  year,  according  to  Lawrence  J. 
Sharp,  Ph.D.,  committee  secret  7 
and  RMP  associate  director. 


IIEWS  OF  INNOVATIONS 
[lEEDED  FROM  M.D.’S 

Innovative  ways  physicians  are 
>ping  with  rising  costs  and  rnan- 
)wer  shortages  in  their  profession 
e being  collected  in  a national  sur- 
5y. 

Project  SIC,  or  Survey  of  Innovative 
hanges  in  Health  Care  was  in- 
Dduced  to  physicians  in  the  region 
the  Washington  State  Medical  As- 
)ciation  annual  meeting  in  Septem- 

3r. 

Rosalyn  Deigh,  interregional  coor- 
nator  for  the  project,  will  be  in  Seat- 
3 and  traveling  in  Washington  State 
in.  17  through  28  to  interview  physi- 
ans  who  have  made  modifications 
their  practice. 

Results  of  the  survey  will  be  pub- 
shed  in  an  annotated  inventory  at 
e end  of  the  two-year  project  in 
J74  and  made  available  through  the 
^SMA.  In  addition,  periodic  high- 
3hts  of  the  project  will  appear  in 
cal  and  regional  health  care  publi- 
i ations. 

The  project,  directed  by  Charles  E. 
awis,  M.D.,  UCLA  Health  Sciences 
enter,  is  interested  in  new  uses  of 
ersonnel  (physicians’  assistants  and 
urses),  quality  control,  problem 
riented  records,  financing  methods, 
iutomation,  etc. 

I Interviews  with  Miss  Deigh  are  be- 
ig  arranged  by  Dr.  Donal  Sparkman, 
7/ARMP  director,  Seattle. 

I 


JEWEST  GRADUATE  STUDENT  to  be 

issigned  to  the  RMP  Community 
Health  Services  field  team  is  DeEtte 
ollefson,  R.N.  She  will  assist  Taco- 
mans  in  planning  an  ambulatory  care 
iienter  as  part  of  her  work  in  the  UW 
public  health  nursing  program.  Orvis 
iHarrelson,  M.D.,  is  coordinating  plan- 
jiing  efforts,  which  are  being  funded 
py  W ARMP.  The  proposed  facility 
;A/ill  provide  primary  medical  care, 
immunization  and  referral  services  for 
ow  and  middle  income  residents. 


UW  MEDICAL  SCHOOL  professor  Jack  Gibson,  M.D.,  left,  examined  babies  in 
Juneau’s  Bartlett  Memorial  Hospital  during  his  consultant  visit  to  Southeast 
Alaska  recently.  On  rounds  with  Juneau  pediatrician  Ken  Moss  he  checked  a 
small  patient  being  treated  under  a bilirubin  light  which  is  used  to  decrease  the 
bilirubin  level  in  the  blood  of  RH  affected  infants  or  those  jaundiced  for  other 
reasons.  Tekla  Gunnison,  director  of  nurses,  center,  arranged  the  schedule  for 
Dr.  Gibson  and  nursing  consultant  Mavis  Vogel,  who  accompanied  him.  Both 
are  in  the  UW  Dept,  of  Obstetrics  and  Gynecology.  W/ARMP  sponsored  five 
other  consultants  to  Southeast  Alaska  in  November  and  December. 


SURVEY  REPRESENTS  POWER  OF  LOCAL  INITIATIVE 


To  the  casual  observer,  a health 
care  survey  taken  by  residents  of  two 
small  islands  in  the  Puget  Sound 
would  hardly  seem  very  significant  or 
unusual,  but  in  the  case  of  the  Vashon 
and  Maury  island  poll,  it’s  different. 

This  survey  not  only  demonstrates 
the  ability  of  the  6,000  residents  to 
determine  their  medical  needs,  but 
also  shows  the  benefits  that  can  be 
derived  when  local  initiative  is  com- 
bined with  the  services  of  state  and 
federal  agencies. 

The  joint  effort  began  more  than  a 
year  ago  when  island  leaders  asked 
the  RMP  to  assist  them  in  improving 
emergency  medical  care. 

Mrs.  Shirley  Viall,  field  representa- 
tive for  the  RMP  Community  Health 
Services  Program,  who  was  assigned 
to  help  them  with  their  problems,  be- 
gan by  explaining  how  they  could 
utilize  the  helicopter  rescue  service, 
called  MAST,  operated  by  the  mili- 
tary. 

The  local  citizens  went  further  in 
their  exploration  of  health  needs  and 
decided  to  survey  all  of  the  house- 
holds on  the  two  neighboring  islands 
to  learn  when,  where  and  why  people 
seek  medical  assistance. 

The  planning  and  mechanics  of  the 
survey  that  followed  were  truly  a co- 
operative venture.  More  than  200  is- 
land volunteers  conducted  a five-day 
canvass  last  May.  The  UW  Division  of 


Community  Development  trained  them 
in  interviewing  techniques,  and 
helped  write  a questionnaire  and  com- 
pute the  answers. 

A Vashon  women’s  group  compiled 
packets  of  health  care  information 
which  were  given  to  all  households. 
The  Vashon  Episcopal  Church  helped 
to  duplicate  the  material. 

Results  of  the  poll  were  announced 
on  television,  radio  and  in  newspapers 
in  November. 

Survey  answers  revealed  a need 
for  a 24-hour  medical  facility,  plus 
another  general  practitioner  and 
Medex  or  physician’s  assistant  for 
emergencies.  Currently  there  is  only 
one  physician  serving  both  islands. 

The  evaluation  also  showed  that 
50%  of  the  people  sought  medical 
care  on  the  mainland  at  least  five 
times  last  year  and  nearly  1,000  re- 
quests for  emergency  help  were  made 
outside  of  regular  working  hours,  on 
weekends  and  in  the  evenings. 

Solutions  are  yet  to  come,  but  the 
RMP  staff  is  exploring  the  possibility 
of  Tacoma  and  Seattle  hospitals  pro- 
viding a treatment  facility  on  Vashon 
staffed  by  allied  health  personnel, 
such  as  a nurse  practitioner. 

The  progress  made  by  Vashon  and 
Maury  residents  should  be  encourag- 
ing to  other  communities  with  similar 
problems. 
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EDITORIAL 


(Ed.  Note:  W/ARMP  salutes  Profes- 
sional Nurse  Week,  Jan.  16-22,  with 
this  editorial.) 

by  Barbara  I.  Curtis,  R.N.,  Inservice 
Director,  Holy  Family  Hospital,  Spo- 
kane; President,  Washington  State 
Nurses  Association. 

Public  expectation  for  health  care  that 
is  available,  acceptable  and  accessible  to 
all  presupposes  proper  utilization  and  ex- 
pansion of  the  functions  of  present  health 
manpower.  It  also  requires  new  and  im- 
aginative uses  of  facilities  and  improved 
coordination  between  the  providers  of 
health  care. 

Because  registered  nurses  are  the  lar- 
gest group  of  practitioners  in  the  health 
field,  optimal  utilization  of  the  nurses’ 
skills  and  the  expansion  of  their  functions 
can  be  a positive  influence  in  reconstruct- 
ing the  health  delivery  system  to  meet  the 
growing  needs  of  the  consumer. 

We  have  already  seen  nurses  function- 
ing in  expanded  roles  in  such  areas  as 
pediatrics,  maternity  care  and  the  mental 
health  field. 

With  concentration  on  maintenance  of 
health  and  prevention  of  illness,  the  nurse 
complements  the  role  of  the  physician 
whose  focus  is  on  pathology  and  the 
treatment  of  disease. 

Physicians  and  nurses  can  more  nearly 
achieve  this  goal  of  maintaining  good 
health  and  preventing  illness  for  all  if  they 
work  together  in  professional  partnership, 
each  practicing  at  his  or  her  optimal  level 
of  competency. 

There  is  no  question  that  the  physician 
needs  help.  The  question  remaining  is  — 
what  kind  and  by  whom?  Either  there  is 
a willingness  to  accept  and  encourage 
the  present  evolution  and  enlargement  of 
the  nurse’s  responsibilities,  or  we  are  left 
with  the  other  answer  which  is  to  create 
new  workers  and  new  training. 

Time  and  efficiency  alone  would  dictate 
a preference  for  a large  and  available 
supply  of  health  workers,  great  numbers 
of  whom  are  already  trained  in  the  areas 
most  commonly  associated  with  the  new 
patterns  of  practice. 

However,  these  new  and  emerging  roles 
for  nurses  will  not  be  fully  developed  un- 
less there  is  support  from  the  medical  pro- 
fession and  acceptance  from  the  public 
for  these  changes  in  the  traditional  role  of 
the  nurse. 

Over  the  years,  nurses  have  been  in- 
volved in  various  forms  of  primary  care, 
for  which  they  have  received  far  less  rec- 
ognition than  in  their  traditional  hospital 
role. 

They  have  served  as  teachers,  provid- 
ers and  coordinators  of  continuing  care 
for  patients  in  their  homes  following  hos- 
pitalization. They  have  provided  preven- 
tive services  and  promoted  good  health 
practices  in  schools,  industry,  free  clinics 
and  in  neighborhood  health  centers. 

The  announcement  that  the  Washington 
State  Nurses  Association  will  seek  revision 


NURSE  AIDE  Jacqueline  Boggs  of  the 
MacMillan  Health  Care  Center  in  Che- 
halis  demonstrated  an  exercise  tech- 
nique she  learned  in  a restorative 
nursing  course.  Gail  Wrzesinski,  R.N., 
left,  instructs  the  12-week  course  at 
Centralia  Community  College.  Ob- 
serving the  new  skill  of  her  employee 
is  MacMillan  Administrator  Mary  Mor- 
gan. Stroke  patient  is  Stanley  Thomas. 


NURSES  NAMED  TO  POST 

Twenty  - six  nurse  coordinators 
joined  the  continuing  education  net- 
work in  Washington  at  their  initial 
meeting  last  month. 

Jointly  appointed  by  the  Washing- 
ton State  Nurses  Association  and  W/- 
ARMP,  the  R.N.’s  will  work  in  their 
districts  to  coordinate,  initiate  and 
promote  continuing  education  for 
nurses  and  allied  nursing  personnel. 
They  will  work  closely  with  physician 
coordinators  in  their  community,  who 
were  appointed  three  years  ago. 

The  nurse  coordinators  will  report 
progress  at  their  next  meeting  to  be 
held  during  the  biennial  convention 
of  the  WSNA  in  Yakima  in  March. 


of  the  state’s  nurse  practice  act  at  the 
1973  legislative  session  is  directly  related 
to  the  need  to  accommodate  the  nurse 
clinician  concept  in  the  law.  As  so  often 
happens,  practice  has  preceded  the  law. 

If  the  nurse  is  allowed  to  free  the  phy- 
sician to  concentrate  on  the  acutely  ill,  if 
the  nurse’s  special  skills  are  utilized  to 
help  people  enter  the  health  care  system 
before  there  is  evidence  of  disease,  and 
if  the  nurse  is  recognized  as  a coordinator 
of  health  services,  she  will  fulfill  her  res- 
ponsibility to  the  patient,  to  her  profession 
and  to  the  health  care  system. 


CONSUMER  INITIATES  i 
STROKE  COURSES 

The  concern  of  a Centralia  citizen  about  i 
the  inadequate  stroke  care  given  his  uncle  ji 
at  a nursing  home  five  years  ago  led  to  a i 
comprehensive,  restorative  nursing  pro- ^ 
gram  in  Lewis  and  Thurston  counties.  I 
The  first  courses  in  rehabilitative  nurs-t 
ing,  held  in  1968  at  Centralia  Community' 
College,  were  funded  by  the  Heart  Associ-'  l 
ation,  local  nursing  homes  and  hospitals.  I 
In  1969,  funds  to  expand  the  program 
were  requested  and  obtained  from  the 
RMP  which  enabled  the  classes  to  be  of- 
fered to  Thurston  County  nurses  at  the 
Olympia  Vocational  Technical  Institute. 

More  than  300  L.P.N.’s,  R.N.’s  and 
nurses  aides  have  completed  the  12-week 
training  sessions  in  Centralia  and  Olympia, 
and  in  the  past  year  alone,  Gail  Wrzesinski 
course  instructor,  has  given  500  hours  olf 
inservice  training  to  staffs  of  hospitals,  ex- 
tended care  facilities  and  nursing  homes 
Plans  this  year  include  courses  for  nurs 
ing  home  operators  and  administrators  tci 
help  them  use  existing  personnel  more  ef 
fectively,  and  programs  for  families  o 
stroke  patients  to  explain  needs  of  tht' 
patient  at  home.  A class  for  home  healtll 
aides  in  the  care  of  chronically  ill  patient: 
will  also  be  given. 

Another  activity  of  the  project  will  bi 
monthly  consultant  visits  by  specialist: 
from  the  UW  Physicial  Medicine  and  Re  i 
habilitation  Department. 

Dr.  John  Stanwood  is  arranging  thi 
visitations  with  Cornelia  Van  Prooyer 
M.D.  director  of  the  Centralia  Stroke  Pro 
ject.  He  will  be  the  first  consultant  O' 
January  18  and  will  meet  with  physician  | 
and  nurses  and  the  physical  therapist  e 
Centralia  and  Chehalis  hospitals.  Both  ar 
setting  up  physical  therapy  departments,  i 
The  visiting  specialists  will  see  probler 
patients  and  discuss  rehabilitation  tect 
niques  with  the  health  personnel  involve 
in  the  patient’s  care. 
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PILOT  PROJECTS  cont.  from  pg. 

equipment  and  specially  trained  pe 
sonnel  to  the  victim  on  the  scene.  S(, 
attle’s  Medic  I system  is  being  use 
as  a model  throughout  the  coui] 
try.  Paramedical  personnel  to  sta 
cardiac  vans  in  other  communities  aii 
being  trained  by  the  Medic  I tear 
Public  contributions  will  support  tt 
project  until  the  City  of  Seattle  a 
sumes  funding  July  1,  1972. 

The  Southeast  Alaska  Continuir 
Education  plan  was  phased  out,  b 
RMP  will  continue  to  assist  heal 
practitioners  through  consultant  visi' 
preceptorships  and  audio-visual  m 
terial. 


Last  week 

he  sot  three  new  clients, 
four  rush  orders, 
and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET' ENEMA  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  imtation 
and  burning  they  can  cause.  More  physiological  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  distm*b  normal  bowel  function.  And  what 
could  be  sim})ler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  youi‘  constipation-prone  patients. 

Warning:  Frecjuent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  oi'  when  pi'escribetl  by  a physician.  Do  not  use  when 
nausea,  vomitinji-,  or  abdominal  pain  is  pi-esent.  (’aution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 


The  professional  aid  to  constipation  relief 


(B 

pliarmaceulols 


r.  B.  FLEET  ('().,  L\t'..  Lynchhui  K,  Va.  24.50.'. 
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CONTINUE 

Compiled  by  Washington  Alaska  Regional  Medlcalli^ 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

PRACTICAL  PROB- 
LEMS IN  ORTHO- 
PEDICS 

Rodney  K.  Beals,  M.D.,  University 
of  Oregon;  Edward  Rosenbaum, 
M.D. 

College  of  Medical  Education 
of  the  Pierce  County  Medical 
Society 

Room  152,  Thompson 
Hall,  The  University  of 
Puget  Sound 

Physicians 

WHAT’S  NEW  IN 
DIAGNOSIS  AND 
TREATMENT  OF 
ENDOMETRIAL  AND 
OVARIAN  CARCINOMA 

Alfred  I.  Sherman,  M.D., 
Professor  of  Obstetrics 
and  Gynecology,  Wayne  State 
University  and  faculty.  University 
of  Oregon  School  of  Medicine 

The  American  Cancer  Society, 
Multnomah  County  Unit 
Professional  Education  Com- 
mittee; The  University  of  Oregon 
School  of  Medicine,  Division  of 
Continuing  Medical  Education 

HOton  Hotel,  Portland, 
Oregon 

Physicians 
AAFP  Credit: 
6 hours 

PHARMACOLOGY 
CIRCUIT  COURSE 
PROGRAM 

Department  of  Pharmacology, 
University  of  Oregon  Medical 
School 

University  of  Oregon  Medical 
School;  Oregon  Regional 
Medical  Program 

February  9 - 

Sacred  Heart  General 
Hospital,  Eugene,  Ore. 

February  23  - 

St.  Charles  Memorial 
Hospital,  Bend,  Ore. 

February  24  - 

The  Recreation  Cafe 
The  Dalles,  Ore. 

Physicians  and 
Nurses 

OAGP  credit: 
41/2  hours 

NEW  DEVELOPMENTS 
IN  CLINICAL  AND 
COMMUNITY  AP- 
PROACH TO  THE 
STROKE  PATIENT 

Oscar  A.  Fodor,  M.D.;  Ted 
Rothstein,  M.D.;  Donald  J.  Hesch, 
M.D.;  Mark  L.  Dyken,  M.D.; 

Indiana  University;  Edwin  C.  Wylie, 
M.D.,  University  of  California  Schoo 
of  Medicine  San  Francisco 

Stroke  Center,  Northwest 
Hospital,  Seattle 

1 

Washington  Plaza  Hotel 
Seattle 

Physicians 
AAFP  credit: 
12  hours 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT  - 
UNIVERSITY  OF 
OREGON  MEDICAL 
SCHOOL  CIRCUIT 
COURSE 

WUliam  C.  Awe,  M.D.;  Walter  E. 
Meihoff,  M.D.;  Clifford  S. 
Melnyk,  M.D. 

University  of  Oregon  Medical 
School;  Oregon  Regional 
Medical  Program 

February  16  ■ 

Providence  Hospital 
Medford,  Oregon 
February  17  - 

Presbyterian  Intercom- 
munity Hospital, 
Klamath  Falls,  Oregon 

Physicians 
OAGP  credit: 
414  hours 

ANAESTHESIA  AND 
LIFE  SUPPORT 
SYSTEMS 

H.  H.  Bendixen,  M.D.,  Professor 
and  Chairman,  Department  of 
Anesthesiology,  University  of 
California  School  of  Medicine, 

San  Diego;  J.  G.  Wade,  M.D., 
Professor  and  Head,  Department  of 
Anaesthesiology,  The  University  of 
British  Columbia 

Departments  of  Anaesthesi- 
ology, The  Vancouver  General 
Hospital  and  The  University  of 
British  Columbia 

Christmas  Seal  Auditori- 
um, Vancouver,  B.C. 

Physicians 

MEDICAL  TREATMENT  L.  F.  Fenster,  M.D.,  Chairman 
OF  LIVER  AND  BILIARY 
TRACT  DISORDERS 

Virginia  Mason  Medical  Clinic 

The  Mason  Clinic 
Seattle 

Physicians 

TENTH  ANNUAL 
SYMPOSIUM  ON 
RESPIRATORY 
DISEASES 

National  and  local  guest 
speakers 

Firland  Hospital  Board  of  Health  Sciences  Audito- 

Managers,  University  of  Wash-  riiim.  University  of 

ington  School  of  Medicine;  Washington  School  of 

Washington  Thoracic  Society;  Medicine 

Washington  Tuberculosis 
Association;  Tuberculosis  and 
Respiratory  Disease  Association 
of  King  County;  Washington  State 
Department  of  Public  Health; 

Daniel  W.  Zahn  Memorial  Fund 

Primarily 
for  physicians 

POSTGRADUATE 
PRECEPTORSHIPS: 
INDIVIDUALIZED  RE- 
FRESHER COURSES 
ARE  ARRANGED  IN 
MOST  MEDICAL 
SPECIALTIES 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington  School 
of  Medicine;  Washington  State 
Medical  Association 

Hospitals  in  Seattle, 
Spokane,  Tacoma  and 
Yakima 

Physicians 
AAFP  credit 

- — 1 

MEDICAL  TELEVISION: 

Management  of  Severe  Burns  in  Children  (January  18); 
Pathogenesis  and  Management  of  Hemochromatosis 
(January  25);  Theory  of  Blood  Coagulation  (February  1); 
Regional  Enteritis  and  Granulomatous  Colitis  (February  8) 
Ulcerative  Colitis  (February  15) 

Washington/Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 

47,  Yakima;  7,  Spokane; 
10,  Pullman;  10,  Portland 
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\DICAL  EDUCATION 

T(  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


jlROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

100 

Five  Thursday 
evenings 

January  27, 

February  3,  10,  17,  24 

$30 

Preregistration  requested.  Contact  the 
College  of  Medical  Education,  The 
University  of  Puget  Sound,  155  North 
Warner,  Tacoma  98416.  (206) 

One  day 

January  28 

Registration:  8:30  a.m. 

None 

Executive  Director,  The  American  Cancer 
Society,  Multnomah  County  Unit, 

1530  S.W.  Taylor  Street,  Portland, 
Oregon  97205 

One-half  day 

February  9,  23,  24 

Sessions:  9 a.m.  - 1:30  p.m. 

$10 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

No  limit 

Two  days 

February  10,  1 1 

Sessions:  8:30  a.m.-  4 p.m. 

$20 

(includes 
2 lunches) 

Advance  registration  requested.  Contact 
Miss  Peggy  Jacobsson,  Stroke  Coordinator, 
Northwest  Hospital,  1551  North  120th, 
Seattle  98133.  (206)  EM  4-0500,  ext.  557 

One-half  day 

February  16,  17 

Sessions:  1:30  p.m.  -6  p.m. 

$10 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

No  limit 

Two  and  one- 
half  days 

February  18-20 
February  18  - 

Registration:  6:30  p.m. 

$60 

Continuing  Education  in  the  Health 
Sciences  Task  Force  Building 
The  University  of  British  Columbia 
Vancouver  8,  B.C.  (604)  228-2626 

' 60 

i 

One  and  one- 
half  days 

February  18,  19 
February  18  - 

Registration:  9:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
February  19  - 

Session:  9 a.m.  - 12  noon 

$35 

Preregistration  requested.  Contact 
Kenneth  R.  Wilske,  M.D.,  Chairman, 
Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 

1111  Terry,  Seattle  98101. 

(206)  MA  3-3700,  ext.  470 

No  limit 

Two  days 

February  24,  25 

None 

Tuberculosis  and  Respiratory  Disease 
Association  of  King  County, 

216  Broadway  E.,  Seattle.  (206)  EA  9-4411 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105.  (206)  543-8525 

One-half  hour  January  18,  25 

February  1,  8,  15 

Telecasts  are  every  Tuesday  at  7:30  a.m.; 

repeat  programs  at  8:00  a.m.  and  at 

10:30  p.m.  or  1 1:00  p.m.  (Check  local  listing) 
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CLASSIFIED  ADVERTISEMENTS 

All  classiPied  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  hilling. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eight-man  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
southw’estern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  10th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


ASSISTANT  ADMINISTRATOR  - Personal  Health 
Services  Agency.  $22,608-$27,518.  City  of  Boise,  Idaho 
(pop.  70,000).  Position  involves  admin,  of  statewide  public 
health  program  including  mental  health  and  mental  retarda- 
tion, communicable  disease  control,  emergency  medical  ser- 
vices, chronic  diseases,  crippled  children’s  services,  maternal  & 
child  health,  dental  health  and  youth  rehabilitation  services. 
Ideal  year-round  recreation  paradise.  Close  to  Sun  Valley  and 
other  resort  areas.  Requirements:  Medical  degree  with  eligi- 
bility for  licensure  in  Idaho  which  must  be  secured  upon  ap- 
pointment and  six  years  experience  in  full-time  public  admin- 
istration work,  three  years  of  which  must  have  been  in  a re- 
sponsible administrative  or  supervisory  capacity.  Graduate 
study  in  public  health  may  be  substituted  for  experience  on  a 
year-for-year  basis.  Applications  close  February  1,  1972.  Ap- 
plications obtained  from;  Jerry  Armstrong,  Personnel  Direc- 
tor, Idaho  Department  of  Health,  Statehouse,  Boise,  Idaho 
83707.  Phone  (208)  384-2338. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


PR  ACT  I CE  OPPORTUN  ITY  — Twenty-bed  hospital  avail- 
able for  purchase  or  lease  (licensed  for  24  beds)  in  a coastal 
community  in  southern  Oregon.  Hospital  could  accommodate 
from  one  to  three  physicians.  If  interested,  write  Mrs.  G. 
Wayman,  6627  N.E.  82nd  Avenue.  Portland,  Ore.  97220,  or 
call  collect  (503)  255-8511. 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 
or  eligible.  1 10  man  clinic  of  specialists  associated  with  250- 
bed  hospital.  10  man  department.  Starting  income  $30,000 
per  annum  with  annual  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Department  of  Obstetrics-Gynecology. 
The  Permanente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore. 
97217 


GENERAL  PRACTICE  PHYSICIAN  - A 46-bed  hospi- 
tal in  southern  Oregon  is  planning  expansion  of  radiology  and 
emergency  services.  There  is  need  for  family  practice  physi- 
cians in  community  to  fill  need  created  by  growing  commun- 
ity and  retiring  physicians.  Attractive  office  arrangements 
and  living  accommodations  to  physician  entering  community. 
For  information  call  Mrs.  G.  Wayman,  collect  (503)  255-851 1, 
or  write  to  6627  N.E.  82nd  Avenue,  Portland,  Ore.  97220 


SPECIALISTS  NEEDED -Eye,  ENT,  psychiatry,  inter- 
nal medicine,  for  addition  to  well  established  medical  center 
in  beautiful  Bellevue.  Will  build  to  suit.  Minutes  from  excel- 
lent hospital  facilities.  Building  to  be  completed  in  early 
1972.  Contact  L.  Clarke  Aaronson,  M.D.,  18 1 1 -1 56th  Ave., 
N.E.,  Bellevue,  Wa.,  98007  (206)  SH  6-6500. 


G.  P.  FOR  FAMILY  PRACTICE  — Community  in  Mon- 
tana has  need  of  physician  in  family  practice.  Two  other  phy- 
sicians available  for  alternate  coverage  arrangements.  Modern 
40-bed  hospital  facility  & extended  care  unit  available.  One- 
year  salary  arrangement  if  desired  in  association  with  two 
physicians,  or  may  establish  separate  practice.  Recreational 
outdoor  activities  abound  in  scenic  country.  Contact  Mrs.  G. 
Wayman,  6627  N.E.  82nd  Avenue,  Portland,  Oregon  97220 
or  call  collect  (503)  255-8511. 


ESTABLISHED  GENERAL  PRACTICE -Sudden  death 

leaves  community  in  need  but  continuity  in  office  being  main- 
tained for  present.  Can  be  continued  by  qualified  GP.  New, 
well-equipped  office  in  medical  complex.  Eureka,  California, 
good  business  town  on  Pacific  Ocean,  population  40,000; 
drawing  area  150,000.  3 open-staff  hospitals.  Financial  ar- 
rangements flexible.  Write  Mrs.  Burton  B.  Kitchen,  2607  C 
Harris  St.,  Eureka,  Cajif  95501.  Phone  (707)  442-8161. 


CONTINUING  MEDICAL  EDUCATION 


VECTORCARDIOGRAPHY:  A WORKSHOP-  April 
5-7,  1 972.  This  is  an  advanced  course  in  vectorcardiography 
for  physicians  who  already  have  a basic  understanding  of  elec- 
trocardiography and  vectorcardiography  and  wish  a close  ex- 
posure to  the  values  and  limitations  of  vectorcardiography. 
An  intensive  three  day  program  will  cover  the  field  of  vector- 
cardiography and  related  areas.  Major  emphasis  will  be  placed 
on  theoretical  and  practical  applications  of  the  technique  as 
related  to  the  patient’s  diagnostic  problems.  Half  of  the  pro- 
gram will  be  dedicated  to  individual  analysis  of  routine  vector- 
cardiograms by  the  participants  under  the  orientation  of  the 
guest  and  local  faculty.  Presented  by  The  American  College  of 
Cardiology  and  Institute  for  Cardiovascular  Diseases,  Good 
Samaritan  Hospital,  Phoenix,  Arizona.  At:  Mountain  Shadows 
Resort  Hotel,  Scottsdale,  Arizona.  Program  Director,  Alberto 
Bcnchimol,  M.D.,  Director  Institute  for  Cardiovascular  Dis- 
eases, Good  Samaritan  Hospital.  Guest  Speakers;  Ronald 
H.  Selvester,  M.D.,  Professor  of  Medicine,  University  of  South- 
ern California  School  of  Medicine,  Los  Angeles,  California; 
Chief  of  Cardiology  and  Director  of  Biomathematics  and  ECG 
Research  Group,  Rancho  Los  Amigos  Hospital,  Downey,  Calif. 
For  information  concerning  the  program,  write:  Miss  Mary 
Anne  Mclnerny,  Director,  Department  of  Continuing  Educa- 
tion Programs.  American  College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Maryland  20014. 


SITUATIONS  WANTED 


PH  YS I Cl  AN'S  ASSISTANT— Navy  Hospital  Corps  veteran 
and  graduate  of  Cleveland  Clinic  Physician’s  Assistant  Train- 
ing Program  wishes  employment  with  overworked  physician 
in  office  or  clinic.  For  further  information  write,  Michael  L. 
Remington,  5623  ErlandsPoint  Road,  Bremerton,  Wa.  98310. 


LOCUM  TENENS  WANTED  — Two  weeks  general  prac- 
tice work,  Jan.,  Feb.,  or  Mar.  licensed  State  of  Wash.  AOA; 
one  year  training  int.  med.  Mayo  Clinic  1969-70.  Contact 
David  E.  Gambill,  M.D.,6357School  St., Tacoma,  Wa.  98499. 


M.  D.,  M.  P.  H.  — 33-ycar-old,  board-eligible  pediatrician 
with  strong,  infectious  disease  training  interested  in  affiliation 
with  academic  institution  involved  in  community  health  pro- 
grams in  Washington-Oregon  area.  Will  also  consider  position 
with  governmental  agency.  Write  Robert  J.  Snowe,  M.D., 
857  River  Trails  Ct.,  Apt.  302,  St.  Louis,  Mo.  631  37. 
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OFFICE  SPACE 


McMinnville,  Oregon  medical  office-  For 

lease,  1,100  sq.  ft.,  central  location,  two  hospitals  and  45  min. 
to  Portland,  Phone  (503)  472-5423. 


NEW  OFFICE  SPACE, SPOKANE  - New  bldg.,  available 
April  1.  Ample  free  parking.  Easy  access.  Ideal  for  M.D.’s. 
Will  partition.  Adjacent  to  139-bed  nursing  home.  Gatlin  Pro- 
fessional Bldg.,  N.  7322  Division,  Spokane,  Wa.  99208 
HU  3-8521. 


REAL  ESTATE 


YOUNG  14  ACRE  CHERRY  ORCHARD  - in  the  low- 
er Yakima  Valley.  Presently  operated  by  middle-aged  couple 
anxious  to  remain  in  house.  Small  trees  now  net  110,000  - 
$15,000  per  year.  Will  double  as  trees  mature.  Fully  equip- 
ped with  automatic  orchard  heating  system,  sprinkler  irriga- 
tion, tractor,  mower,  etc.  $65,000.  Cash  preferred  but  owner 
will  finance  if  necessary.  Retiring  in  few  years  is  reason  for 
selling.  Write  Mr.  Jack  Blunk,  Grandview,  Wa.,  or  call  (509) 
882-2515. 


BOOK  REVIEW 
Surgical  Anatomy 

By  Anson,  B.  J.  and  McVay,  C.  B.,  5th  Edition,  2 volumes, 
1,282  pages,  iVi  x 1014  in.,  3,000  illustrations.  Price  $45.00. 

This  work  is  intended  to  satisfy  a need  which  the 
authors  believe  will  continue  to  exist  for  a textbook 
that  treats  body  structure  as  basic  to  operative  tech- 
nique. The  present  publication  does  succeed  in  corre- 
lating the  patterns  of  normal  and  abnormal  anatomy 
with  the  many  advances  in  surgery  of  recent  years, 
and  represents  a distinct  improvement  over  previous 
editions.  This  current  truly  encyclopedic  presentation 
makes  available  to  the  surgeon  a mass  of  information 
that  includes  not  only  the  facts  of  human  anatomy 
and  their  bearing  on  surgical  procedures,  but  also  con- 
siderable physiologic  and  pathologic  data.  The  au- 
thors have  combined  the  products  of  their  own  experi- 
ence and  research  with  illustrations  selected  from  the 
literature  for  their  exceptional  teaching  value.  Full 
credit  has  been  given  for  textual  and  pictorial  contri- 
butions to  this  work  by  authorities  in  special  fields, 
with  former  colleagues  at  Northwestern  University 
and  present  associates  at  the  Universities  of  Iowa  and 
South  Dakota  receiving  particular  citation. 

The  surgical  implications  of  human  morphology  are 
discussed  in  detail  under  39  regional  headings.  Since, 
apart  from  material  supplied  by  actual  dissection  in 
the  laboratory  or  operating  room,  the  topography  of 
vital  organs  and  tissues  is  best  demonstrated  by  graph- 
ic modalities,  the  authors  have  provided  pictures  in 
great  profusion  to  illustrate  their  text.  In  addition  to 


“My  secret? 

For  heartburn  I always 
use  'DicarbosiV r 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 
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319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


the  reproduction  of  many  older  anatomic  drawings  of 
classic  quality,  there  has  been  free  employment  of 
photographs,  roentgenograms,  diagrams,  and  artistic 
representations  of  cadaver  dissections  to  ensure  that 
structural  relationships  of  surgical  significance  are 
made  clear  to  the  reader.  The  authors  point  out  re- 
peatedly the  embryological  background  for  the  form 
and  position  of  normal  body  organs.  They  also  have 
quoted  clinical  and  laboratory  evidence  to  document 
the  incidence  of  important  anatomic  variations.  Ap- 
plying the  principles  of  basic  anatomy  to  problems  of 
operative  management  in  various  regions  of  the  body, 
the  authors  have  been  able  to  indicate  the  key  steps  in 
a spectrum  of  operations,  which  includes  the  most 
sophisticated  techniques  of  organ  transplantation  as 
well  as  procedures  performed  frequently  today  by  all 
surgical  specialists. 

This  latest  edition  of  Anson  and  McVay’s  Surgical 
Anatomy  is  an  outstanding  product  of  the  publisher’s 
art  and  craft,  and  should  find  a place  in  the  libraries 
of  most  hospitals  and  schools  of  medicine.  This  work 
provides  a broad  view  of  anatomy,  surgery  and  path- 
ology, and  should  serve  as  a valuable  primary  refer- 
ence for  the  solo  practitioner  of  surgery.  The  publica- 
tion would  seem  to  be  well  worth  the  listed  price. 

ROBERT  S.  SMITH,  M.D. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Amiual  — June  18-22,  1972,  San 
Francisco;  June  24-28,  1973,  New 
York;  June  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim',  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians— Region- 
al Meeting,  Sept.  29-30,  1972,  Seattle, 
Washington 

Washington  State  Medical  Association  — 
Annual  Meeting,  September  17-20, 
1972,  Seattle 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
Meeting,  May  12-13,  1972,  La  Playa 
Hotel,  Carmel,  California 
Pres.  George  Peirson,  Portland 
Sec.  Donald  R.  Silverman,  Seattle 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 


OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 

Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.). 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2r;d 
Wed.  (Jan.-Apr.,  Oct.,Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American  Psy- 
chiatric Association— (Jan.,  Apr., Oct.). 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct.,Nov.,Jan.,  through 
May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy  — Northwest 
Forum. 

1971,  Hilton  Hotel,  Portland 
Pres.  John  L.  Stevenson,  Jr.,  Portland 
Sec.  Robert  L.  Cutter,  Bend 

Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.-April)  Portlarid.  May, 
Salishan. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri.,  Sept-May, 
except  Nov.  , Third  Friday. 

Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Budding,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-April)  6:30P.M.,  Ramadainn, 
Portland.  Annual  Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 

WASHINGTON 

King  County  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Ophthalmology 
—3rd  Tues.  (Oct.-April)  Annual  Meet- 
ing,Jan.  14-15,  1972,  Washington  Pla- 
za Hotel,  Seattle 


Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jaru,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed., 
(except  June,  July,  Aug.,  Sept,  Dec.). 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May)  Annual  Meeting,  Jan.  21 
-22,  Seattle 

Pres.  Dean  Parker,  Seattle 
Sec.  Karl  J.  May,  Seattle 

Spokane  Surgical  Society  — Quarterly. 
Pres.  Edward  Johnson,  Spokane 
Sec.  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine  — 
Annual  Meeting,  March  23-24,  1972. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.  Edward  C.  Smith,  Spokane 
Sec.  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept.-May). 

Pres.  Paul  Rider,  Yakima 
Sec.  Lincoln  Ries,  Yakima 


Please  send  information  to  be  includ- 
ed on  this  page  to:  Managing  Editor, 

Northwest  Medicine,  500  Wall  Street, 
Seattle,  Washington  98121. 
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When  diarriiea 
wringsthe 
wedding  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
. during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept. -Oct.)  1958. 


Lomotfl^ 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con-  j 
siderable  caution  in  patients  receiving  ad-  j 
dieting  drugs.  Recommended  dosages  | 


ould  not  be  exceeded,  and  medication 
ould  be  kept  out  of  reach  of  children, 
jns  of  accidental  overdosage  may  in- 
ide  severe  respiratory  depression, flush- 
3.  lethargy  or  coma,  hypotonic  reflexes, 
stagmus,  pinpoint  pupils,  tachycardia: 
ntinuous  observation  is  necessary.  The 
btherapeutic  amount  of  atropine  sulfate 
added  to  discourage  deliberate  over- 
isage. 

dverse  Reactions:  Side  effects  re- 
eled with  Lomotil  therapy  include  nau- 
'3,  sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo. . . . '/2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo...V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 


For  more  detailed  medical  information  write: 
G.  0.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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Human  beings  are  ecosystems,  inhabited  by  populations 
of  microorganisms.  When  antibiotics  alter  the  balance  of  these  populations 
in  the  G.  I.  tract,  monilial  overgrowth  can  ensue. 

The  Nystatin  component  of  DECLOSTATIN  is  present  to  help 
control  such  overgrowth. 

DECLOSTATIN  is  particularly  relevant  for  treatment 
of  bacterial  infection  caused  by  sensitive  organisms  in 
such  monilia  susceptible  patients  as  diabetics,  the  elderly  or  debilitated, 
and  others  with  a history  of  moniliasis. 


DECLOSTATIN®  300 

Demeclocycline  HCl  300 mg 
and  Nystatin  500,000  Units 

Capsule-Shaped  Tablets  Lederle 


I 

Actions:  Tetracyclines  are  active  against  a wide  | 
range  of  gram-negative  and  gram-positive  f 

organisms.  Nystatin  is  an  antifungal  agent 
against  Candida  (monilia)  albicans. 

Contraindications:  Hypersensitivity  to  any 
tetracycline  or  nystatin.  \ 

Warnings:  The  Use  of  Drugs  of  the  Tetracycline 
Class  During  Tooth  Development  (Last  Half  of 
Pregnancy,  Infancy  and  Childhood  to  the  Age  of 
SYears)  May  Cause  Permanent  Discoloration  of 
theTeeth  (Yellow-Gray-Brown).  This  Adverse  Re- 
action is  More  Common  During  Long-Term  Use 
of  the  Drugs  But  Has  Been  Observed  Following 
Repeated  Short-Term  Courses.  Enamel  Hypo- 
plasia Has  Also  Been  Reported.  Tetracycline 
Drugs,  Therefore,  Should  Not  be  Used  in  This 
Age  Group  Unless  Other  Drugs  Are  Not  Likely 
To  be  Efiective  or  Are  Contraindicated.  In  renal 
impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such 
conditions,  use  lower  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Phototoxic 
reactions,  characterized  by  severe  burns  of 
exposed  surfaces,  can  result  from  direct  expo- 
sure to  sunlight  during  therapy  with  moderate 
to  large  doses  of  demeclocycline.  Advise  patient 
of  this  reaction  to  sunlight  or  ultraviolet  light,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Like 
other  tetracyclines,  demeclocycline  forms  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given 
oral  doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a 
decrease  in  fibula  growth  rate,  reversible  when  drug 
was  discontinued.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia, 
hyperphosphatemia,  and  acidosis. 


Precautions:  Use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  If  superinfection 
occurs,  institute  appropriate  therapy.  In  venereal 
diseases  when  coexistent  syphilis  is  suspected,  darkfield 
examination  should  be  done  before  treatment  is  started 
and  blood  serology  repeated  monthly  for  at  least  4 
months.  Patients  on  anticoagulant  therapy  may  require 
downward  adjustment  of  such  dosage.  Test  for  organ 
system  dysfunction  (e  g.,  renal,  hepatic  and  hemo- 
poietic) in  long-term  use.  Treat  all  Group  A beta 


hemolytic  streptococcal  infections  for  at  least  10  days. 
Following  therapy,  persistence  for  several  days  in  both 
urine  and  blood  of  bacteriosuppressive  levels  of  drug 
may  interfere  with  culture  studies.  Do  not  consider 
such  levels  as  therapeutic. 

Adverse  Reactions:  G.I.:  anorexia,  nausea,  vomit- 
ing, diarrhea,  glossitis,  dysphagia,  enterocolitis, 
inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular 
erythematous  rashes.  Exfoliative  dermatitis 
(uncommon).  Photosensitivity.  Renal  toxicity: 
rise  in  BUN,  dose-related.  Transient,  reversi- 
ble, nephrogenic  diabetes  insipidus  with 
excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions:  urticaria, 
angioneurotic  edema,  anaphylaxis, 
anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus 
erythematosus.  When  given  over 
prolonged  periods,  tetracyclines 
may  produce  brown-black  micro- 
scopic discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur.  In  young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood: 
hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosino- 
philia.  Nystatin:  Nystatin  has  been  associated  with  nausea 
and  vomiting,  gastrointestinal  distress  and  diarrhea 
(occasionally  with  large  doses).  Concomitant  therapy: 
Antacids  containing  aluminum,  calcium,  or  magnesium 
impair  absorption;  do  not  give  to  patient  taking  oral  tetra- 
cycline. Food  and  some  dairy  products  also  interfere  with 
absorption.  Oral  doses  should  be  given  1 hour  before  or 
2 hours  after  meals.  Pediatric  oral  doses  should  not  be 
given  with  milk  formulas,  but  should  be  given  at  least  1 hour 
prior  to  feeding. 
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• Treatment  of  Burns  in  a Community 

Hospital  page  103 

Modern  treatment  includes  fluid  and  electrolyte 
control,  prevention  of  infection,  and  early 
rehabilitation.  It  can  be,  should  be,  provided  in 
well-managed  community  hospitals. 

• Dislocation  of  the  Peroneal  Tendons  at  the  Ankle page  108 

This  diagnosis  should  not  be  rrissed.  Prompt 
surgical  repair  yields  excellent  results. 

• Crohn's  Disease  of  the  Anal  Region  page  111 

The  incidence  is  increasing  and  recognition  is  not 
difficult.  Symptoms  should  be  relieved,  but  cure 
is  not  to  be  expected. 
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Important  Note:  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  blackor  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis 

Contraindications  Children  14  years  or  less;  senile  pa- 
tients: history  or  symptoms  of  G I inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia; history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction,  hy- 
pertension, thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings:  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty. 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia. 

Adverse  Reactions  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, LyelTs  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 


Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Next  time . . . Butazolidin'  alka  Geigy 

Each  capsule  contains; 

1 00  mg.  phenylbutazone  USP 
1 00  mg,  dried  aluminum  hydroxide  gel  USP 
1 50  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it 


necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata.  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheuma- 
tica.  optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression. headaches,  hallucinations,  giddiness,  vertigo. 


coma,  hyperventilation,  insomnia;  ulcerative  stomatitis 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients  care 
fully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions,  warn- 
ings. contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information.  ^ 
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(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant 

(phenylpropanol- 
amine HCl— 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine 

( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HE  NEEDS 

MAKE  HIM  FOR  PROLONGED 
MISERABLE  REUEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  “rose  fever."  etc  ). 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings;  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  uptake 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&f  Smith  Kline  & French  Laboratories 


ORNADE  SPAMLE 


® 


Each  capsule  contains  8 mg  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2 5 mg.  of  isopropamide.  as  the  iodide. 


brand  of  sustained  release  capsules 
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A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi,  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
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Cerebral  vascular  disease 
wears  many  deceptive  faces. 


Forgetfulness 


Withdrawal 


The  personality  changes  of  cerebral 
vascular  disease  often  masquerade  as 
behavioral  disorders— particularly  in 
the  elderly. 

Tranquilizer  therapy  - 
another  mask 

Treating  the  behavioral  disturbances 
of  cerebrovascular  insufficiency  with 
tranquilizers  may  quiet  the  patient  and 
thereby  mask  the  symptoms- but  it  does 
not  approach  the  fundamental  problem, 

Cerespan  (papaverine  HCI)- 
a better  answer  than 
a tranquilizer 
in  cerebrovascular  spasm 

Cerespan  treats  the  basic  problem. 

Provides  direct  vasodilating  action  on 
responsive  blood  vessels  to  help  in- 
crease cerebral  blood  flow  and 
decrease  cerebral  vascular  resistance. 

So,  when  you  are  confronted  with 
aggression,  excitability,  irritability, 
confusion,  memory  impairment,  and 
} certain  other  behavioral  problems  in 
f older  patients,  cerebral  vascular 
insufficiency  due  to  vasospasm  may 
■ be  your  diagnosis.  A diagnosis  that 
calls  for  Cerespan. 


Untidiness 


Cerespan  - convenient 
q.12  h.  dosage 

Papaverine  for  effectiveness.  Micro- 
dialysis for  sustained  release  of  medi- 
cation day  and  night.  Simple  dosage. 
Sustained  protection. 


Sobbing 


A better  answer  than 
a tranquilizer  in 
cerebrovascular  spasm 


CCRC/E^in 

popoverlne  HCI)  q.l2h. 

I I 150  ma  in  micro-diaivsis  cells  ^ i 


BRIEF  SUMMARY 

Each  Cerespan  capsule  contains  papaverine 
HCI  150  mg,  in  micro-dialysis  cells. 

Indications  and  Dosage:  For  relief  of  cerebral 
and  peripheral  ischemia  associated  with 
arterial  spasm,  1 capsule  q,  12  h. 

Precautions;  Use  with  caution  In  glaucoma. 
Discontinue  drug  if  hepatic  hypersensitivity 
with  gastrointestinal  symptoms,  jaundice, 
eosinophilia  and  altered  liver  function  tests 
occur 

Adverse  Reactions:  Anorexia,  nausea,  ab- 
dominal distress,  constipation  or  diarrhea, 
skin  rash,  malaise,  drowsiness,  vertigo,  sweat- 
ing and  headache, 

Supplied:  Bottles  of  100  and  1,000.  drum  of 
5.000:  single-dose  blister  pack,  boxes  of  500. 


USV  PHARMACEUTICAL  CORP 
Tuckahoe,  N Y,  10707 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Basis  of  Hospital  Costs 


Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Few  people  are  aware  of  what  has  been  happening 
in  the  business  of  providing  hospital  service.  Under- 
standably, they  sometimes  react  with  alarm  and  indig- 
nation when  they  get  a bill  that  seems  to  them  to  be 
out  of  all  proportion  to  what  they  received.  This  type 
of  reaction  was  illustrated  vividly  last  August  when  a 
mother  received  a bill  for  service  to  her  two  sons,  who 
were  in  Swedish  Hospital,  Seattle,  for  tonsillectomy. 
The  stay  was  for  one  day  only. 

The  mother  expressed  her  indignation  with  consid- 
erable clarity  in  a letter  to  the  editor  of  a public  serv'ice 
column  in  one  of  the  local  newspapers.  The  editor  of 
the  column  asked  for  the  facts.  In  preparing  an  answer 
for  him,  I made  a study  of  the  services  provided  for 
the  two  boys,  and  the  increases  in  costs  for  such  serv- 
ices in  the  past  ten  years.  You  may  be  interested  in 
the  results. 

The  list  of  services  deemed  necessary  by  the  boys’ 
physician  included  x-ray,  intravenous  fluids,  use  of 
surgery  and  recovery  rooms,  general  anesthesia  with 
physician  supervision,  anesthetic  materials,  laboratory, 
surgical  supplies  and  dressings,  medication,  and  gen- 


eral hospital  care  for  one  day.  Our  charges  were  re- 
lated to  costs  for  the  quality  of  service  you  would  ex- 
pect us  to  supply. 

The  bill  in  the  case  I studied  was  $300.  Ten  years 
ago  the  bill  for  comparable  service  to  comparable  pa- 
tients would  have  been  $155.  In  the  intervening  ten 
years  the  patient  day  cost  has  risen  from  $52.08  to 
$108.92.  The  ten  year  rise  in  the  various  elements  of 
this  per  diem  cost  is  as  follows: 


Professional  care 

32% 

(Nursing  care,  medical 

education,  etc.) 

Special  services 

31% 

(Inhalation  Tx;  laboratory. 

x-ray,  blood,  etc.) 

Dietary 

4% 

Household  and  plant  operation 

15% 

Administrative  expense 

12% 

Growth  and  development 

6% 

In  the  above  listed  1970  cost  breakdown  note  the 
administrative  cost  of  12  percent;  this  includes  items 
such  as  those  in  Table  1 : 


1961 

Per  Patient 
Admitted 

1970 

Per  Patient 
Admitted 

Per  Patient 
Admitted 

Accounting,  admitting 

& general  services 

$280,214 

$8.00 

$542,339 

$25.00 

310 

Insurance 

(Liability,  etc.) 

38,174 

2.00 

176,134 

8.00 

400 

Audit  and  legal 

6,274 

.36 

22,479 

1.00 

270 

Telephone/telegraph 

32,587 

2.00 

82,022 

4.00 

200 

Postage 

7,840 

.46 

19,303 

.90 

195 

Dues  and  subscriptions 

4,654 

.27 

17,123 

.80 

290 

Collection  expense 

11,660 

.68 

27,758 

1.30 

199 

Taxes 

105,048 

6.00 

395,138 

18.00 

300 

Retirement 

... 

... 

129,913 

6.00 

Health  Insurance  — 
Employees 

39,390 

2.00 

146,008 

7.00 

350 
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Note  the  two-  to  three-fold  increase  per  patient  in 
many  categories,  again  comparing  costs  in  1961  and 
1970. 

In  1961  a laboratory  technologist  was  hired  at 
$370;in  1970  she  was  hired  at  $675.  The  average  pay 
of  custodial  help  in  1961  was  $285,  which  ranged  as 
high  as  $450  in  1970.  The  median  salary  range  of  a 
registered  nurse  in  1961  was  $375  as  compared  to  a 
median  range  of  $700  in  1970. 

There  have  been  changes  in  the  practice  of  medi- 
cine in  this  same  ten  year  period  as  evidenced  by  the 
fact  that  physicians  in  1960  ordered  1.9  laboratory 
tests  per  patient  day  as  compared  to  9 per  patient  day 
in  1971. 

Certain  costs  which  we  refer  to  as  contract  allow- 
ances reflect  the  fact  that  the  Federal  government  and 
certain  other  agencies,  such  as  Blue  Cross,  simply  will 
not  pay  most  hospitals  their  true  expense  for  patient 
care.  This  payment  deficit  in  1961  was  39  cents  per 
patient  day.  With  the  advent  of  Medicare,  Medicaid, 
State  industrial  and  other  programs  and  also  Blue 
Cross,  it  is  now  necessary  that  our  various  patients 
not  covered  by  the  above  agencies  pay  an  additional 
$9  per  day  in  order  to  overcome  the  above  deficits. 

It  is  now  generally  accepted  that  an  intern  and  resi- 
dent trainee  in  the  hospital  should  earn  a living  wage. 
The  budget  for  the  house  staff  and  Medical  Education 
in  1961  was  $72,000;  this  increased  to  $374,500  in 
1970. 

Hospitals  are  frequently  berated  for  the  high  cost 
of  individual  procedures.  These  however  are  cost 
accounted  as  in  any  well  run  business.  For  example, 
a liver  biopsy  test  which  involves  the  passage  of  a 
needle  into  the  liver  with  the  removal  of  a small  speci- 
men for  study  results  in  a cost  breakdown  as  follows: 


Nursing  time 

$ 2.60 

Fringe  benefits 

.60 

Overhead  cost 

2.70 

Standby  time 

.98 

Supplies 

.53 

Laundry  and  linen 

.80 

Messenger  time 

.60 

Growth  and  development 

2.37 

Contract  allowance 

.90 

$12.07 

Our  hospital  charge  is  $15  for  such  a test. 

Overhead  charges  placed  against  the 

various  depart- 

ments  are  applied  on  a basis  consistent  with  standard 
methods  of  cost  accounting.  An  example  can  be  the 
Emergency  Room  of  the  hospital  where  the  total  cost 

for  supplies  and  salaries  was  $54,625 
overhead  charges  are  listed  below: 

in  1970.  The 

Depreciation 

$ 1,033 

Employee  Health  and  Welfare 

4,708 

Plant  — heat,  light,  etc. 

717 

Maintenance  and  repair 

649 

Laundry 

4,980 

Medical  records 

1,283 

Medical  Education 

32,840 

Administration 

999 

$56,202 

Still  serving  • •• 

Miltown' 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512 
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The  total  costs  direct  and  indirect  were  $110,827. 
Patient  charges  resulted  in  an  income  of  $100,475, 
therefore  a loss  of  $10,352  during  1970. 

The  above  figures  represent  isolated  examples  - 
which  show  the  manner  in  which  the  amount  of  the 
bill  submitted  to  Mrs.  Bakko  was  ascertained.  Essen- 
tially it  reflects  those  costs  inherent  in  an  industry 
which  is  largely  service  oriented,  operated  on  a budget, 
the  highest  percentage  of  which  is  wages  and  salaries, 
in  an  era  when  medicine  has  reached  a degree  of  so- 
phistication that  possibly  we  can’t  afford.  This  last 
observation  however  might  better  be  conjectured  else- 
where at  another  time. 

Sincerely  yours, 

ALLAN  W.  LOBB,  M.D. 

FDA  Credibility  Suffers 

Tacoma,  Washington 
Editor,  NORTHWEST  MEDICINE; 

On  December  13th,  I,  along  with  other  physicians, 
received  from  the  Bureau  of  Drugs  of  the  Food  and 
Drug  Administration  a bulletin  entitled,  “Hexachloro- 
phene  and  Newborns.”  Radio  news  releases  regarding 
this  action  were  presented  to  the  general  public  several 
days  in  advance  of  receipt  of  this  printed  bulletin.  On 
the  basis  of  articles  published  in  the  Lancet  and  an  un- 
published paper  read  before  the  Society  of  Toxicol- 
ogy’, an  article  in  the  Archives  of  Environmental 
Health,  and  more  particularly,  on  the  basis  of  recent 
unpublished  studies,  the  Food  and  Drug  Administra- 
tion recommends  marked  changes  in  techniques  of 
skin  care  of  newborn  infants  that  have  been  routine 
in  most  hospitals  in  the  country  for  more  than  20 
years. 

When  immediate  changes  in  procedural  routines 
are  recommended  by  an  official  agency  on  the  basis  of 
unpublished  studies  or  studies  published  in  journals 
not  readily  available  to  practicing  physicians,  a con- 
siderable emergency  is  implied.  We  are  all  aware  of 
the  occurrence  of  convulsions  in  individuals  treated 
with  hexachlorophene  preparations  over  large  areas 
denuded  of  skin,  and  apprehensive  regarding  the  re- 
cent introduction  of  hexachlorophene  preparations 
for  intraoral  use,  but  this  is  not  the  emergency  in- 
volved. In  fact,  the  excellent  safety  record  of  pHiso- 
Hex  and  other  hexachlorophene  soaps  in  the  virtual 
elimination  of  gram  positive  bacterial  infections  from 
newborn  and  premature  nurseries  over  the  last  20 
years  is  strong  evidence  against  any  emergency  and  is 
cause  for  a great  deal  of  skepticism  regarding  the  exist- 
ence of  any  problem  with  pHisoHex. 

Nonemergency  presentation  of  scientific  informa- 
tion and  concern  to  physicians  requires  that  full  infor- 
mation and  any  available  controlled  studies  be  pub- 
lished in  the  clinical  literature  in  order  that  it  can  be 
thoroughly  evaluated  and  discussed  by  each  responsi- 
ble physician.  Only  in  this  way  can  the  physician 
make  informed  judgments  allowing  individualization 
of  therapy  relating  to  the  special  problems  of  individ- 
ual patients.  Only  in  this  way  can  practicing  physi- 
cians provide  an  informed  response  to  the  questions 


which  come  from  patients  and  parents  who  have  been 
confident  in  using  a product  for  many  years.  Only  in 
this  way  can  the  medical  profession  be  prepared  to 
discuss  the  fallout  from  the  general  publicity  of  radio 
and  newspaper  reports. 

The  failure  to  follow  this  type  of  routine  in  the 
hexachlorophene  case  has  caused  extreme  guilt  feel- 
ings in  a large  number  of  parents  who  have  used  the 
product  over  the  years.  In  even  more  cases  it  has 
caused  disbelief  which  has  discredited  the  reputation 
of  the  Food  and  Drug  Administration  and  perhaps  of 
the  medical  profession. 

I suggest  that  there  needs  to  be  a firm  policy  re- 
garding techniques  of  informed  notification  of  practic- 
ing physicians  by  the  Food  and  Drug  Administration, 
regarding  timing  and  techniques  of  notification  of  the 
lay  public,  regarding  the  determination  of  the  need 
for  emergency  notification,  and  regarding  preservation 
of  informed  advanced  notification  of  physicians  even 
in  a case  where  emergency  action  is  justified.  It  is  my 
view,  that  in  the  absence  of  such  procedural  standards, 
the  credibility  of  the  Food  and  Drug  Administration, 
of  medical  practice  and  of  pharmaceutical  manufactur- 
ing, will  increasingly  suffer  in  the  eyes  of  the  intelli- 
gent public. 

Sincerely  yours, 

DAVID  SPARLING,  M.D. 

Addendum,  January  17:  Since  submission  of  the 

above  letter,  pediatricians  have  received  from  The 
American  Academy  of  Pediatrics  a considerably  more 
detailed  and  documented  committee  report  on  hexa- 
chlorophene and  skin  care  of  newborn  infants.  This 
report  is  submitted  late  and  only  to  members  of  the 
Academy.  It  partially  fulfills  the  needs  of  physicians 
as  outlined  above,  and  further  points  out  the  defects 
of  the  FDA  procedure  and  statement. 

D.  S. 

Circumcision  on  Request 

The  Dalles,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

The  letter  in  the  December  issue  in  defense  of  cir- 
cumcision was  pretty  weak:  Probably  the  proponents 
are  merely  laughing  all  the  way  to  the  bank  or  did  you 
editorialize  the  correspondence? 

The  first  emotional  tirade  should  not  have  been 
given  the  authority  and  dignity  of  an  editorial  but 
should  have  been  a letter  in  your  correspondence 
section. 

Personal  experience  often  outweighs  scientific  trea- 
tise and  religious  instruction.  I have  vivid  painful 
memory  to  two  episodes  of  embarrassing  and  danger- 
ous balanitis  in  my  youth  and  have  absolutely  no 
memory  of  any  of  the  many  things  that  made  me  cry 
as  an  infant.  Ergo  I circumcise  infants  on  request  with 
enthusiasm. 

The  schism  goes  deeper  though:  Medicine  man  vs. 
Surgeon.  We  work  hard  and  long  in  pursuit  of  our 

contimted  on  page  89 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  1 never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel'PG 

Donnagel  with  paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg 
(equivalent  to  paregoric  6 rrJ.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
60.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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CiiughColn’f 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin^  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasai,  Sinus 

Decongestant  Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m 

A.  H.  Robins  Company, 
Richmond  Virginia  23220 

COUGH  CALMERS® 

m 

A-H-nnRiN<; 
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objective  to  help  troubled  people  and  relieve  human 
suffering.  We  get  our  license  and  immediately  begin 
to  impose  limitations.  The  medicine  man  says  1 will 
not  be  a roaring  lion  and  do  everything  possible  like 
messy  and  undignified  surgery,  I will  do  only  the 
things  which  1 can  do.  I have  a right  to  do  this  and  a 
po.x  on  you  critical  proud  surgeons.  You  make  mis- 
takes too,  like  doing  unnecessary  operations  on  poor 
little  defenseless  babies. 

An  example  of  this  occurred  in  a recent  meeting  of 
the  Portland  Surgical  Society.  One  member  was  pre- 
senting the  efficacy  of  phenylbutazone  for  thrombosed 
piles.  Another  member  protested  that  anything  as 
simple  and  easily  cured  by  surgery  as  a pile  did  not 
justify  the  hazards  of  using  Butazolidine. 

The  correspondence  you  did  publish  did  illustrate 
one  point.  The  alternatives  to  circumcision  are  not 
without  sin,  however  sinful  the  circumciser  may  be  in 
the  eyes  of  the  medicine  man. 

Sincerely  yours, 

T.  L.  HYDE,  M.D. 

In  conformity  with  the  statement  heading  this  sec- 
tion, no  changes  were  made  in  the  letters  published  in 
the  December  issue.  Minor  changes  have  been  made  in 
Dr.  Hyde’s  letter  to  keep  it  within  the  limits  requested 
in  the  heading  statement.  Ed. 


Library  Link  Like  Lightning 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

The  MEDLARS  Center  at  the  Pacific  Northwest 
Regional  Health  Sciences  Library  now  has  direct  tele- 
phone access  to  MEDLINE,  the  on-line  system  for  re- 
trieval of  citations  to  the  biomedical  literature  that  is 
being  established  at  the  National  Library  of  Medicine. 
The  MEDLINE  data  base  is  approximately  130,000 
citations  from  239  of  the  most  important  biomedical 
journals  indexed  for  MEDLARS  from  January  1969 
to  date.  The  base  is  being  expanded  to  over  300,000 
citations  in  about  1,000  journals.  This  should  be  ac- 
complished within  a month  or  two. 

Contact  with  the  computer  at  Bethesda  is  accom- 
plished by  local  telephone  call  to  a terminal,  in  Seattle, 
provided  by  TYMSHARE  Corporation  under  contract 
with  the  National  Library  of  Medicine.  While  this  is 
actually  a long-distance  connection,  it  is  merely  a local 
call  as  far  as  the  Seattle  Library  is  concerned.  The 
computer  starts  to  search  upon  completion  of  the  re- 
quest and  the  citation  list  comes  back  within  seconds. 

The  Pacific  Northwest  Regional  Health  Sciences 
Library  Center  has  had  access  for  over  a year  to  AIM- 
TWX,  an  experimental,  on-line  system  with  a small 
data  base  of  100  English  language  journals.  However, 
the  cost  of  long  distance  telephone  calls  to  Santa 
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Mylanta 


a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcjer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Monica,  California,  has  restricted  use  and  promotion 
of  AIM-TWX. 

Now  that  there  is  access,  by  means  of  direct  tele- 
phone calls,  to  the  large  data  base  of  MEDLINE,  the 
MEDLARS  Center  wishes  to  encourage  users  of  the 
Pacific  Northwest  Regional  Health  Sciences  Library  to 
request  bibliographic  searches.  Unless  a retrieval  is 
large,  citations  are  obtained  immediately.  If  there  are 
too  many  citations,  an  off-line  printout  can  be  re- 
quested. It  is  received  by  air  mail  from  the  National 
Library  of  Medicine,  usually  in  two  or  three  days. 

Searches  for  articles  by  an  individual  author,  w'hich 
are  not  permissible  for  ordinary  MEDLARS  searches, 
can  be  done  by  .MEDLINE,  in  addition  to  the  usual 
AL\1-T\VX  and  some  MEDLARS  requests. 

The  Center  will  continue  to  process  MEDLARS 
searches  as  well,  for  an  indefinite  period.  The  AIM- 
TWX  system  will  also  be  available  until  December 
1972. 

Both  MEDLINE  and  AIM-TWX  were  developed  by 
Systems  Development  Corporation  for  the  Library 
Operations  Office  and  the  Lister  Hill  National  Center 
for  Biomedical  Communications  at  the  National  Li- 
brary of  Medicine. 

At  present,  the  computer  is  available  for  use  from 
8:00  a.m.  to  12:00  noon.  Pacific  time,  Monday 
through  Friday.  This  amount  of  time  will  be  extended 
later.  Requests  may  be  submitted  by  telephone, 
letter,  or  the  MEDLARS  request  form.  The  Seattle 
telephone  number  is  (206)  543-5530.  Letters  and 
request  forms  should  be  sent  to: 

MEDLARS  Center 
Pacific  Northwest  Regional 
Health  Sciences  Library 
University  of  Washington 
Seattle,  Washington  98195 

Sincerely, 

DORICE  DESCHENE 

MEDLARS  Search  Analyst 


Reducing  Costs  — and  Taxes 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Now  that  we  physicians  are  required  to  enlist  in 
workmen’s  compensation  at  an  e.xpense  far  exceeding 
private  insurance  coverage,  we  might  take  a closer 
look  at  medical  costs  of  our  State  Department  of 
Labor  and  Industries  with  a view  to  reducing  same 
and  hence  reducing  cost  to  taxpayers. 

A medical  bulletin  was  recently  issued  by  the  de- 


partment reporting  on  types  and  costs  of  medical  ser- 
vices paid  by  them  during  the  month  of  August,  1971. 
1 won’t  comment  on  the  $115,376.14  paid  to  chiro- 
practors. 

$919,649.80  went  to  hospitals.  Having  often  seen 
patients  in  traction  for  months  in  the  general  hospi- 
tals, I would  make  a plea  for  greater  use  of  extended 
care  facilities  for  these  cases,  for  cases  requiring  intra- 
muscular injections,  tube  feedings,  skin  care,  colosto- 
my and  catheter  care,  post-surgery  status,  fractures, 
stroke,  circulatory  disorders  and  others  now  handled 
in  hospitals  and  which  could  be  managed  just  as  well 
and  at  one-third  the  cost  in  an  E.C.F. 

There  are  several  excellent  convalescent  centers  in 
the  Northwest  with  good  facilities  and  competent  per- 
sonnel, eager  to  accommodate  and  cooperate  with 
doctors’  requests  and  patients’  needs. 

Let’s  make  greater  use  of  these  facilities  and  reduce 
our  taxes! ! 

Very  truly  yours, 

LOUIS  J.  SCHEINMAN,  M.D. 


By  the  Numbers  — Hup-2-3-4 

Seattle,  Washington 


This  may  serve  as  a comic  relief  item  in  an  issue  of 
NORTHWEST  MEDICINE  if  you  ever  run  out  of 
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Drug  No.  BNDD  AB0123456 

Department  of  Labor  & Industries  1861 

Washington  Physicians  Civil  Form  102895 

Washington  State  Tax  178-094-538 

Welfare/Services  for  Blind  1-0532 

Social  Security  No.  537-44-9243 

Leave  space  at  bottom  for  3 more  numbers  to  be 
added  as  are  assigned. 

Sincerely, 

EARL  L.  BARRETT,  M.D. 


Editor,  NORTHWEST  MEDICINE: 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  whh  Saffola^ 
products. 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


nnf»iir\.  Laboratories 

ROCHE  X Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N.J.  07110 


Snd  £f udCX'^huHtHiracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  shovyed  that  Avith  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.s 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions , while  intervening  skin 
remained  relatively  unaffected. ^ The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.^ 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M.: 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,**  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
P.  92.  3,  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch,  Derm,,  97:14,  1968. 

5.  Data  on  file,  Hofifmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25:450, 1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyper  pigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


SPECIAL  ARTICLE 


Medical  Care  as  a Right:  A Refutation 

ROBERT  M.  SADE,  M.D.,  Boston,  Massachusetts 

From  man’s  primary  right  — the  right  to  his  own  life  — derive  all  others,  including  the 
rights  to  select  and  pursue  his  own  values,  and  to  dispose  of  these  values,  once  gained, 
without  coercion.  The  choice  of  the  conditions  under  which  a physician’s  services  are 
rendered  belongs  to  the  physician  as  a consequence  of  his  right  to  support  his  own  life. 

If  medical  care  is  a right  of  the  patient,  that  right  should  properly  be  protected  by  law. 

Since  the  ultimate  power  of  all  law  is  force  of  arms,  the  physician’s  professional  judgment 
— that  is,  his  mind  — must,  then,  be  controlled  through  threat  of  violence  by  the  state. 

Force  is  the  antithesis  of  mind,  and  man  cannot  survive  qua  man  without  the  free  use  of 
his  mind.  Thus,  since  the  concept  of  medical  care  as  the  right  of  the  patient  entails  the  use 
or  threat  of  violence  against  physicians,  that  concept  is  anti-mind  — therefore,  anti-life, 
and,  therefore,  immoral. 


The  current  debate  on  health  care  in  the  United 
States  is  of  the  first  order  of  importance  to  the  health 
professions,  and  of  no  less  importance  to  the  political 
future  of  the  nation,  for  precedents  are  now  being  set 
that  will  be  applied  to  the  rest  of  American  society  in 
the  future.  In  the  enormous  volume  of  verbiage  that 
has  poured  forth,  certain  fundamental  issues  have 
been  so  often  misrepresented  that  the  misrepresenta- 
tions have  now  become  commonly  accepted  fallacies. 
This  paper  will  be  concerned  with  the  most  important 
of  these  misconceptions,  that  medical  care  is  a right 
and  with  a brief  consideration  of  some  of  its  corollary 
fallacies. 

rights  — morality  and  politics 

The  concept  of  rights  has  its  roots  in  the  moral 
nature  of  man  and  its  practical  expression  in  the  polit- 
ical system  that  he  creates.  Both  morality  and  politics 
must  be  discussed  before  the  relation  between  polit- 
ical rights  and  medical  care  can  be  appreciated. 

A “right”  defines  a freedom  of  action.  For  in- 
stance, a right  to  a material  object  is  the  uncoerced 
choice  of  the  use  to  which  that  object  will  be  put. 
A right  to  a specific  action,  such  as  free  speech,  is  the 
freedom  to  engage  in  that  activity  without  forceful 
repression.  The  moral  foundation  of  the  rights  of 
man  begins  with  the  fact  that  he  is  a living  creature: 
he  has  the  right  to  his  own  life.  All  other  rights  are 
corollaries  of  this  primary  one;  without  the  right  to 
life,  there  can  be  no  others,  and  the  concept  of  rights 
itself  becomes  meaningless. 

The  freedom  to  live,  however,  does  not  automatic- 
ally ensure  life.  For  man,  a specific  course  of  action 
is  required  to  sustain  his  life,  a course  of  action  that 
must  be  guided  by  reason  and  reality  and  has  as  its 
goal  the  creation  or  acquisition  of  material  values, 
such  as  food  and  clothing,  and  intellectual  values, 
such  as  self-esteem  and  integrity.  His  moral  system 
is  the  means  by  which  he  is  able  to  select  the  values 
that  will  support  his  life  and  achieve  his  happiness. 


This  essay  was  first  published  as  a special  article  in  The 
New  England  Journal  of  Medicine  December  2,  1971.  It  is 
reproduced  here,  with  minor  changes,  by  permission  of  the 
author  and  Franz  J.  Ingelfinger,  M.D.,  Editor. 


Man  must  maintain  a rather  delicate  homeostasis 
in  a highly  demanding  and  threatening  environment, 
but  has  at  his  disposal  a unique  and  efficient  mechan- 
ism for  dealing  with  it:  his  mind.  His  mind  is  able  to 
perceive,  to  identify  percepts,  to  integrate  them  into 
concepts,  and  to  use  those  concepts  in  choosing  ac- 
tions suitable  to  the  maintenance  of  his  life.  The 
rational  function  of  mind  is  volitional,  however;  a 
man  must  choose  to  think,  to  be  aware,  to  evaluate,  to 
make  conscious  decisions.  The  extent  to  which  he  is 
able  to  achieve  his  goals  will  be  directly  proportional 
to  his  commitment  to  reason  in  seeking  them. 

The  right  to  life  implies  three  corollaries:  the  right 
to  select  the  values  that  one  deems  necessary  to  sus- 
tain one’s  own  life;  the  right  to  exercise  one’s  own 
judgment  of  the  best  course  of  action  to  achieve  the 
chosen  values;  and  the  right  to  dispose  of  those  values, 
once  gained,  in  any  way  one  chooses,  without  coercion 
by  other  men.  The  denial  of  any  one  of  these  corol- 
laries severely  compromises  or  destroys  the  right  to 
life  itself.  A man  who  is  not  allowed  to  choose  his 
own  goals,  is  prevented  from  setting  his  own  course  in 
achieving  those  goals  and  is  not  free  to  dispose  of  the 
values  he  has  earned  is  no  less  than  a slave  to  those 
who  usurp  those  rights.  The  right  to  private  property, 
therefore,  is  essential  and  indispensable  to  maintaining 
free  men  in  a free  society. 

Thus,  it  is  the  nature  of  man  as  a living,  thinking 
being  that  determines  his  rights  — his  “natural  rights.” 
The  concept  of  natural  rights  was  slow  in  dawning  on 
human  civilization.  The  first  political  expression  of 
that  concept  had  its  beginnings  in  17th  and  18th  cen- 
tury England  through  such  exponents  as  John  Locke 
and  Edmund  Burke,  but  came  to  its  brilliant  debut  as 
a form  of  government  after  the  American  Revolution. 
Under  the  leadership  of  such  men  as  Thomas  Paine 
and  Thomas  Jefferson,  the  concept  of  man  as  a being 
sovereign  unto  himself,  rather  than  a subdivision  of 
the  sovereignty  of  a king,  emperor  or  state,  was  incor- 
porated into  the  formal  structure  of  government  for 
the  first  time.  Protection  of  the  lives  and  property  of 
individual  citizens  was  the  salient  characteristic  of  the 
Constitution  of  1787.  Ayn  Rand  has  pointed  out  that 
the  principle  of  protection  of  the  individual  against 
the  coercive  force  of  government  made  the  United 
States  the  first  moral  society  in  history.* 

continued  on  page  97 
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(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Conlroindicotions:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentiol  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocteristic  of  sympothomimetic  agents,  it  may 
occosionolly  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
'Toscolor  effects  reported  include  ones  such  os  tachycardia,  precordial  pain. 


orrhythmio,  palpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  a healthy  young  mate  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  ond  erythemo.  Gostroinfestino/  effects  such  as  diorrhea, 
constipotion,  nausea,  vomiting,  ond  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  morrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  ond  polyuria. 
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doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  additionol  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
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In  a free  society,  man  exercises  his  right  to  sustain 
his  own  life  by  producing  economic  values  in  the  form 
of  goods  and  services  that  he  is,  or  should  be,  free  to 
exchange  with  other  men  who  are  similarly  free  to 
trade  with  him  or  not.  The  economic  values  produced, 
however,  are  not  given  as  gifts  by  nature,  but  exist 
only  by  virtue  of  the  thought  and  effort  of  individual 
men.  Goods  and  services  are  thus  owned  as  a conse- 
quence of  the  right  to  sustain  life  by  one’s  own  physi- 
cal and  mental  effort. 

If  the  chain  of  natural  rights  is  interrupted,  and  the 
right  to  a loaf  of  bread,  for  example,  is  proclaimed  as 
primary  (avoiding  the  necessity  of  earning  it),  every 
man  owns  a loaf  of  bread,  regardless  of  who  produced 
it.  Since  ownership  is  the  power  of  disposal,^  every 
man  may  take  his  loaf  from  the  baker  and  dispose  of 
it  as  he  wishes  with  or  without  the  baker’s  permission. 
Another  element  has  thus  been  introduced  into  the 
relation  between  men:  the  use  of  force.  It  is  crucial  to 
observe  who  has  initiated  the  use  of  force:  it  is  the 
man  who  demands  unearned  bread  as  a right,  not  the 
man  who  produced  it.  At  the  level  of  an  unstructured 
society  it  is  clear  who  is  moral  and  who  immoral.  The 
man  who  acted  rationally  by  producing  food  to  sup- 
port his  own  life  is  moral.  The  man  who  expropriated 
the  bread  by  force  is  immoral. 

To  protect  this  basic  right  to  provide  for  the  sup- 
port of  one’s  own  life,  men  band  together  for  their 
mutual  protection  and  form  governments.  This  is  the 
only  proper  function  of  government:  to  provide  for 
the  defense  of  individuals  against  those  who  would 
take  their  lives  or  property  by  force.  The  state  is  the 
repository  for  retaliatory  force  in  a just  society  where- 
in the  only  actions  prohibited  to  individuals  are  those 
of  physical  harm,  or  the  threat  of  physical  harm,  to 
other  men.  The  closest  that  man  has  ever  come  to 
achieving  this  ideal  of  government  was  in  this  country 
after  its  War  of  Independence. 

When  a government  ignores  the  progression  of  nat- 
ural rights  arising  from  the  right  to  life,  and  agrees 
with  a man,  a group  of  men,  or  even  a majority  of  its 
citizens,  that  every  man  has  a right  to  a loaf  of  bread, 
it  must  protect  that  right  by  the  passage  of  laws  ensur- 
ing that  everyone  gets  his  loaf  — in  the  process  depriv- 
ing the  baker  of  the  freedom  to  dispose  of  his  own 
product.  If  the  baker  disobeys  the  law,  asserting  the 
priority  of  his  right  to  support  himself  by  his  own 
rational  disposition  of  the  fruits  of  his  mental  and 
physical  labor,  he  will  be  taken  to  court  by  force,  or 
threat  of  force,  where  he  will  have  more  property 
forcibly  taken  from  him  (by  fine)  or  have  his  liberty 
taken  away  (by  incarceration).  Now  the  initiator  of 
violence  is  the  government  itself.  The  degree  to  which 
a government  exercises  its  monopoly  on  the  retaliatory 
use  of  force  by  asserting  a claim  to  the  lives  and  prop- 
erty of  its  citizens  is  the  degree  to  which  it  has  eroded 
its  own  legitimacy.  It  is  a frequently  overlooked  fact 
that  behind  every  law  is  a policeman’s  gun  or  a soldier’s 
bayonet.  When  that  gun  and  that  bayonet  are  used  to 
initiate  violence,  to  take  property  or  to  restrict  liberty 
by  force,  there  are  no  longer  any  rights,  for  the  lives 
of  the  citizens  belong  to  the  state.  In  a just  society 
with  a moral  government,  it  is  clear  that  the  only 
“right”  to  the  bread  belongs  to  the  baker,  and  that  a 


claim  by  any  other  man  to  that  right  is  unjustified  and 
can  be  enforced  only  by  violence  or  the  threat  of 
violence. 

rights  — politics  and  medicine 

The  concept  of  medical  care  as  the  patient’s  right 
is  immoral  because  it  denies  the  most  fundamental  of 
all  rights,  that  of  a man  to  his  own  life  and  the  free- 
dom of  action  to  support  it.  Medical  care  is  neither  a 
right  nor  a privilege;  it  is  a service  that  is  provided  by 
doctors  to  people  who  wish  to  purchase  it.  It  is  the 
provision  of  this  service  that  a doctor  depends  upon 
for  his  livelihood,  and  is  his  means  of  supporting  his 
own  life.  If  the  right  to  medical  care  belongs  to  the 
patient,  he  starts  out  owning  the  services  of  a doctor 
without  the  necessity  of  either  earning  them  or  receiv- 
ing them  as  a gift  from  the  only  man  who  has  the  right 
to  give  them  — the  doctor  himself.  In  the  narrative 
above  substitute  doctor  ior  baker  and  medical  care  for 
bread.  American  medicine  is  now  at  the  point  in  the 
story  where  the  state  has  proclaimed  the  nonexistent 
“right”  to  medical  care  as  a fact  of  public  policy,  and 
has  begun  to  pass  the  laws  to  enforce  it.  The  doctor 
finds  himself  less  and  less  his  own  master  and  more 
and  more  controlled  by  forces  outside  of  his  own 
judgment. 

For  instance,  under  the  proposed  Kennedy-Griffiths 
bill,^  if  enacted,  there  will  be  a “Health  Security 
Board,”  which  will  be  responsible  for  administering 
the  new  controls  to  be  imposed  on  doctors,  hospitals 
and  other  “providers”  of  health  care  (Sec.  121). 
Specialized  services,  such  as  major  surgery,  will  be 
done  by  “qualified  specialists”  [Sec.  22(b)(2)]  , such 
qualifications  being  determined  by  the  Board  (Sec. 
42).  Furthermore,  the  patient  can  no  longer  exercise 
his  own  initiative  in  finding  a specialist  to  do  his  oper- 
ation, since  he  must  be  referred  to  the  specialist  by  a 
nonspecialist  — i.e.,  a general  practitioner  or  family 
doctor  [Sec.  22(b)]  . Licensure  by  his  own  state  will 
not  be  enough  to  qualify  a practitioner;  physicians 
will  also  be  subject  to  a second  set  of  standards,  those 
established  by  the  Board  [Sec.  42(a)]  . Doctors  will 
no  longer  be  considered  competent  to  determine  their 
own  needs  for  continuing  education,  but  must  meet 
requirements  established  by  the  Board  [Sec.  42(c)]. 
The  professional  staff  of  a hospital  will  no  longer  be 
able  to  determine  which  of  its  members  are  qualified 
to  perform  what  kinds  of  major  surgery;  specialty- 
board  certification  or  eligibility  will  be  required,  with 
certain  exceptions  that  include  meeting  standards 
established  by  the  Board  [Sec.  42(d)]  . 

Control  of  doctors  through  control  of  the  hospitals 
in  which  they  practice  will  also  be  exercised  by  the 
Board  by  way  of  a list  of  requirements,  the  last  of 
which  is  a “sleeper”  that  will,  by  its  vagueness,  allow 
the  Board  almost  any  regulation  of  the  hospital:  the 
hospital  must  meet  “such  other  requirements  as  the 
Board  finds  necessary  in  the  interest  of  quality  of  care 
and  the  safety  of  patients  in  the  institution”  [Sec.  43 
(i)]  . Hospitals  will  also  not  be  allowed  to  undertake 
construction  without  higher  approval  by  a state 
agency  or  by  the  Board  (Sec.  52). 

In  the  name  of  better  organization  and  co-ordina- 
tion of  services,  hospitals,  nursing  homes  and  other 
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providers  will  be  further  controlled  through  the 
Board’s  power  to  issue  directives  forcing  the  provider 
to  furnish  services  selected  b>’  the  Board  [Sec.  131(a) 
(1),(2)1  at  place  selected  by  the  Board  [Sec.  131(a) 
(3)1  . The  Board  can  also  direct  these  providers  to 
form  associations  with  one  another  of  various  sorts, 
including  “making  available  to  one  provider  the  pro- 
fessional and  technical  skills  of  another”  [Sec.  131(a) 
(B)l , and  such  other  linkages  as  the  Board  thinks  best 
[Sec.  131(a)(4)(C)]. 

These  are  only  a few  of  the  bill’s  proposed  controls 
of  medical  care  and  health  services.  It  is  difficult  to 
believe  that  such  patent  subjugation  of  an  entire  pro- 
fession could  ever  be  considered  a fit  topic  for  dis- 
cussion in  any  but  the  darkest  corner  of  a country’ 
founded  on  the  principles  of  life  and  liberty.  Yet  the 
Kennedy-Griffiths  bill  is  being  seriously  debated  today 
in  the  Congress  of  the  United  States. 

The  irony  of  this  bill  is  that,  on  the  basis  of  the 
philosophic  premises  of  its  authors,  it  does  provide  a 
rationally  organized  system  for  attempting  to  fulfill 
its  goals,  such  as  “making  health  services  available  to 
all  residents  of  the  United  States.”  If  the  government 
is  to  spend  tens  of  billions  of  dollars  on  medical  care 
and  health  services,  it  must  assure  in  some  way  that 
the  money  is  not  being  wasted.  Every  bill  currently 
before  the  national  legislature  does,  should,  and  must 
provide  some  such  controls.  The  Kennedy-Griffiths 
bill  is  the  closest  we  have  yet  come  to  the  logical  con- 
clusion and  inevitable  consequence  of  two  funda- 
mental fallacies:  that  medical  care  is  a right,  and  that 
doctors  and  other  health  workers  will  function  as 
efficiently  serving  as  chattels  of  the  state  as  they  will 
living  as  sovereign  human  beings.  It  is  not,  and  they 
will  not. 

Any  act  of  force  is  anti-mind.  It  is  a confession  of 
the  failure  of  persuasion,  the  failure  of  reason.  When 
politicians  say  that  the  health  system  must  be  forced 
into  a mold  of  their  own  design,  they  are  admitting 
their  inability  to  persuade  doctors  and  patients  to  use 
the  plan  voluntarily;  they  are  proclaiming  the  suprem- 
acy of  the  state’s  logic  over  the  judgments  of  the  indi- 
vidual minds  of  all  concerned  with  medical  care. 
Statists  throughout  history  have  never  learned  that 
compulsion  and  reason  are  contradictory,  that  a 
forced  mind  cannot  think  effectively  and,  by  exten- 
sion, that  a regimented  profession  will  eventually 
choke  and  stagnate  from  its  own  lack  of  freedom.  A 
persuasive  example  of  this  is  the  moribund  condition 
of  medicine,  as  a profession,  in  Sweden,  a country 
that  has  enjoyed  socialized  medicine  since  1955. 
Werkd,  a Swedish  physician,  has  stated:  “The  details 
and  the  complicated  working  schedule  have  not  yet 
been  determined  in  all  hospitals  and  districts,  but  the 
general  feeling  of  belonging  to  a free  profession,  free 
to  decide  — at  least  in  principle  — how  to  organize  its 
work  has  been  lost.  Many  hospital-based  physicians 
regard  their  work  now  with  an  apathy  previously  un- 
known.One  wonders  how  American  legislators  will 
like  having  their  myocardial  infarctions  treated  by 
apathetic  internists,  their  mitral  valves  replaced  by 
apathetic  surgeons,  their  wives’  tumors  removed  by 
apathetic  gynecologists.  They  will  find  it  very  difficult 
to  legislate  self-esteem,  integrity  and  competence  into 


the  doctors  whose  minds  and  judgments  they  have 
throttled. 

If  anyone  doubts  that  health  legislation  involves 
the  use  of  force,  a dramatic  demonstration  of  the  prac- 
tical political  meaning  of  the  “right  to  health  care” 
was  acted  out  in  Quebec  in  the  closing  months  of 
1970.®  In  that  unprecedented  threat  of  violence  by  a 
modern  Western  government  against  a group  of  its 
citizens,  the  doctors  of  Quebec  were  literally  impris- 
oned in  the  province  by  Bill  41,  possibly  the  most 
repressive  piece  of  legislation  ever  enacted  against  the 
medical  profession,  and  far  more  worthy  of  the  Soviet 
Union  or  Red  China  than  a western  democracy.  Doc- 
tors objecting  to  a new  Medicare  law  were  forced  to 
continue  working  under  penalty  of  jail  sentence  and 
fines  of  up  to  $500  a day  away  from  their  practices. 
Those  who  spoke  out  publicly  against  the  bill  were 
subject  to  jail  sentences  of  up  to  a year  and  fines  of  up 
to  $50,000  a day.  The  facts  that  the  doctors  did  re- 
turn to  work  and  that  no  one  was  therefore  jailed  or 
fined  do  not  mitigate  the  nature  of  implications  of  the 
passage  of  Bill  41.  Although  the  dispute  between  the 
Quebec  physicians  and  their  government  was  not  one 
of  principle  but  of  the  details  of  compensation,  the 
reaction  of  the  state  to  resistance  against  coercive  pro- 
fessional regulation  was  a classic  example  of  the  naked 
force  that  lies  behind  every  act  of  social  legislation. 

Any  doctor  who  is  forced  by  law  to  join  a group  or 
a hospital  he  does  not  choose,  or  is  prevented  by  law 
from  prescribing  a drug  he  thinks  is  best  for  his  pa- 
tient, or  is  compelled  by  law  to  make  any  decision  he 
would  not  otherwise  have  made,  is  being  forced  to  act 
against  his  own  mind,  which  means  forced  to  act 
against  his  own  life.  He  is  also  being  forced  to  violate 
his  most  fundamental  professional  commitment,  that 
of  using  his  own  best  judgment  at  all  times  for  the 
greatest  benefit  of  his  patient.  It  is  remarkable  that 
this  principle  has  never  been  identified  by  a public 
voice  in  the  medical  profession,  and  that  the  vast 
majority  of  doctors  in  this  country  are  being  led  down 
the  path  to  civil  servitude,  never  knowing  that  their 
feelings  of  uneasy  foreboding  have  a profoundly  moral 
origin,  and  never  recognizing  that  the  main  issues  at 
stake  are  not  those  being  formulated  in  Washington, 
but  are  their  own  honor,  integrity  and  freedom,  and 
their  own  survival  as  sovereign  human  beings. 

some  corollaries 

The  basic  fallacy  that  medical  care  is  a right  has  led 
to  several  corollary  fallacies,  among  them  the  follow- 
ing: 

That  health  is  primarily  a community  or  social 
rather  than  an  individual  concern.^  A simple  calcu- 
lation from  American  mortality  statistics’  quickly 
corrects  that  false  concept:  67  percent  of  deaths 
in  1967  were  due  to  diseases  known  to  be  caused 
or  exacerbated  by  alcohol,  tobacco  smoking  or 
overeating,  or  were  due  to  accidents.  Each  of  those 
factors  is  either  largely  or  wholly  correctable  by 
individual  action.  Although  no  statistics  are  avail- 
able, it  is  likely  that  morbidity,  with  the  exception 
of  common  respiratory  infections,  has  a relation 
like  that  of  mortality  to  personal  habits  and  ex- 
cesses. 
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That  state  medicine  has  worked  better  in  other 
countries  than  free  enterprise  has  worked  here. 
There  is  no  evidence  to  support  that  contention, 
other  than  anecdotal  testimonials  and  the  spurious 
citation  of  infant  mortality  and  longevity  statistics. 
There  is,  on  the  other  hand,  a good  deal  of  evidence 
to  the  contrary.®'^ 

That  the  provision  of  medical  care  somehow  lies 
outside  the  laws  of  supply  and  demand,  and  that 
government-controlled  health  care  will  be  free  care. 
In  fact,  no  service  or  commodity  lies  outside  the 
economic  laws.  Regarding  medical  care,  market 
demand,  individual  want,  and  medical  need  are 
entirely  different  things,  and  have  a very  complex 
relation  with  the  cost  and  the  total  supply  of  avail- 
able care,  as  recently  discussed  and  clarified  by 
Jeffers  et  al.'°  They  point  out  that  " 'health  is 
purchasable,'  meaning  that  somebody  has  to  pay 
for  it,  individually  or  collectively,  at  the  expense 
of  foregoing  the  current  or  future  consumption  of 
other  things."  The  question  is  whether  the  decision 
of  how  to  allocate  the  consumer's  dollar  should  be- 
long to  the  consumer  or  to  the  state.  It  has  already 
been  shown  that  the  choice  of  how  a doctor's  serv- 
ices should  be  rendered  belongs  only  to  the  doctor: 
in  the  same  way  the  choice  of  whether  to  buy  a 
doctor's  service  rather  than  some  other  commodity 
or  service  belongs  to  the  consumer  as  a logical  con- 
sequence of  the  right  to  his  own  life. 

That  opposition  to  national  health  legislation  is 
tantamount  to  opposition  to  progress  in  medical 
care.  Progress  is  made  by  the  free  interaction  of 
free  minds  developing  new  ideas  in  an  atmosphere 
conducive  to  experimentation  and  trial.  If  group 
practice  really  is  better  than  solo,  we  will  find  out 
because  the  success  of  groups  will  result  in  more 
groups  (which  has,  in  fact,  been  happening);  if  pre- 
paid comprehensive  care  really  is  the  best  form  of 
practice,  it  will  succeed  and  the  health  industry  will 
swell  with  new  Kaiser-Permanente  plans.  But  let 
one  of  these  or  any  other  form  of  practice  become 
the  law,  and  the  system  is  in  a straitjacket  that  will 
stifle  progress.  Progress  requires  freedom  of  action, 
and  that  is  precisely  what  national  health  legisla- 
tion aims  at  restricting. 

That  doctors  should  help  design  the  legislation 
for  a national  health  system,  since  they  must  live 
with  and  within  whatever  legislation  is  enacted. 
To  accept  this  concept  is  to  concede  to  the  opposi- 


tion its  philosophic  premises,  and  thus  to  lose  the 
battle.  The  means  by  which  nonproducers  and 
hangers-on  throughout  history  have  been  able  to 
expropriate  material  and  intellectual  values  from 
the  producers  has  been  identified  only  relatively 
recently:  the  sanction  of  the  victim.’ * Historically, 
few  people  have  lost  their  freedom  and  their  rights 
without  some  degree  of  complicity  in  the  plunder. 
If  the  American  medical  profession  accepts  the 
concept  of  medical  care  as  the  right  of  the  patient, 
it  will  have  earned  the  Kennedy-Griffiths  bill  by 
default.  The  alternative  for  any  health  professional 
is  to  withhold  his  sanction  and  make  clear  who  is 
being  victimized.  Any  physician  can  say  to  those 
who  would  shackle  his  judgment  and  control  his 
profession:  I do  not  recognize  your  right  to  my  life 
and  my  mind,  which  belong  to  me  and  me  alone; 

I will  not  participate  in  any  legislated  solution  to 
any  health  problem. 

In  the  face  of  the  raw  power  that  lies  behind 
government  programs,  nonparticipation  is  the  only 
way  in  which  personal  values  can  be  maintained. 
And  it  is  only  with  the  attainment  of  the  highest  of 
those  values  — integrity,  honesty  and  self-esteem  — 
that  the  physician  can  achieve  his  most  important 
professional  value,  the  absolute  priority  of  the  wel- 
fare of  his  patients. 

The  preceding  discussion  should  not  be  interpreted 
as  proposing  that  there  are  no  problems  in  the  delivery 
of  medical  care.  Problems  such  as  high  cost,  few  doc- 
tors, low  quantity  of  available  care  in  economically 
depressed  areas  may  be  real,  but  it  is  naive  to  believe 
that  governmental  solutions  through  coercive  legisla- 
tion can  be  anything  but  shortsighted  and  formulated 
on  the  basis  of  political  expediency.  The  only  long- 
range  plan  that  can  hope  to  provide  for  the  day  after 
tomorrow  is  a “nonsystem”  — that  is,  a system  that 
proscribes  the  imposition  by  force  (legislation)  of  any 
one  group’s  conception  of  the  best  forms  of  medical 
care.  We  must  identify  our  problems  and  seek  to  solve 
them  by  experimentation  and  trial  in  an  atmosphere 
of  freedom  from  compulsion.  Our  sanction  of  any- 
thing less  will  mean  the  loss  of  our  personal  values, 
the  death  of  our  profession,  and  a heavy  blow  to 
political  liberty. 

400  Brookline  Avenue 
(02115) 
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EDITORIAL 


The  Constructive  Power  of  Criticism 


Reading  involves  criticism.  Or  it  should,  if  full 
value  is  to  be  received  from  the  time  spent  in  the  pro- 
cess and  if  full  advantage  is  to  be  taken  of  its  construc- 
tive role  in  the  search  for  excellence.  Criticism,  how- 
ever, should  not  be  confused  with  disparagement  or 
disagreement.  If  it  is  to  be  constructive,  criticism  must 
be  understood  as  defined  in  Webster’s  New  Interna- 
tional Dictionary,  Second  and  Third  Editions:  “The 
art  of  judging  or  evaluating  with  knowledge  and  pro- 
priety the  beauties  and  faults  of  works  of  art  or  liter- 
ature Reading,  therefore,  is  an  art,  requiring 

knowledge  and  the  ability  to  judge  the  beauties  of 
published  material  — and  its  faults. 

But  there  is  more  to  the  beauty  of  scientific  com- 
munication than  just  the  beauty  of  the  language,  im- 
portant as  it  is,  if  reading  is  to  be  a pleasure  rather 
than  a task.  The  beauty  of  medical  literature  lies 
much  in  the  beauties  of  truth,  logic,  organization,  and 
proper  relationship  between  data  and  conclusions. 
These  are  the  qualities  of  medical  literature  that  must 
be  considered  in  application  of  the  art  of  judgment 
that  is  the  art  of  reading.  And  these  are  the  qualities 
that  must  be  the  basis  of  critical  comment  if  readers 
are  to  assume  their  share  of  the  responsibility  for 
production  of  good  medical  literature. 

Critical  reading  is  not  speed  reading.  And  the  criti- 
cal reader  does  not  try  to  read  everything  put  before 
him.  Even  the  speed  readers  can’t  do  that.  Reading 
must  be  selective  and,  if  it  is  to  be  worthwhile,  it 
must  be  deliberate  reading.  It  should  start  with  will- 
ingness to  question  assumptions.  The  process  requires 
both  knowledge  and  judgment. 

Frequently,  the  result  is  only  a question  but  a ques- 
tion is  much  more  valuable  than  an  unwarranted  as- 
sumption. For  years  we  have  assumed  that  control  of 
the  diabetic’s  blood  sugar  would  prevent  excessive 
vascular  disease.  A long-term  study  suggests  that  the 
assumption  is  unwarranted.  We  are  left  with  a ques- 
tion, but  also  with  better  understanding  of  diabetes. 
We  have  assumed  that  altering  driver  behavior  would 
reduce  the  number  of  highway  crashes  but  there  is 
growing  evidence  that  the  assumption  is  not  support- 
able. Careful  reading  must  include  careful  question- 
ing of  the  author’s  assumptions. 

There  is  no  better  criticism  of  logic  in  medical  liter- 
ature than  the  condemnation  of  reasoning  of  the  type 
called  post  hoc,  ergo  propter  hoc.  I gave  elixir  of  sar- 
saparilla, the  patient  recovered,  therefore  sarsaparilla 
cured  him.  The  admonition  to  avoid  such  reasoning  is 
old,  but  the  need  to  remember  it  is  not. 

Some  understanding  of  probability  is  required  for 
critical  reading  and  it  doesn’t  usually  require  profound 
knowledge  of  statistical  analysis.  Several  years  ago,  A. 
V.  Hill  said  the  cure  of  fifty  cases  of  poliomyelitis  in 


a series  of  200  would  not  be  statistically  significant 
but  that  the  cure  of  one  case  of  acute  myelogenous 
leukemia  would  be.  In  those  days  the  probability  of 
spontaneous  recovery  in  poliomyelitis  was  high  and 
the  probability  of  spontaneous  recovery  from  acute 
leukemia  was  zero.  No  one  needed  a slide  rule  while 
reading  an  article  on  a new  cure  for  poliomyelitis. 

More  recently,  Linus  Pauling  has  applied  statistical 
analysis  to  the  data  reported  from  controlled  experi- 
ments on  the  use  of  vitamin  C to  prevent  common 
colds.  Authors  of  the  reports  stated  that  the  medica- 
tion had  no  effect.  But  Pauling  found  that  their  con- 
clusions were  not  supported  by  their  data.  The  vita- 
min had  actually  made  a statistically  significant  differ- 
ence in  the  incidence  of  colds  reported  by  the  investi- 
gators. Pauling  may  be  correct  in  his  espousal  of  vita- 
min C,  or  he  may  not,  but  he  read  the  reports  “with 
knowledge  and  propriety.”  And  his  criticism  was  ex- 
pressed in  kindly  language  that  was  critical  but  by  no 
means  derogatory.' 

Publication  in  medical  journals  was  given  the  same 
kind  of  careful  reading  by  Schor  and  Karten  — and 
much  of  it  was  found  wanting.  Examining  articles 
published  in  ten  leading  medical  journals  they  found 
that,  “—in  almost  73  percent  of  the  reports  read  . . . 
conclusions  were  drawn  when  the  justification  for 
these  conclusions  was  invalid.”^  Their  report  was  dis- 
turbing, not  only  because  editors  had  published  arti- 
cles without  agreement  between  data  and  conclusions, 
but  also  because  readers  had  accepted  such  publication 
without  comment.  A medical  publication  obviously 
reflects  the  quality  of  medicine  in  the  area  it  serves 
but  it  also  reflects  the  quality  of  the  reading  it  re- 
ceives. Readers  have  more  responsibility  for  the  qual- 
ity of  medical  literature  than  is  generally  recognized. 
If  a published  article  cannot  withstand  careful  reading, 
its  defects  should  be  described  in  letters  to  the  editor. 
Careful  reading,  and  report  of  the  results,  can  be  of 
benefit  to  everyone,  including  editors. 

Disagreement  is  not  criticism.  Disagreement  is 
based  on  a number  of  factors,  not  all  of  which  can  be 
subjected  to  statistical  analysis  or  even  supported  by 
logic.  Disagreement  is  frequently  based  on  experience, 
and  one’s  personal  experience  can  all  too  easily  be 
misleading.  Oddly  enough,  it  is  this  very  inability  of 
personal  experience  to  provide  truth  that  led  to  the 
development  of  medical  literature  in  the  first  place. 
It  provides  opportunity  to  compare  one’s  own  experi- 
ence with  that  of  others.  We  get  a little  closer  to  the 
truth  by  doing  so.  Disagreement,  therefore,  has  great 
value  as  a stimulator  of  discussion.  Disagreement  is 
not  criticism  but  is  merely  support  of  an  opposing 
view.  It  demands  critical  analysis  of  both  sides  of  the 
disagreement.  Thus  criticism  can  be  the  foundation  of 
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disagreement  but  disagreement  without  critical  sup- 
port is  merely  contentiousness.  Since  disagreement 
demands  thoughtful  consideration  of  one’s  own  con- 
clusions as  well  as  those  of  another,  it  should  be  the 
basis  for  letters  to  editors,  again  for  the  benefit  of  all 
concerned. 

Disparagement  has  no  place  in  scientific  literature 
or  any  communication  concerning  it.  It  requires  no 
thought  but  is  usually  only  an  emotional  outburst 
suggesting  immaturity.  Anger,  like  Gresham’s  bad 
money,  is  bad  thinking  and  it  drives  out  good  think- 
ing. Criticism  is  the  precise  opposite  of  disparagement, 
which  is  frequently  the  verbalization  of  anger  and 
sometimes  of  jealousy. 


Criticism  is  an  art  that  must  be  nurtured  and  devel- 
oped. It  requires  careful  consideration,  careful  analy- 
sis, and  careful  formulation  of  response.  Critical  read- 
ing is  an  art  that  also  requires  nurture  and  develop- 
ment. It  is  a constructive  art. 

Readers  have  an  important  influence  on  the  quality 
of  medical  literature  and  must  participate  in  its  devel- 
opment. Medicine  needs  more  critical  reading  and 
better  criticism.  And  those  who  can  read  critically 
should  let  their  conclusions  he  known.  Well  expressed 
criticism  is  the  mark  of  quality  and  the  avenue  on 
which  we  travel  to  improvement  in  the  future.  Pro- 
gress falters  without  it. 

H.  L.  H. 
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A Word  Fitly  Spoken 

As  soon  as  certain  topics  are  raised,  the  concrete  melts  into  the  abstract  and  no  one 
seems  able  to  think  of  turns  of  speech  that  are  not  hackneyed:  Prose  consists  less  and  less 
of  words  chosen  for  the  sake  of  their  meaning  and  more  and  more  of  phrases  tacked  to- 
gether like  the  sections  of  a prefabricated  hen  house  . . . What  is  above  all  needed  is  to 
let  the  meaning  choose  the  word  and  not  the  other  way  about.  In  prose  the  worst  thing 
one  can  do  with  words  is  to  surrender  them. 


George  Orwell,  Politics  and  the  English  Language 
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Two  dosage 
strengths- 
125  mg.  5 ml. 
and 

250  mg.  5 ml. 


V-CillinK;Pediatric 

potassium 

phenoxymethyl 

, available  to  the 

prolession  on  request. 

Uvl  ilvlllll  I Eli  Lilly  and  Company 

' Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Treatment  of  Burns 
in  a Non-Urban  Community  Hospital 

DAVID  E.  SMITH,  M.D.,  and  EARL  E.  CAMMOCK,  M.D., 

Mount  Vernon,  Washington 

The  vast  majority  of  burn  cases  in  the  Northwest  and  throughout  the  country  are 
treated  in  community  hospitals.  This  practice  should  be  encouraged,  for  in  few  other 
injuries  can  the  proximity  of  relatives,  friends,  and  trusted  family  physician  prove  such  a 
crucial  factor  in  the  final  outcome.  It  must  be  realized,  however,  that  the  hospital  accept- 
ing the  burn  injury  takes  on  the  additional  responsibility  of  providing  a program  of  up-to- 
date,  scientific,  burn  care.  Modern  burn  treatment  involves  careful  monitoring  of  central 
venous  pressure,  pulmonary  function,  circulation  in  extremities  and  output  of  urine. 
Adequate  fluid  therapy  and  control  of  infection  are  essential.  Open  treatment,  aided  by 
mafenide  cream,  is  preferred  for  most  of  the  care  of  the  burn  wounds.  The  attempt  of  one 
community  hospital  to  establish  a burn  service  of  this  type  is  outlined.  The  program 
adopted  may  serve  as  a guide  to  others  confronted  with  similar  problems. 


From  June  1968  through  Decem- 
ber 1970  there  were  twenty-four 
admissions  to  the  United  General 
Hospital,  Sedro  Woolley,  Washing- 
ton, for  the  treatment  of  thermal 
burns  or  fire-related  injury.  Six 
burns  posed  a significant  threat  to 
life.  Of  these,  four  survived  with 
good  long-term  results  and  two  ex- 
pired. A 59-year-old  female  with 
50  percent  total  body  surface  burn 
(30  percent  third  degree)  experi- 
enced prolonged  smoke  inhalation. 
She  had  pre-existing  renal  and  ulcer 


An  18-year-old  female  was  brought  to 
the  emergency  room  on  10/10/69  with 
45  percent  total  body  surface  gasoline 
burns.  There  were  circumferential  third 
degree  burns  of  almost  the  entire  extent 
of  both  upper  extremities,  and  extensive 
second  and  third  degree  burns  of  the  en- 
tire back,  anterior  trunk,  face  and  neck. 
Resuscitation  was  performed  in  the  emer- 
gency room.  A central  venous  catheter 
and  an  indwelling  Foley  urinary  catheter 
were  placed.  Small  doses  of  intravenous 
narcotic  were  given.  In  the  operating 
room,  initial  debridement  and  application 
of  mafenide  were  performed.  The  arms 
were  wrapped  loosely  with  a heavy  dress- 
ing to  permit  suspension.  The  remainder 
of  the  burns  were  kept  open.  Initial  fluid 
therapy  was  estimated  by  the  Brooke 
formula.  One  million  units  of  aqueous 
penicillin  were  added  to  each  unit  of  in- 
travenous fluid.  Tetanus  prophylaxis  was 
given.  A circ-electric  bed  was  obtained 
and  the  patient  turned  every  two  hours 
thereafter.  Protective  isolation  and  sterile 
sheets  were  employed.  Urine  output  and 
central  venous  pressure  were  monitored 
every  hour.  Frequent  chest  x-rays  were 
ordered.  Initial  resuscitation  was  success- 
fully pursued,  the  fluid  therapy  being 
adjusted  according  to  the  vital  signs  and 


disease.  Death  occurred  15  days 
after  burn  from  pulmonary  insuf- 
ficiency. The  second  fatality  was  a 
61-year-old  male  with  90  percent 
third  degree  burns. 

Eleven  burns,  by  virtue  of  loca- 
tion, required  special  attention  to 
minimize  potential  deformity  or  dis- 
ability. Four  patients  experienced 
smoke  inhalation;  the  one  fatality 
in  this  group  is  mentioned  above. 
One  patient  was  resuscitated  and  is 
living  with  brain  damage.  Two  sur- 
vived and  are  normal.  One  patient 

CASE  REPORT 

the  clinical  condition.  Radial  pulses  were 
carefully  monitored.  On  10/11/69  the 
left  radial  pulse  was  lost.  Immediate  es- 
charotomy  was  performed,  with  release 
of  considerable  tension  beneath  the  cir- 
cumferential eschar.  A bounding  radial 
pulse  was  again  palpable  immediately  fol- 
lowing this  procedure.  Mafenide  was 
applied  twice  a day  and  completely  re- 
moved by  saline  washes  once  daily. 

On  10/17/69,  in  the  operating  room, 
the  third  degree  burns  of  the  hands  and 
forearms  were  completely  excised.  A 
bulky  pressure  dressing  was  applied.  On 
10/20/69  complete  grafting  of  these  areas 
was  performed.  The  grafts  were  left  open 
and  were  not  sutured.  Skeletal  suspension 
was  instituted  through  the  distal  pha- 
langes. This  allowed  satisfactory  immo- 
bilization and  easy  access  to  the  grafts. 
Also,  the  patient  could  be  periodically 
turndd  into  the  upright  position  and 
walked  away  from  the  circ-electric  bed 
for  treatment  of  back  burns. 

Ten  days  after  grafting,  pins  were  re- 
moved and  mobilization  started.  Func- 
tion of  the  right  hand  improved.  Two 
small  areas  of  graft  were  lost  over  the 
knuckles  of  the  left  hand  from  necrosis 
of  tendon  burns  deeper  than  originally 
appreciated.  On  11/4/69  these  areas 


with  minor  burns  received  major 
vascular  injury  to  the  upper  extrem- 
ity while  breaking  out  a window. 
This  was  successfully  repaired.  The 
total  group  required  30  visits  to  the 
operating  room,  and  360  in-hospital 
days.  The  majority  of  this  work 
has  been  done  since  August  1969, 
when  mafenide  (Sulfamylon)  was 
introduced  into  burn  treatment  at 
this  hospital.  The  following  case  re- 
port is  representative. 


were  regrafted  and  skeletal  suspension 
reinstituted  through  the  left  first  meta- 
carpal. At  the  same  time  third  degree 
burns  of  the  upper  arms  and  axillae  were 
grafted.  Areas  of  second  degree  burn 
were  healing  rapidly  by  this  time  and 
mafenide  could  be  discontinued.  In  an- 
other ten  days  skeletal  suspension  was 
again  removed.  There  was  no  further 
graft  loss  and,  with  physical  therapy, 
function  returned.  At  the  time  of  dis- 
charge, 12/4/69,  less  than  two  months 
from  the  day  of  injury,  the  patient  could 
write  and  perform  all  important  func- 
tions with  her  hands.  She  has  subsequent- 
ly been  referred  to  a plastic  surgeon  for 
late  reconstructive  procedures  to  the  left 
elbow  and  lysis  of  contractures  of  the 
hands,  particularly  on  the  left.  Because 
of  early  skin  coverage  and  motion,  these 
have  been  amenable  to  treatment,  and  at 
the  present  time  she  has  returned  to  col- 
lege, does  full  time  hospital  work  as  a 
clerk,  and  has  plans  for  entering  nursing 
school  in  the  near  future.  Besides  being 
functional,  the  hands  are  also  aesthetic- 
ally acceptable.  Further  reconstructive 
procedures  may  be  necessary,  but  these 
should  be  of  a limited  nature,  and  there 
is  every  reason  to  believe  that  excellent 
hand  function  will  continue. 
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Demonstration  of  the  use  of  the  CircOlectric  Bed,*  posed  at  United  General  Hospital,  Sedro- 
Woolley,  Washington. 


Photograph  by  Doris  Norris,  Skagit  Valley  Herald 


CURRENT  STATUS  OF  BURN  TREATMENT 


community  responsibility  and 
opportunity 

This  case  illustrates  the  consider- 
able changes  in  burn  treatment  over 
the  past  several  years.’  Open  treat- 
ment and  mafenide  cream  signifi- 
cantly reduce  demands  on  person- 
nel.^ The  stench  of  serum-soaked 
dressings  is  gone.  The  burn  treat- 
ment area  is  no  longer  pervaded  by 
the  odor  of  decaying  flesh.  There  is 
marked  decrease  in  the  number  of 
operating  room  visits  required;  only 
four  with  this  patient.  The  circ- 
electric  bed  makes  turning,  standing, 
and  ambulation  both  simple  and 
comfortable.  Fluid  formulas  and 
monitoring  are  considerably  refined. 
New  antibiotics  are  being  continu- 
ally tested.  Pulmonary  problems  are 
now  being  studied  intensively. 

Each  year  in  the  country  approx- 
imately 80,000  burn  victims  require 
hospitalization.  Only  9 percent  are 
treated  in  specialized  units.  The 
major  responsibility  for  burn  care 
has,  therefore,  fallen  on  community 
hospitals. 

In  the  Northwest  some  hospitals, 


* manufactured  by  Stryker  Corporation, 
Kalamazoo,  Michigan. 


such  as  Seattle’s  Harborview  and 
Children’s,  have  made  special  provi- 
sion for  burn  care  but,  as  yet,  no 
large  burn  unit  or  center  has  been 
established.  Even  if  such  a facility 
were  available,  the  separation  of 
the  victim  from  family,  friends,  and 
trusted  medical  figures  would  be  a 
deterrent  to  routine  transfer.  The 
long  hospitalization,  repeated  opera- 
tions, and  importance  of  rehabilita- 
tion imply  that  burn  care  in  com- 
munity hospitals  should  be  encour- 
aged, for  it  is  here  that  the  psychol- 
ogical support  of  the  relatives  and 
family  physician  will  be  most  readily 
available.^ 

With  recent  developments,  an  in- 
terested medical  and  nursing  staff, 
backed  by  progressive  hospital  ad- 
ministration, can  provide  excellent 
burn  care  in  the  community  hospital 
setting.  A scientific  approach  to 
burn  care  can  be  established,  and  is 
enhanced,  by  the  facility  to  carry 
this  out  close  to  the  patient’s  home. 
Those  individuals  involved  in  deliv- 
ery of  this  care  are  required  to  ex- 
pend considerable  effort,  but  in 
return  can  derive  a great  deal  of 
personal  satisfaction.  Also  an  unex- 
celled opportunity  for  exposure  to 
and  training  in  the  techniques  of 
intensive  care  is  provided,  to  the 


benefit  of  the  entire  hospital  and 
community. 

initial  sedation 

Small  doses  of  narcotic  should  be 
given  by  the  intravenous  route  for 
initial  pain  relief.  Repeated  doses  of 
intramuscular  narcotic  given  in  the 
shock  phase  will  not  be  absorbed. 
Later,  as  circulation  is  restored, 
rapid  mobilization  occurs  with  acute 
overdosage.  An  appropriate  anti- 
dote will  revive  the  patient.  How- 
ever, it  is  a situation  best  avoided. 

the  cutdown 

A large-calibre  intravenous  tube 
placed  into  a central  vein  is  practic- 
ally mandatory  in  treating  major 
burns.  It  allows  rapid  administra- 
tion of  fluids,  facilitates  withdrawal 
of  blood  samples,  and  permits  mon- 
itoring of  central  venous  pressure. 
It  is  best  to  avoid  the  legs  because 
of  the  danger  of  phlebitis.  Prefer- 
ably, a catheter  is  introduced  into 
the  superior  vena  cava  by  careful 
aseptic  technique  through  a clean 
area.  Fatal  sepsis  may  originate 
from  an  infected  cutdown,  so  fre- 
quent changes  are  recommended, 
every  five  days  as  a rule  of  thumb. 
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The  catheter  should  be  removed  at 
any  sign  of  infection  or  indication 
of  sepsis. 

intravenous  therapy 

A body  diagram  of  the  burn  has 
proved  the  most  accurate  way  to 
estimate  the  percentage  of  surface 
burn.  The  patient’s  weight  is  ob- 
tained. Fluid  requirements  can  then 
be  estimated  by  one  of  several  form- 
ulae."^ The  popular  Brooke  formula 
is  as  follows; 

Calculate  no  more  than  50  per- 
cent surface  area  for  adults  or  30 
percent  for  children;  electrolyte  (5 
percent  dextrose  and  lactated  ring- 
ers), 1.5  ml  per  kg  times  the  percent 
figure;  colloid,  0.5  ml  per  kg  times 
the  percent  figure;  insensible  loss, 
2,000  ml  of  5 percent  dextrose  and 
water  in  the  adult,  and  correspond- 
ingly less  in  children. 

Charts  and  diagrams  that  aid  in 
the  calculation  of  this  and  other 
formulae  are  readily  available  in 
standard  burn  texts.  The  calculated 
amount  should  be  given  during  the 
first  24  hours  from  the  actual  time 
of  burning,  one-half  in  the  first  eight 
hours,  one-half  in  the  remaining  six- 
teen hours.  Plasminate  or  albumen 
should  be  used  for  initial  colloid  re- 
placement. Blood  may  eventually  be 
required,  but  should  not  be  given 
until  the  hematocrit  falls,  usually 
the  fourth  or  fifth  day.  Earlier  trans- 
fusion merely  compounds  the  sludg- 
ing and  viscosity  associated  with  the 
usual  hemoconcentration  seen  soon 
after  burning.  In  the  second  twenty- 
four  hours  the  amounts  of  colloid 
and  electrolyte  should  be  halved 
and  the  same  amount  of  dextrose 
and  water  given. 

A urine  output  of  3 5 to  75  ml 
per  hour  in  the  adult  indicates  ade- 
quate hydration.  This  parameter 
should  be  carefully  monitored  in  all 
severe  burns.  Central  venous  pres- 
sure is  valuable  but  can  be  mislead- 
ing. On  occasion,  pulmonary  edema 
can  develop  without  significant  ele- 
vation of  the  CVP  warning  of  the 
event.  The  potentially  disastrous 
effects  of  pulmonary  insufficiency 
should  be  constantly  borne  in  mind. 
Fluid  formulae  and  monitoring  sys- 
tems are  only  guide  lines,  and  must 
be  interpreted  in  the  light  of  the  clin- 
ical situation.  An  effort  should  be 
made  to  maintain  an  adequate  out- 
put while  avoiding  fluid  overload. 
Mannitol  and  occasionally  stronger 
diuretics  are  used  as  adjuncts.  Hemo- 


globin, hematocrit,  WBC,  electro- 
lyte, BUN,  creatinine,  protein,  and 
blood  gas  determinations  should  be 
obtained  at  frequent  intervals. 

At  about  48  hours  fluid  is  mobil- 
ized from  the  burn  wound.  Less  re- 
placement is  indicated  at  this  point. 
Still,  evaporative  loss  may  be  large, 
and  the  individual  patient  may  not 
conform  to  the  predicted  course. 
Close  monitoring  and  frequent  ad- 
justments of  the  program  are  still 
required  for  many  days. 

ora!  feeding 

Gastric  dilation  and  ileus  can  fre- 
quently be  detected  on  the  initial 
examination  or  by  x-ray.  This  can 
aggravate  the  early  shock  phase.  Pro- 
longed gastric  distention  predisposes 
to  ulceration  and  bleeding.  Early 
use  of  nasogastric  intubation  is  en- 
couraged. Usually  within  a day  or 
so,  oral  feedings  can  be  started  with 
an  electrolyte  solution  (Moyer  sug- 
gests a teaspoon  of  salt  and  one-half 
teaspoon  of  sodium  bicarbonate 
added  to  a quart  of  refrigerated, 
lemon-flavored  water).  Further  nu- 
trients should  be  given  as  soon  as 
possible,  with  a high-caloric,  high- 
protein  diet.  Intravenous  hyper- 
alimentation may  prove  of  use  in 
some  cases  in  the  future. 

antibiotics 

Any  burn  is  an  avascular  wound 
and  all  are  infected.  The  eschar  is 
best  regarded  as  one  wall  of  an  ab- 
scess. Systemic  antibiotics  are  not 
delivered  to  such  areas  and  therefore 
none  have  been  found  to  be  effec- 
tive in  thwarting  burn  wound  sepsis. 
They  should  be  withheld  until  spec- 
ific cultures  are  obtained.  Only  pen- 
icillin is  prescribed  initially  for  its 
effect  on  beta  hemolytic  strepto- 
cocci. 

The  effectiveness  of  topical  a- 
gents  depends  on  their  ability  to 
diffuse  and  deliver  effective  antimi- 
crobial activity  within  the  devital- 
ized area.  Bacterial  colony  counts 
must  be  lowered  below  the  level  as- 
sociated with  invasive  burn  wound 
sepsis.  Mafenide  and  silver  nitrate 
have  been  shown  to  have  the  ability 
to  do  this,  and  should  be  started  as 
soon  as  possible. 

Cultures  of  sputum,  urine,  blood, 
and  stool  should  be  obtained  liber- 
ally. Systemic  antibiotics  should  be 
selected  on  the  basis  of  these  tests. 
The  spectrum  of  burn  bacteriology 
appears  to  change  for  reasons  not 


readily  apparent.  Staphylococcus, 
pseudomonas  and  proteus  have  been 
the  main  offenders,  but  other  organ- 
isms such  as  aerobacter  are  being 
seen  more  frequently. 

temperature  and  evaporation 

In  major  burns  there  is  a loss  of 
temperature  regulation,  compound- 
ed by  uncontrolled  evaporative  loss. 
Topical  creams,  dressings,  and  early 
grafting  decrease  this  to  a varying 
extent.  A warm  room,  at  about 
85  F,  with  humidity  of  20  to  30 
percent,  has  proven  comfortable  for 
the  burn  patient  and  decreases  the 
caloric  wasting  associated  with  con- 
tinual shivering.  This  low  humidity 
favors  increased  evaporative  loss 
which  must  be  compensated  by 
fluid  intake.  Special  rooms  for  this 
regimen  are  not  generally  available. 
For  practical  purposes  a warm  en- 
vironment with  a relatively  high 
humidity  is  satisfactory.  Gooseneck 
lamps  with  100  watt  bulbs  placed 
18  inches  or  so  from  the  burn  pa- 
tient provide  a safe  form  of  body 
warming.  Other  more  sophisticated 
body  warmers  can  be  employed,  but 
must  be  used  judiciously. 

topical  burn  therapy 

The  introduction  of  effective 
topical  burn  therapy  for  control  of 
burn  wound  sepsis  remains  contro- 
versial, but  the  exquisite  studies 
of  Moncrief,  using  mafenide,^  and 
Moyer  in  the  use  of  0.5  percent 
silver  nitrate,^  have  left  little 
doubt  that  it  is  effective,  albeit  not 
a cure-all. 

Our  experience  has  been  primari- 
ly with  the  use  of  10  percent  mafen- 
ide acetate  cream.  Its  use  greatly 
simplifies  management  when  com- 
pared to  the  cumbersome  dressings 
and  closed  methods,  and  the  addi- 
tional staining  attending  silver  ni- 
trate. Sulfa  allergy  can  occur,  so 
alternate  modes  of  treatment  should 
be  available.  As  a rule,  such  reaction 
to  mafenide  as  manifested  by  ery- 
thema about  the  margins  of  the 
burn,  can  be  controlled  by  the  use 
of  diphenhydramine.  New  topical 
agents  will  and  are  being  developed. 
Currently  under  investigation  are 
creams  employing  gentamycin  and 
silver  sulfadiazine.®  Initial  reports 
and  isolated  sensational  results  seem 
encouraging.  General  acceptance  is 
not  warranted  until  validated  studies 
have  been  produced  comparable  to 
those  on  drugs  already  available. 
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Developments  in  this  field  bear  close 
watching. 

Application  of  mafenide  should 
begin  as  soon  after  the  burn  as  pos- 
sible, although  it  appears  that  start- 
ing within  two  to  three  days  is  effec- 
tive in  suppressing  burn  wound  sep- 
sis. After  thorough  but  gentle  initial 
washing  and  debridement,  the  cream 
is  applied  in  a quarter  inch  thickness 
overlapping  the  edges  of  the  burn 
by  an  inch  or  so.  The  cream  is  re- 
applied every  12  hours.  More  fre- 
quent re-application  is  usually  re- 
quired the  first  few  days  due  to 
considerable  wound  seepage.  Once 
daily  the  cream  is  completely  re- 
moved by  gentle  saline  wash  or 
hydrotherapy.  Whirlpool  treatment 
at  a temperature  of  approximately 
100  F is  well  tolerated,  and  results 
in  progressive  debridement,  a major 
factor  in  reducing  use  of  anesthetics. 
In  certain  burns  a simple  shower  is 
satisfactory  for  washing.  Mafenide 
treatment  is  basically  an  open  meth- 
od and  holds  the  distinct  advantage 
of  allowing  frequent  observation  of 
the  burn  wound. 

The  drug  is  a strong  carbonic  an- 
hydrase  inhibitor,  decreasing  renal 
buffering  activity.  In  addition,  its 
breakdown  products  add  a fairly 
heavy  acid  load.  If  the  pulmonary 
system  is  unimpaired,  this  is  readily 
compensated.  In  fact,  arterial  gases 
usually  indicate  a respiratory  alka- 
losis. Nonetheless,  there  is  little  re- 
serve and  acidosis  can  occur  rapidly. 
At  the  earliest  sign  of  ventilatory 
impairment,  mafenide  should  be  dis- 
continued. This  may  be  done  safely 
for  approximately  three  days  with- 
out significant  loss  of  activity.  Fre- 
quent chest  x-rays  and  arterial  gas 
studies  are  recommended  during  the 
early  period  of  burn  treatment. 

A distressing,  but  much  over- 
emphasized, feature  of  mafenide  is 
the  burning  sensation  usually  lasting 
no  longer  than  45  minutes  after  ap- 
plication. This  may  occur  during  the 
first  few  days  of  therapy.  Small 
intravenous  doses  of  narcotic  easily 
control  it.  There  should  be  no  hesi- 
tation to  use  mafenide  for  this  rea- 
son. Delay  in  the  separation  of  the 
eschar  can  be  anticipated  as  a result 
of  the  inhibition  of  bacterial  growth. 
As  a rule,  it  is  possible  to  stop  the 
mafenide  in  about  two  weeks,  with 
conversion  to  closed  saline  dressing. 
It  should  be  changed  two  to  three 
times  daily.  Cessation  of  mafenide 
therapy  must  be  carefully  weighed, 
and  there  should  be  no  hesitation  to 


continue  it  as  long  as  it  is  felt  neces- 
sary. It  may  be  used  on  selected 
areas  of  the  burn,  depending  on  the 
depth,  presence  of  infection,  and 
epithelial  growth.  It  probably  re- 
tards epithelial  growth.  For  this 
reason  it  should  be  discontinued  in 
those  areas  where  epithelialization 
is  progressing  satisfactorily.  Simul- 
taneously it  can  be  used  in  infected 
areas  and  areas  of  third  degree  burn 
that  are  being  readied  for  definitive 
grafting. 

Mafenide,  through  its  bacterial 
inhibition,  is  credited  with  preserv- 
ing the  deep  epithelial  appendages, 
which  provide  islands  for  growth. 
Areas  of  deep  second  degree  burn, 
that  would  otherwise  be  converted 
into  full-thickness  skin  loss  are  there- 
by preserved.  This  feature  is  largely 
credited  with  the  decrease  in  mor- 
tality attributed  to  topical  therapy. 
Moncrief,  in  a large,  well-studied 
group,  reported  a decline  in  mortal- 
ity of  40  to  50  percent  burns  from 
63.6  percent  in  the  pre-mafenide  era 
to  19  percent  in  the  first  year  of  its 
use.  Mortality  in  the  60  percent 
and  over  group  was  not  significantly 
affected. 

grafting 

Homo  grafting  is  a well  establish- 
ed procedure  for  temporary  cover- 
age of  the  burn  wound.  It  effectively 
decreases  heat  loss,  fluid  loss  and 
pain.  It  controls  local  infection  in 
preparation  for  auto-grafting.  It  is 
invaluable  when  the  patient’s  own 
donor  sites  are  limited.  A program 
can  be  established  to  obtain  homo- 
graft from  recently  deceased  pa- 
tients, with  the  help  of  enlightened 
colleagues.  Recently  there  have  also 
been  favorable  reports  on  the  use  of 
porcine  heterograft. 

Mesh  graft  expands  the  area  cov- 
ered when  limited  skin  is  available, 
but  the  resulting  scar  is  less  sightly 
than  the  appearance  of  a healed  split 
or  full  thickness  graft.  Grafting 
should  be  well  under  way  by  the 
30th  day  from  burning.  The  tech- 
niques of  grafting  are  fully  elabora- 
ted in  standard  texts. 

respiratory  management 

Resuscitation  of  burn  victims  is 
really  no  different  than  that  for  vic- 
tims of  other  major  trauma.  Special 
features  relate  to  smoke  inhalation 
and,  less  frequently,  actual  thermal 
injury  of  lung  tissue  (air  is  a very 
poor  conductor).  The  patient  pro- 
ducing carbonaceous  sputum  when 


first  seen  should  be  watched  closely. 
Typically  the  initial  chest  exam  is 
clear.  Within  two  to  three  days, 
however,  severe  ventilatory  disturb- 
ance may  develop.  Pulmonary  ede- 
ma can  develop  within  a few  hours 
after  inhalation  of  flame  or  super- 
heated air. 

Undoubtedly  the  overuse  of  tra- 
cheostomy has  been  quite  correctly 
condemned,  but  tracheostomy  has 
also  been  life-saving.  Its  use  is  best 
withheld  until  there  is  indication  of 
respiratory  impairment  rather  than 
judging  the  need  on  the  basis  of 
neck  or  facial  burns  alone.  Pro- 
longed endotracheal  intubation  may 
be  used  as  an  alternative.  In  either 
case,  a stringent  program  of  nursing 
care  must  be  instituted.  Poor  experi- 
ences derive  largely  from  haphazard 
management  of  the  tracheostomy  or 
endotracheal  tube.  Over-inflation  of 
the  cuff  can  lead  to  incapacitating 
tracheal  stenosis.  Complete  defla- 
tion should  be  done  every  hour. 
Strict  sterile  routines,  disposable  suc- 
tion catheters,  and  gentle  technique 
should  be  emphasized.  The  ultra- 
sonic nebulizer  provides  superior 
humidification.  The  various  means 
of  treating  pneumonias  and  severe 
bronchospasm  are  generally  well- 
known  and  equally  applicable  to  the 
burn  situation.  Intravenous  sedation 
with  meperidine,  intermittent  posi- 
tive pressure  breathing  with  bron- 
chodilators  and  mucolytic  agents, 
pressure  and  volume  respirators, 
bronchoscopy,  antibiotics,  and  ster- 
oids have  all  been  employed,  de- 
pending on  the  clinical  situation. 
Escharotomy  can  provide  dramatic 
relief  in  restricting,  circumferential 
burns  of  the  chest. 

Rapidly  progressive  pneumonia 
that  appears  completely  out  of  pro- 
portion to  the  extent  of  burn,  his- 
tory of  smoke  inhalation,  or  fluid 
load  given,  is  seen  occasionally.  The 
use  of  a volume  respirator  may  save 
a few  of  these  patients.  We  may  ex- 
pect more  insight  into  their  manage- 
ment in  the  near  future. 

first-aid  treatment  of  burns 

There  is  some  indication  that 
early  cooling  of  the  burn  wound  for 
a period  of  approximately  20  to  30 
minutes  can  decrease  the  extent  of 
injury.^  This  can  be  accomplished 
by  lavaging  the  wound  with  cold  to 
cool  water  or  applying  ice-water- 
soaked  dressings.  Such  treatment 
probably  has  to  be  given  within  the 
first  15  minutes  to  be  effective.  Im- 
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portant  points  in  first-aid  include 
advice  to  remove  no  clothing  with 
the  exception  of  constricting  articles 
such  as  rings,  bracelets,  etc.,  apply 
no  ointments  or  other  medications, 
wrap  the  burn  in  a clean,  or  prefer- 
ably sterile,  dressing,  give  no  fluids 
by  mouth,  and  transport  the  patient 
as  quickly  as  possible  to  a medical 
facility.* 

hand  bums 

Methods  stressing  earliest  pos- 
sible motion  appear  to  achieve  supe- 
rior results.  Early  excision  and  graft- 
ing of  third  degree  burns  of  the 
hand  should  be  pursued.  When  a 
program  such  as  that  described  in 
our  case  report  is  followed,  it  is  not 
unusual  to  restore  a significant  de- 
gree of  hand  function  within  three 
weeks.  Proper  positioning,  dressing 
and  splinting  are  important  and  are 
well  covered  in  standard  texts. 

excision 

Excision  and  early  grafting  or  clo- 
sure of  third  degree  burns  can  mark- 
edly shorten  the  hospital  course  and 
time  for  rehabilitation.  This  proce- 
dure is  safe  and  is  indicated  in  burns 
of  less  than  15  percent  total  body 
surface  area.  It  is  hazardous  in  larger 
burns.  Burns  about  the  face  should 
not  be  excised  and,  obviously,  judg- 
ment must  be  employed  in  other 
areas.  Tangential  excision  of  burn 
wounds  using  dermatones  is  being 
reported  and  appears  promising  in 
selected  cases. 


* A set  of  guidelines  for  the  layman 
presented  with  the  need  to  give  first-aid 
treatment  for  burns  will  be  supplied  on 
request. 


triage 

When  presented  with  multiple 
casualties,  those  patients  with  the 
least  serious  burns  would  be  trans- 
ferred to  distant  hospitals.  The  more 
serious  burns  should  be  sent  to  the 
nearest  facility.  In  severe  burns,  the 
initial  shock  phase,  secondary  to 
fluid  loss,  usually  begins  within  30 
minutes,  and  it  is  important  that 
intravenous  therapy  and  profession- 
al attention  be  secured  swiftly.  If 
the  local  emergency  service  is  over- 
whelmed by  minor  injuries,  the  care 
of  those  most  in  need  may  be  ne- 
glected. If  a seriously  burned  pa- 
tient is  to  be  transported  some  dis- 
tance, the  initial  measures  of  resusci- 
tation and  fluid  replacement  should 
be  accomplished.  An  experienced 
attendant  should  accompany  the 
ambulance.  It  is  quite  safe  to  move 
the  burn  victim  a considerable  dis- 
tance after  initial  stabilization  and 
dressing. 

morbidity  and  mortality 

Burns  covering  less  than  6 to  8 
percent  of  the  body  are  generally 
regarded  as  minor,  and  those  under 
25  percent  will  almost  always  sur- 
vive, regardless  of  the  form  of  treat- 
ment. Only  an  occasional  patient 
survives  a burn  of  more  than  70  per- 
cent. A small  number  will  survive  a 
50  to  70  percent  burn.  Burns  of  25 
to  50  percent  are  most  benefited  by 
topical  agents. 

Patients  in  extremes  of  life  toler- 
ate burns  very  poorly.  Pre-existing 
renal,  pulmonary,  or  cardiac  disease 
strongly  alters  the  outlook.  Smoke 
inhalation,  gastrointestinal  bleeding 
and  associated  injuries  can  also 
markedly  affect  the  prognosis  for 
the  individual  case.  Perusal  of  re- 


cently available  burn  mortality  stat- 
istics is  frequently  useful  in  assessing 
the  situation.  Calculation  of  the 
burn  index  can  give  quick  approxi- 
mation of  severity.  Total  is  derived 
from  one-half  the  percent  of  second 
degree  burn  plus  the  full  percentage 
value  of  the  third  degree  burn.  (A 
60  percent  second  degree  burn  and 
a 30  percent  third  degree  burn  have 
the  same  burn  index.)  A value  of 
30  or  over  is  forewarning  of  a poten- 
tially lethal  burn. 

Although  psychiatric  complica- 
tions may  arise, ^ survivors  of  major 
burns  do  not  necessarily  turn  into 
emotional  cripples.  Development  of 
considerable  strength  of  character  is 
more  often  the  rule.  Accelerated 
growth  or  premature  onset  of  men- 
arche  may  occur  in  the  prepubertal 
child.  Severely  burned  children  can 
present  special  problems  peculiar  to 
this  group.  Reference  to  a spe- 
cialist may  be  necessary. 

outpatient  treatment  of  burns 

In  general,  an  individual  with 
second  degree  burn  of  less  than  6 to 
8 percent  in  a non-vital  area  can  be 
safely  treated  as  an  outpatient.  Oc- 
clusive treatment  is  preferred,  with 
frequent  dressing  changes  in  the 
physician’s  office.  Nitrofyrazon- 
impregnated  gauze  is  quite  suitable 
for  these  injuries. 

Burn  Service,  United  General 

Hospital,  Sedro  Woolley  (98284) 


CHEMICAL  NOMENCLATURE 
GENERIC  TRADE 


mafenide 

meperidine 

nitrofurazone 

diphenydramine 


Sulfamylon 

Demerol 

Furacin 

Benadryl 
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Dislocation  of  the  Peroneal  Tendons 

at  the  Ankle:  An  Analysis  of  25  Ski  Injuries 

A.  SCOTT  EARLE,  M.D.,  Shaker  Heights,  Ohio, 

JOHN  R.  MORITZ,  M.D.,  and  EDWARD  M.  TAPPER,  M.D., 

Sun  Valley,  Idaho 


Anterior  dislocation  of  the  pero- 
neal tendons  at  the  ankle  is  an  un- 
common but  not  rare  sports  injury, 
first  described  in  the  last  century. 
It  occurs  more  frequently  in  skiing 
than  in  other  sports.  Moritz  men- 
tioned this  injury,  in  1958,  as  it  oc- 
curs in  skiers  at  Sun  Valley  and  de- 
scribed the  typical  x-ray  picture,’ 
Murr,  in  Zurs,  Switzerland,  reported 
surgery  on  3 skiers  with  peroneal 
tendon  dislocation,  in  1961.^  Re- 
sults were  good.  Others,  including 
Jonasch,  in  Germany,  and  Stover 
and  Bryan,  in  Vermont,  have  also 
described  this  injury  in  skiers.^ 

As  skiing  grows  in  popularity 
these  injuries  will  be  encountered 
more  frequently.  Peroneal  tendon 
dislocation  is  unique;  its  anatomy  is 
poorly  understood.  It  should  be  di- 
agnosed when  first  seen,  yet  many 
physicians  are  unaware  of  the  condi- 
tion. Surgical  treatment,  especially 
of  the  acute  injury,  is  simple  and 
effective.  This  paper  is  based  on  25 
consecutive  peroneal  tendon  injuries 
treated  surgically  between  January 
1,  1961  and  April  1968.  We  were 
able  to  follow  16  in  an  attempt  to 
evaluate  late  results. 

incidence 

The  overall  incidence  of  ski  in- 
juries at  Sun  Valley  has  fallen  during 
the  past  decade,  as  it  has  elsewhere. 
The  reasons  for  this  are  uncertain, 
and  are  apparently  unrelated  to 
equipment  changes.  Very  real  im- 
provements in  slope  grooming,  and 
increasing  experience  of  our  skiers 
may  be  of  importance.^ 

During  the  two  winter  seasons  of 
1960  and  1961  our  over-all  ski  acci- 
dent rate  was  0.74  percent,  or  7.4 
injuries  per  1000  skiers  per  day. 
During  this  period,  peroneal  tendon 
dislocations  were  encountered  ap- 
proximately once  in  every  210  ski 


This  study  was  supported  in  part  by  a 
contribution  from  the  Skyline  Medical 
Association  of  skiing  doctors. 


accidents,  or  0.48  percent  of  the 
total  accidents. 

During  the  two  winter  seasons  of 
1968  and  1969  our  accident  rate 
was  0.42  percent.  The  incidence  of 
peroneal  tendon  injuries  was  slightly 
higher;  one  per  175  skiers  injured, 
or  0.57  percent  of  all  accidents.  We 
do  not  believe  the  difference  is  sig- 
nificant. It  seems  safe  to  assume 
that  this  injury  will  be  encountered 
approximately  once  in  every  200  ski 
injuries. 

anatomy  and  mechanism  of  injury 

The  lateral  compartment  of  the 
leg  contains  two  muscles,  the  pero- 
nei  longus  and  brevis  (rarely  there  is 
a third,  the  peroneus  tertius).  Both 
muscles  originate  from  the  lateral 
aspect  of  the  fibular  head,  the  upper 
two-thirds  of  the  shaft,  and  from 
the  intermuscular  septum  between 
the  posterior  and  anterior  compart- 


ments. Both  muscles  are  supplied 
by  the  superficial  peroneal  nerve. 
The  longus  lies  lateral  to  the  brevis 
and  becomes  tendinous  higher  in  the 
leg.  Behind  the  lateral  malleolus,  at 
the  point  at  which  traumatic  dislo- 
cation occurs,  the  longus  tendon, 
which  is  flat  above,  becomes  round- 
ed below,  and  lies  lateral  to  and 
slightly  posterior  to  the  brevis  ten- 
don, which  in  turn  lies  deeper  in 
the  peroneal  groove  on  the  postero- 
lateral aspect  of  the  fibula.  The  ten- 
dons have  a common  sheath  at  this 
level.  The  longus  tendon  runs  ob- 
liquely across  the  foot  to  insert  into 
the  medial  cuneiform  and  the  base 
of  the  first  metatarsal.  The  tendon 
of  the  brevis  passes  more  anteriorly, 
remains  on  the  lateral  aspect  of  the 
foot,  and  inserts  into  the  base  of  the 
5th  metatarsal. 

Two  retinacula  have  been  des- 
cribed, serving  to  retain  these  two 
tendons  in  their  groove  behind  the 


Fig.  1.  Avulsed  cortical  bone  from  the  lateral  aspect  of  the  fibular  malleolus 
as  seen  on  the  antero-posterior  x-ray.  This  may  be  so  small  as  to  be  barely  discern- 
able,  or  it  may  be  even  larger  than  depicted  here. 
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Peroneus  Longus  ond  Brevis  ore 
torn  from  sheoth  attachment. 


Closure  of  Incision  and  shoving  mottress 
sutures  attachment  of^sheath  to  Lateral  Malleolus. 


suture 
Retinaculum  and 
Fibulor  Periosteum. 


Fig.  2.  Operative  repair  of  the  acute  injury,  as  described  in  the  text. 


fibula  and  prevent  bow-stringing  an- 
teriorly. They  are  usually  depicted 
as  discrete  ligamentous  structures, 
with  the  superior  one  passing  poste- 
orly  from  the  fibula  to  the  calcane- 
us. In  actuality,  the  superior  retina- 
culum is  only  a thickening  in  the 
thin  but  strong  fascial  layer  which 
passes  posteriorly  from  the  postero- 
lateral ridge  of  the  fibula  where  it  is 
intimately  attached  to  the  perios- 
teum of  the  bone.  It  is  the  forward 
stripping  from  the  bone  of  this  layer, 
and  the  contiguous  fibular  perios- 
teum, that  allows  the  tendons  to  dis- 
locate anteriorly  from  their  groove 
onto  the  lateral  surface  of  the  fibula. 
The  retinaculum  is  not  torn  in  this 
injury,  nor  is  the  periosteum  torn; 
rather,  the  injury  is  one  of  periosteal 
stripping.  At  times  a thin  layer  of 
bony  cortex  is  displaced  with  the 
periosteum.  Presence  of  this  thin 
fleck  of  bone,  seen  on  the  anterior- 
posterior  view  of  the  ankle  by  x-ray, 
is  pathognomonic  for  this  injury  and 
permits  diagnosis  of  peroneal  ten- 
don dislocation  before  the  ankle  is 
examined. 

We  believe  it  is  primarily  forceful 
dorsiflexion  when  the  foot  is  everted 
that  produces  this  injury.  Forced 
dorsiflexion  produces  lengthening  of 
the  peroneal  muscles  and  tightening 
of  their  tendons,  exerting  forward 
force  against  the  fibula.  Eversion 
directs  this  force  laterally.  The  peri- 
osteum is  then  stripped  off  the  later- 
al aspect  of  the  malleolus,  allowing 
the  tendons  to  pass  anteriorly  be- 
tween the  bone  and  its  periosteum. 
The  periosteum  may  or  may  not 
carry  a thin  rim  of  cortical  bone 
with  it  as  it  is  displaced.  If  this  cor- 
tical fleck  is  avulsed,  the  tendons 
may  be  considered  actually  to  have 
passed  through  the  fracture. 

diagnosis 

Dislocation  of  the  peroneal  ten- 
dons is  an  injury  that  can  easily  be 
misdiagnosed  as  an  ankle  sprain. 
This  is  particularly  true  after  swell- 
ing has  obscured  the  landmarks 
about  the  ankle.  Diagnosis  should 
be  relatively  simple,  however,  if  the 
possibility  of  the  injury  is  kept  in 
mind. 

First,  the  avulsed  fleck  of  cortex 
on  the  anterior-posterior  film,  when 
present  as  it  is  in  50  percent  of  cases, 
is  pathognomonic.  Figure  1.  Next, 
findings  on  physical  examination 
will  vary  according  to  freshness  of 


the  injury.  If  there  is  pronounced 
tenderness  along  the  posterior  aspect 
of  the  distal  fibula  and  on  the  lateral 
surface  of  the  fibular  malleolus,  the 
examiner  should  be  alerted  to  the 
possibility  of  tendon  dislocation. 
An  attempt  should  then  be  made  to 
dislocate  the  tendons  forward  while 
everting  and  dorsiflexing  the  foot. 
If  the  tendons  have  been  dislocated 
they  can  be  felt  to  move  forward 
with  this  maneuver  and  to  snap  back 
into  the  peroneal  groove  when  the 
foot  is  released.  At  times  swelling 
makes  evaluation  difficult  but,  if 
the  injury  is  present,  the  tendons 
usually  can  be  felt  as  they  dislocate, 
in  spite  of  extensive  swelling. 

Patients  with  old  injuries  com- 
plain of  painful  snapping.  The  diag- 
nosis is  then  easily  made,  for  the 
tendons  can  be  seen  to  slide  forward 
across  the  malleolus  and  return  to 
their  groove. 

treatment 

When  we  have  recognized  this  in- 
jury we  have  recommended  open 
repair.  It  is  a simple  procedure 
that  can  be  carried  out  under  local 
anesthesia,  if  desired.  Exposure  is 
through  a short,  hockey-stick  inci- 
sion behind  and  paralleling  the  dis- 
tal fibula,  carried  anteriorly  below 
the  tip  of  the  bone.  Figure  2A.  The 
retinaculum  is  then  opened,  expos- 
ing the  tendons.  This  injury  is  some- 
times referred  to  as  a tear  of  the  ret- 
inaculum but  we  have  never  found 


such  a tear.  It  is  always  intact,  al- 
though stripped  from  its  insertion. 
Figure  2B.  The  tendons  are  repo- 
sitioned in  their  groove.  In  the 
majority  of  cases  the  groove  is  deep 
enough  to  hold  them  when  the  ankle 
is  in  a neutral  position.  In  some  pa- 
tients, however,  the  groove  will  be 
shallow  or,  because  of  bone  avul- 
sion, the  groove  no  longer  will  re- 
tain the  tendons.  In  such  cases  the 
groove  should  be  deepened,  using  a 
gouge  of  the  proper  shape.  Finally, 
the  fused  layer  of  retinaculum  and 
periosteum  is  sutured  to  the  pos- 
tero-lateral  ridge  of  the  fibula  with 
2-0  Tevdek  mattress  sutures  passed 
through  drilled  holes.  They  can  be 
made  with  a towel  clip  if  a small 
drill  is  not  available.  Usually  three 
such  sutures  are  adequate.  If  a cor- 
tical bone  fleck  has  been  avulsed,  it 
is  reduced  and  held  in  position  as 
these  sutures  are  tied  down.  Figure 
2C.  The  subcutaneous  tissues  are 
sutured  and  the  skin  held  in  approx- 
imation with  skin  tapes. 

Our  postoperative  regimen  in- 
cludes use  of  a short  leg  cast  with 
walker,  for  4 to  6 weeks.  If  the  pa- 
tient has  no  other  injuries,  he  is  al- 
lowed immediate  weight  bearing  and 
discharged  from  the  hospital  on  the 
first  or  second  day  after  surgery.  He 
leaves  Sun  Valley  as  his  vacation 
plans  dictate.  No  special  instruc- 
tions for  cast  removal  are  needed  by 
the  patient’s  own  physician.  The 
cast  should  be  changed  in  about  two 
weeks,  or  a window  should  be  cut. 
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TABLE  1 

Findings  in  25  Patients  with  Traumatic  Dislocation 
of  the  Peroneal  Tendons  at  the  Ankles 

Cortical  Fracture  Groove  Deepened 
Male  Female  Right  Left  Present  at  Surgery 

14  11  10  15  12  4 


either  procedure  permitting  removal 
of  sutures.  Physical  therapy  is  not 
usually  needed  and  function  is  al- 
most always  perfectly  normal.  The 
regimen  must  be  different  for  those 
patients  having  associated  injuries  of 
the  knee  or  fracture  of  the  medial 
malleolus.  These  injuries  may  pre- 
clude weight  bearing. 

results 

Twenty-five  consecutive  records 
were  reviewed.  The  involved  indi- 
viduals sustained  peroneal  tendon 
dislocations  between  January  1, 
1961  and  April  1,  1968  — a total  of 
eight  winter  seasons.*  Every  effort 
was  made  to  reach  these  skiers,  first 
by  mail  and  then  by  telephone.  A 
number  answered  our  request  to  re- 
turn for  examination.  Follow-up 
from  a resort  area  does  prove  to  be 
difficult  in  our  mobile  society;  only 
about  two-thirds  of  our  patients 
could  be  reached. 

Table  1 summarizes  our  findings 
for  this  group  of  patients.  The  dis- 
tribution between  men  and  women 
is  not  significant  and  probably  only 
reflects  the  ski  slope  population. 
The  preponderance  of  left  sided  in- 
juries over  the  right  is  real  and  had 
been  noted  in  the  group  we  treated 
prior  to  1961.  This  probably  only 
indicates  that  the  patients  are  right- 
footed as  well  as  right-handed.  Most 
skiers  are  well  aware  of  their  ability 
to  turn  in  one  direction  more  pro- 
ficiently than  in  the  other. 

Cortical  fractures  were  noted  on 
the  x-ray  and  at  surgery  in  approxi- 
mately one-half  of  the  skiers  suffer- 
ing this  injury.  This  observation  im- 
plies that  an  x-ray  diagnosis  can  be 
made  50  percent  of  the  time,  pro- 
viding the  physician  is  aware  of  the 
importance  of  the  cortical  fleck 
when  it  appears  on  the  film.  In  four 


* Fourteen  such  injuries  occurred  prior 
to,  and  5 occurred  after  this  period.  These 
cases  have  not  been  included  here  because 
of  difficulties  obtaining  follow-up  or  be- 
cause of  the  shortness  of  the  follow-up. 


of  this  group  the  peroneal  groove 
would  not  retain  the  tendons  and 
deepening  was  necessary.  Among 
the  sixteen  patients  who  could  be 
traced  we  discovered  only  one  recur- 
rence. This  agrees  with  our  earlier 
impression  in  treating  this  injury  as 
it  is  the  only  recurrence  that  we  are 
aware  of.  There  were  no  infections 
or  other  complications  as  a result  of 
open  surgery. 

discussion 

Descriptions  of  traumatic  disloca- 
tion of  peroneal  tendons  have  ap- 
peared from  time  to  time.  The  liter- 
ature has  been  reviewed  recently  by 
Stover  and  Bryan  in  their  compre- 
hensive paper.  Conservative  treat- 
ment, i.e.,  immobilization  with  plas- 
ter or  strapping,  is  frequently  recom- 
mended and  Stover  and  Bryan  state: 
“Initial  treatment  should  be  conserv- 
ative in  all  cases.”  We  disagree  with 
this  view,  and  believe  that  treatment 
will  be  unsuccessful  in  approximate- 
ly half  of  the  cases  treated. Second, 
open  repair  is  a simple  operation 
and  will  shorten  the  period  of  dis- 
ability. Late  repair  is  far  less  satis- 
factory than  repair  performed  soon 
after  injury  occurs. 

Our  results  have  been  quite  satis- 
factory — only  one  known  recur- 
rence in  all  the  patients  whom  we 
have  been  able  to  trace.  It  appears 
that  as  more  and  more  people  ski, 
this  injury  will  be  seen  more  fre- 
quently. Unfortunately  the  use  of 
heel  release  (“safety”)  ski  bindings 
has  not  altered  the  incidence  of  this 
injury.** 

The  repair  described  here  entails 


dividing  the  retinaculum  posterior 
to  the  fibula.  We  hope  to  avoid  this 
in  the  future  and  simplify  the  opera- 
tive procedures  still  further  in  select- 
ed cases  by  using  small  staples  to 
re-attach  the  retinacular-periosteal 
junction  to  the  postero-lateral  fibu- 
lar  ridge. 

Redisplacement  should  be  no 
more  likely  than  original  injury,  if 
peroneal  tendon  displacement  is  rec- 
ognized promptly  and  adequately 
repaired.  We  have  not  observed  re- 
displacement but  our  series  is  too 
small  to  permit  firm  conclusion  on 
this  point.  We  have,  however,  seen 
several  individuals  with  old,  unrec- 
ognized displacement  and  every  one 
we  have  seen  has  had  disability  from 
snapping  of  the  tendons  over  the 
ankle.  It  is  especially  uncomfortable 
when  they  are  wearing  ski  boots. 

conclusions 

Dislocations  of  the  peroneal  ten- 
dons at  the  ankle  occur  fairly  fre- 
quently among  skiers.  The  anatomy, 
diagnosis,  and  treatment  of  this  in- 
jury are  not  well  known,  but  are  be- 
coming of  greater  importance  as  ski- 
ing increases  in  popularity.  Open 
surgery  is  a simple  method  of  treat- 
ing this  injury,  and  the  results  are 
good. 

Mollie  Scott  Clinic 
(83353) 
(Dr.  Tapper) 


**  Achilles  tendon  injuries  are  also  the 
result  of  forceful  dorsiflexion  during  a 
forward  fall.  It  is  of  interest  that  the  in- 
cidence of  these  injuries  is  similarly  un- 
changed despite  the  introduction  of  heel 
release  bindings. 
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Fig.  1.  — A.  Crohn’s  disease  of  7 months’  duration  in  female,  age  22.  — B.  Crohn’s  disease  of  8 months’  duration  in  fe- 
male, age  26.  — C.  Crohn’s  disease  of  14  months’  duration  in  female,  age  22. 

Crohn’s  Disease  of  the  Anal  Region 

JOHN  L.  McKAY,  M.D.,  and  WILLIAM  A.  McMAHON,  M.D. 

Seattle,  Washington 

After  years  of  submitting  ano-rectal  tissue  for  microscopic  examination,  it  is  only  in 
the  past  few  years  that  the  diagnosis  of  Crohn’s  disease  of  the  anal  region  has  appeared 
with  increasing  frequency.  These  typical  anal  lesions  may  precede  involvement  at  higher 
levels  by  several  months  or  years  Although  pathogenesis  is  well  understood,  the  cause  is 
not  known.  Treatment,  therefore,  is  based  entirely  on  attempts  to  relieve  symptoms. 

Success  is  limited. 


Few  diseases  are  more  capable  of 
creating  miserable  patients  and  un- 
happy physicians  than  Crohn’s  dis- 
ease of  the  anal  region,  a localized 
manifestation  of  a process  that  can 
involve  any  part  of  the  gastrointes- 
tinal system.  The  only  easy  part  of 
caring  for  the  patient  is  the  diagno- 
sis. Confronted  with  a thin,  pale, 
worried  patient  who  is  somewhat 
depressed,  and  who  complains  of 
diarrhea,  intestinal  cramping,  mal- 
aise and  rectal  pain,  Crohn’s  disease 
should  be  among  the  first  conditions 
considered.  If  the  perianal  skin  is 
deeply  fissured,  tenderness  is  less 
than  anticipated  from  the  appear- 
ance of  the  ugly  lesion,  and  rectal 
mucosa  appears  to  be  normal,  but  is 
slightly  friable  when  rubbed  with  a 
cotton  applicator,  there  can  be  little 
remaining  doubt.  This  is  transmural 
disease,  and  it  differs  significantly 
from  chronic  ulcerative  colitis,  a 
superficial  erosive  process. 

pathology 

The  pathologist  may  be  able  to 
confirm  the  diagnosis,  but  not  in  all 
cases.  Primarily,  the  disease  is  one  of 
lymphatic  blockage,  edema,  fibrosis, 
ulceration,  and  even  fistula  forma- 


tion. Inflammatory  elements  are 
non-specific  — neutrophils,  lymph- 
ocytes, histiocytes,  and  plasma  cells. 
Monocytes  sometimes  accumulate, 
forming  lymphoid  follicles.  Some- 
times these  areas  become  granulo- 
matous, with  lesions  almost  identi- 
cal to  those  seen  in  sarcoidosis. 
Granulomata,  however,  are  found 


in  only  about  half  of  the  cases.  Ac- 
tual cause  of  the  disease  is  un- 
known, although  a number  of  agents 
have  been  suggested.  Failure  to  find 
the  characteristic  histiologic  picture 
does  not  prevent  acceptance  of  the 
diagnosis,  if  the  clinical  picture  fits 
the  disease. 

Crohn’s  disease  may  be  found  in 


Fig.  2.  Granulomatous  inflammation  from  anal  area  showing  noncaseating 
giant  cells  of  the  Langhans  type.  X65. 
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any  portion  of  the  intestinal  tract, 
but  is  most  frequently  recognized  as 
regional  ileitis,  with  involvement  of 
the  terminal  ileum.  Frequently,  in 
regional  ileitis,  the  first  symptoms 
arise  from  disease  in  the  anal  region. 
Resection  of  the  involved  ileum  is 
not  necessarily  followed  by  resolu- 
tion of  the  anal  lesions. 

increasing  incidence 

In  recent  years  we  have  become 
increasingly  aware  of  this  disease  en- 
tity involving  the  anal  region.  It  is 
characterized  by  very’  large  fissures. 
They  are  usually  multiple,  and  are 
found  along  the  lateral  walls  of  the 
anal  canal  as  well  as  at  the  usual 
posterior  and  anterior  positions.  It 
is  not  unusual  for  them  to  be  3 to  4 
cm  in  length.  They  are  deep,  with 
overriding  edges,  and  they  are  lined 
by  granulation  tissue.  Occasionally 
we  see  associated  abscesses  and  fis- 
tulae.  This  is  Crohn’s  disease.  With 
this  picture,  the  diagnosis  should  be 
accepted,  unless  another  can  be 
proven.  To  date,  we  have  seen  30 
such  cases. 

characteristic  findings 

At  the  time  these  diagnoses  were 
made,  seven  of  the  patients  had 
terminal  ileum  involvement,  and  five 
had  colon  involvement.  Of  the  re- 
maining eighteen  patients,  four  sub- 
sequently developed  the  process  in 
the  terminal  ileum,  and  three  devel- 
oped granulomatous  colitis  — these 
additional  sites  having  been  recog- 
nized within  a five-year  period.  Al- 
though the  remaining  eleven  patients 
show  only  anal  involvement  at  the 
present  time,  it  is  most  likely  they 
will  develop  the  disease  at  a higher 
level  in  the  future.  In  five  of  the 
cases,  a much  more  extensive  local 
process  was  found.  They  suffered  a 
destructive  process  involving  the 
anal  canal  with  partial  to  complete 
loss  of  skin  and  mucous  membrane. 
Some  had  large  denuded  areas  with 
exposed  internal  sphincters  and  in- 
terposed projections  of  granulation 
tissue.  In  one,  an  extensive,  subcu- 
taneous maze  of  granulating  abscess 
cavities  was  encountered. 

Of  our  thirty  patients,  two  were 
71  years  of  age.  The  average  age  of 
the  remaining  twenty-eight  patients 
was  21.  Sex  distribution  was  unbal- 
anced. There  were  two  males  and 
twenty-eight  females. 

These  patients  most  commonly 


complained  of  diarrhea,  abdominal 
cramping,  malaise,  rectal  pain,  and 
weight  loss.  Minimal  bleeding  was 
usually  reported  and  all  were,  to 
some  degree,  emotionally  depressed. 

The  patients  usually  were  pale, 
thin,  anemic,  and  anxious.  Tender- 
ness was  present  on  digital  examina- 
tion, but  much  less  than  expected  in 
view  of  the  local  disease. 

treatment 

Definitive  treatment  of  Crohn’s 
disease  of  the  anal  region  is  at  pres- 
ent uniformly  unrewarding.  Control 
of  symptoms  can  be  accomplished, 
the  management  of  these  patients 
then  becoming  essentially  sympto- 
matic. 

Of  primary  importance  is  the 
correction  of  the  diarrhea.  Normal 
stools  eliminate  many  of  the  local 
problems  of  pain  and  burning.  The 
role  of  cortico-steroids  is  not  well 
understood,  but  their  value  in  allevi- 
ating pain,  fever,  and  diarrhea  is  clin- 
ically well  established.  In  general, 
the  patients  under  discussion  were 
not  given  steroids  unless  the  usual 
symptomatic  management  failed  to 
control  the  process.  In  those  indi- 
viduals for  whom  they  were  pre- 
scribed, steroids  were  withdrawn  as 
soon  as  symptoms  were  controlled. 
One  patient  was  maintained  on  a 
low  daily  dose  of  prednisone.  Sub- 
jectively she  was  comfortable,  but 
local  perianal  disease  spread  consid- 
erably in  the  form  of  subcutaneous 
abscesses,  this  occurring  without  her 
awareness. 

The  sulfonamides  appear  to  be  of 
definite  value  in  controlling  overall 
symptoms.  Their  primary  purpose, 
however,  is  that  of  suppressing  sec- 
ondary infection.  In  any  event,  the 
frustration  of  treating  such  a disease 
process  stimulates  one  to  continue 
their  use,  possibly  on  a reduced 
dosage,  for  long  periods.  We  used 
isoniazid,  a specific  for  tuberculosis 
(also  a granulomatous  disease),  on  a 
large  number  of  these  patients,  but 
it  appears  to  be  of  limited  value.  In 
each  case,  it  must  be  used  for  at 
least  a year  before  proper  therapeu- 
tic evaluation  can  be  made.  Definite 
external  healing  occurred  in  several 
patients  with  isoniazid  treatment, 
but  the  same  amount  of  improve- 
ment was  noted  in  others  who  were 
not  given  the  drug.  Further  evalu- 
ation of  this  medication  is  needed. 

We  have  found  aggressive  surgical 


excision  of  the  fissured  areas  to  be 
fruitless  because  of  either  lack  of 
healing  or  delayed  healing.  Debride- 
ment and  excision  of  overriding  skin 
edges  appears  to  be  the  best  surgical 
approach  to  these  lesions.  We  have 
been  pleased  to  observe  the  amount 
of  symptomatic  improvement  that 
usually  follows  this  minor  proced- 
ure. We  feel  that  fistulae  should  be 
unroofed,  and  abscess  cavities  drain- 
ed. The  wounds  created  by  these 
procedures  will  be  extremely  slow 
in  healing,  and  we  always  inform 
the  patient  of  this  fact. 

discussion 

It  is  of  interest  to  note  that,  after 
years  of  submitting  ano-rectal  tissue 
for  microscopic  examination,  it  is 
only  in  the  past  few  years  that  this 
group  of  patients  with  Crohn’s  dis- 
ease of  the  anal  region  has  emerged, 
and  that  we  are  making  the  diagno- 
sis with  increasing  frequency.  To 
explain  this  on  the  basis  of  a greater 
awareness  of  the  condition  would 
not  appear  to  be  entirely  valid.  We 
would  still  have  been  faced  with  the 
large  unhealed  anal  wounds  that 
were  just  not  seen  until  recently. 
We  do  not  suggest  that  Crohn’s  dis- 
ease of  the  anal  region  is  a new  enti- 
ty. We  are  convinced  that  the  inci- 
dence is  surely  on  the  increase.  Not 
only  is  this  true  of  the  perianal  area, 
but  involvement  of  the  colonic  and 
ileal  sites  is  increasing  as  well. 

We  have  further  observed  that 
most  of  these  patients  fit  into  a 
mold  closely  akin  to  that  in  which 
we  see  many  cases  of  ulcerative 
colitis.  These  individuals  find  reality 
to  be  a rocky  road.  They  have  inad- 
equate tolerance  to  stress  and  strain, 
and  recoil  from  the  problems  of 
everyday  living.  We  must  agree  that 
now,  more  than  ever  before,  the 
real  heroics  are  in  everyday  living, 
and  as  a result  of  our  present  cul- 
ture, emotional  diseases  are  much 
more  commonplace. 

Does  Crohn’s  disease  of  the  anal 
region  represent  a first  step  in  con- 
tracting Crohn’s  of  the  colon  or 
terminal  ileum,  or  is  this  an  entity 
of  the  “new  generation’’?  Our  find- 
ings, coupled  with  the  findings  of 
others,  may  help  crystallize  our 
thinking  on  this  subject  in  the 
future. 

645  Medical  Dental  Building 
(98101) 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for  Exchange  Substitution  for 

1 Bread  and  '/i  Fat  1 Meal  and  IVa  Bread 

Tomato  Hot  Dog  Bean 

Tomato,  Bisque  of  Split  Pea  with  Ham 

Tomato  Rice,  Old  Fashioned 

Exchange  Substitution  for 

Exchange  Substitution  for  1/4  Meat  and  V2  Bread 

Vi  Bread  and  '/z  Fat Chicken  Gumbo 

Asparagus,  Cream  of  Chicken  Noodle 

Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  300,  Campbell  Place, 
Camden,  NJ.  08101. 


There’s 


a soup 


for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


SPECIAL  REPORT 


Research  in  Chronic  Heart  Disease 

HAROLD  T.  DODGE,  M.D.,  Seattle,  Washington 


The  Seattle  Heart  Watch  Project  is  a comprehen- 
sive, prospective,  community  study,  planned  to  com- 
bine and  analyze  the  findings  of  five  separate  lines  of 
investigation.  Purpose  of  the  project  is  to  identify 
factors  that  might  be  used  in  predicting  myocardial 
infarction  or  sudden  death  from,  coronary  heart  dis- 
ease. Two  of  the  contributing  studies  have  been  under 
way  for  some  time;  three  are  new  and  have  been  de- 
signed for  correlation  with  the  two  established  studies. 

Computer  analysis  of  data  will  be  employed,  using 
the  computer  system  at  the  University  of  Washington. 
Twelve  or  more  input  terminals  will  be  connected. 
The  Heart  Watch  Project  will  be  continued  indefinit- 
ely, as  supported.  Those  concerned  hope  that  it  will 
proceed  for  at  least  five  years. 

Collection  and  analysis  of  data  will  be  under  super- 
vision of  the  Cardiovascular  Research  and  Training 
Center  at  the  University  of  Washington  School  of  Med- 
icine. More  than  25  cardiologists  in  Seattle  will  parti- 
cipate in  the  Project  and  information  from  eight  insti- 
tutions will  be  fed  into  the  computer.  They  should  be 
able  to  provide  data  from  records  of  more  than  10,000 
patients.  Data  will  be  used  only  when  permitted  by 
the  patient  and  his  physician.  The  identity  of  each 
patient  will  be  protected. 

Patients  may  enroll  in  Heart  Watch  through  any  of 
the  participating  physicians,  clinics,  or  institutions. 

Myocardial  infarction  and  sudden  death  from  coro- 
nary occlusion  are  dramatic  episodes  but  they  are  only 
end  phase  events  in  a chronic  process.  A continuing 
research  project  should  be  able  to  shed  some  light  on 
the  changes  occurring  as  the  disease  slowly  proceeds 
toward  its  abrupt  denouement,  and  it  should  provide 
useful  information  on  predictive  value  of  specific  ele- 
ments in  history  and  findings.  These  two  goals  were 
major  considerations  when  the  Heart  Watch  Project 
was  designed. 

contributing  studies 

Each  of  the  studies  to  provide  data  for  the  Project 
has  a specific  purpose  and  its  own  plan  of  operation. 
Each  has  a principal  investigator  who  will  supervise 
collection  of  data  and  who  will  work  closely  with  the 
principal  investigator  of  the  Project. 

1.  Records  from  Medic  One  (mobile  coronary  care 
unit  operated  by  Seattle  Fire  Department),  Leonard 
A.  Cobb,  principal  investigator. 

Medic  One  has  been  in  operation  since  March  1970. 
During  the  first  ten  months  calls  were  made  for  1,422 
patients  of  whom  181  were  in  ventricular  fibrillation. 


Dr.  Dodge  is  principal  investigator  and  coordinator  of  the 
entire  Heart  Watch  Project.  He  holds  the  Washington  State 
Heart  Association  Chair  of  Cardiovascular  Research  and  is 
Director  of  the  Medical  School’s  Cardiovascular  Research  and 
Training  Center. 


or  arrest.  Sixty-one  were  resuscitated  and  taken  to 
the  hospital.  Twenty-five  survived  to  be  discharged, 
most  in  pre-admission  status. 

Resuscitated  patients  are  an  unique  group.  The 
study  will  include  analysis  of  the  natural  history  of 
fibrillation  — specific  events  and  outcome  — and  the 
value  of  intervention.  The  long  term  goal  is  to  develop 
methods  of  management  that  will  protect  the  patient 
from  subsequent  sudden  death.  Control  groups  will  be 
age  matched  patients  surviving  uncomplicated  infarca- 
tion  and  age  matched  patients  with  clinical  evidence 
of  coronary  artery  disease.  Treatment  regimens  will 
vary. 

2.  Stress  electrocardiography  and  assessment  of 
cardiovascular  function  by  exercise  testing,  Robert  A. 
Bruce,  principal  investigator. 

This  is  a new  activity  only  in  the  fact  that  data  will 
be  obtained  specifically  for  the  Heart  Watch  Project 
from  hospitals,  clinics,  private  physicians  and  the 
Boeing  Medical  Department.  Four  groups  will  be 
established.  All  subjects  will  be  males,  aged  30  to  59: 
asymptomatic,  presumably  healthy  individuals;  pa- 
tients consulting  physicians  for  early  symptoms  of 
coronary  insufficiency;  patients  with  established  and 
progressive  disease,  having  had  angina  or  previous  in- 
farction, who  may  be  considered  for  surgical  revascu- 
larization; and  those  who  have  been  resuscitated  after 
cardiac  arrest. 

A multistage  treadmill  exercise  procedure  will  be 
followed,  using  dataphone  transmission,  temporary 
recording  on  magnetic  tape,  and  off-line  computer 
analysis  of  ECG  responses.  Records  will  be  scanned 
for  abnormal  S-T  segment  response,  arrhythmias,  ab- 
normal rate  and  systolic  pressure  responses,  and  func- 
tional aerobic  impairment  in  response  to  submaximal 
and  maximal  exercise.  After  analysis  and  interpreta- 
tion, prediction  of  future  risk  of  cardiac  events  due  to 
angina  pectoris,  myocardial  infarction,  heart  block, 
heart  failure  and/or  sudden  cardiac  death  is  made  in 
order  to  test  the  hypothesis  that  such  events  may  in- 
deed be  expected  months  to  years  before  their  occur- 
rence. Reports  will  be  forwarded  to  the  Computer 
Center  and  others  concerned  for  subsequent  follow-up 
studies. 

3.  Prognosis  surveillance,  Donald  R.  Peterson,  prin- 
cipal investigator. 

This  activity  will  operate  as  a central  registry,  ob- 
taining information  from  other  contributing  studies 
and  incorporating  information  on  deaths  obtained 
from  the  Seattle-King  County  Department  of  Public 
Health.  What  is  contemplated  in  this  investigation  is 
an  expansion  of  studies  on  incidence  of  death  from 
coronary  disease  for  the  years  1966  through  1969. 

4.  Prediction  of  myocardial  infarction  and  sudden 
death  in  patients  with  known  arteriosclerotic  heart 
disease,  John  A.  Murray,  principal  investigator. 
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The  patients  to  be  included  in  this  portion  of  the 
Project  will  be  those  who  have  had  coronary  angio- 
grams and  angiocardiograms  of  the  left  ventricle.  The 
following  information  will  be  collected; 

a.  Clinical  data  from  history,  physical,  resting 
ECG,  serum  lipids,  blood  sugar,  and  therapy. 

b.  Data  from  maximum  exercise  testing  in 
Unit  2. 

c.  Extent  of  coronary  artery  lesions,  arterio- 
graphic  findings. 

d.  Ventricular  end  diastolic  volume,  ejection 
fraction,  end  diastolic  pressure,  and  type  of  con- 
traction abnormalities. 

5.  Structural  analysis,  Dennis  P.  Reichenbach, 
principal  investigator. 

This  investigation  will  be  confined  to  post  mortem 
examination  of  patients  who  die  while  under  care  of 


the  Medic  One  program.  X-ray  studies  of  the  coronar- 
ies will  be  done  prior  to  dissection  of  the  hearts  and 
will  be  followed  by  detailed  studies  of  the  vessels  and 
serial  cross  sections  of  myocardium.  A variety  of 
stains  will  be  used  for  microscopy.  Examination  will 
be  extended  to  hearts  of  those  previously  resuscitated 
who  die  elsewhere  than  under  control  of  Medic  One 
or  Harborview  Hospital.  Studies  will  not  be  confined 
to  the  heart. 

The  Seattle  Heart  Watch  Project  is  supported  by 
a grant  from  the  National  Heart  and  Lung  Institute  of 
the  National  Institutes  of  Health.  The  current  con- 
tract provides  funds  for  one  year  with  funding  assured 
for  a minimum  of  two  years.  It  is  assumed  that  the 
grant  will  be  renewed  annually  for  a period  long 
enough  to  provide  reliable  data. 


GENERAL  NEWS 


Rural  Health  Conference  Planned 


“Partnership  for  Rural  Health  Care  Development” 
is  the  theme  of  the  25th  National  Conference  on 
Rural  Health,  to  be  held  March  16  and  17  at  the  St. 
Francis  Hotel  in  San  Francisco. 

Among  the  special  speakers  will  be  Mrs.  G.  Prentiss 
Lee,  Portland,  President  of  the  Women’s  Auxiliary  to 
the  AMA,  who  will  bring  greetings  at  the  afternoon 
session,  March  16. 

Eleven  hours  of  instruction  will  be  offered  at  the 
conference,  sponsored  by  the  Council  on  Rural  Health 
of  the  American  Medical  Association. 

Goals  of  the  conference  are  to  explore  roles  of 
health  team  members  and  study  ways  of  improving 
rural  health  care  delivery  systems. 


MRS.  G.  PRENTISS  LEE 


National  Commission  Formed 

Two  physicians  from  the  Northwest  have  been 
appointed  to  serve  on  the  new  16-member  National 
Joint  Practice  Commission,  made  up  of  members  of 
the  American  Medical  Association  and  the  American 
Nurses’  Association. 

Chosen  from  this  area  were  Joseph  W.  Marshall  of 
Twin  Falls,  Idaho,  and  Otto  C.  Page,  Portland,  Oregon. 

The  commission  will  examine  current  clinical  prac- 
tice, patient  care  procedures,  new  methods  of  provid- 
ing care,  and  relationships  with  new  categories  of 
health  care  personnel,  in  order  that  they  may  recom- 
mend changes  in  medical  and  nursing  practice  that 
will  improve  medical  care  and  health  services  in  the 
United  States. 
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When  irritable  colon  feels  like  this 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 

Cl]  simethicone— for  accompanying  distension  and  pain  due  to  gas 

D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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Actions  of  the  Trustees 


The  January  meeting  of  the  OMA  Board  of  Trust- 
ees and  Executive  Committee  was  held  January  15  at 
OMA  headquarters  in  Portland.  Among  actions  taken 
were  the  approval  of  life  membership  status  for 
Vernon  E.  Fowler,  Ashland;  Melvin  E.  Johnson,  Ti- 
gard; Gunnar  E.  Nelson,  Portland,  and  Henry  H. 
Norton,  Eugene. 

Active  Emeritus  status  was  approved  for  Howard 
Molter,  Eugene,  and  Ellery  L.  Landers,  Portland,  was 
granted  Associate  Emeritus  status. 

The  Board  also  approved  a recommendation  to  re- 
activate a liason  committee  between  the  University  of 
Oregon  Medical  School  and  the  OMA;  agreed  to 
authorize  O.MA  to  co-sponsor  a symposium  with  the 
Workmen’s  Compensation  Board  on  the  subject 
“Where  are  We  Going  in  the  Treatment  of  Backs,” 
scheduled  for  April  6,  1972;  and  approved  the  con- 
cept of  a jointly-sponsored  renal  evaluation  clinic  with 
UO.MS  and  the  Kidney  Association  of  Oregon. 

After  studying  the  proposed  Articles  of  Incorpora- 
tion and  Bylaws  of  the  Minority  Medical  Student 
Scholarship  Fund  Committee,  the  Board  voted  to 
approve  the  documents  with  some  minor  changes. 

The  Board  also  heard  Harold  Boverman,  Chairman 
of  the  OMA  Mental  Health  Committee,  outline  recom- 


mendations following  a federal  cutback  which  left  the 
state  without  funds  for  child  psychiatric  services.  The 
Board  voted  to  approve  the  Committee’s  recommen- 
dations, which,  in  summary,  ask: 

1.  That  the  OMA  urge  the  State  Emergency  Board 
to  approve  funds  to  fulfill  the  intent  of  H.B.  1869 
(Child  Psychiatric  Services)  as  passed  and  funded 
by  the  1971  Legislature. 

2.  That  OMA  convey  its  concern  to  the  Children's 
Services  Division  of  the  Department  of  Human  Re- 
sources over  the  failure  to  set  up  programs  author- 
ized by  the  above  legislation  relating  to  mental 
health  services  for  children,  and  that  OMA  offer  its 
advisory  services  to  help  implement  such  programs. 


Bilderback  Professorship  Set 

Edward  B.  Shaw,  Professor  of  Pediatrics,  University 
of  California,  San  Franciseo,  will  be  the  Tenth  Annual 
Joseph  B.  Bilderback  Visiting  Professor. 

He  will  be  at  the  Department  of  Pediatrics,  Univer- 
sity of  Oregon  Medical  School,  March  7 and  8,  1972. 


Henningsgaard  Appointed 

Blair  J.  Henningsgaard,  Astoria,  Oregon  delegate  to 
the  AMA  since  1963,  has  been  appointed  to  the  new, 
16-member  National  Advisory  Council  on  Compre- 
hensive Health  Planning  Programs  of  the  Health  Serv- 
ices and  Mental  Health  Administration. 

Dr.  Henningsgaard  will  be  the  council’s  representa- 
tive on  the  National  Advisory  Couneil  on  Health  Man- 
power Shortage  Areas,  which  will  involve  overseeing 
operations  of  the  National  Health  Serviee  Corps.  His 
term  on  the  eouncil  will  extend  to  September  30, 
1974. 
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Augustus  M.  Tanaka,  M.D.,  Ontario,  Oregon  surgeon  and 
President  of  the  Oregon  Medical  Association,  addressed  a hear- 
ing of  the  health  sub-committee  of  the  Democratic  Policy 
Committee  in  Portland  on  January  17.  Shown  are  Caroline 
Wilkins,  State  Democratic  Chairman;  Leonard  Woodcock, 
President  of  United  Auto  Workers,  and  the  former  U.  S. 
Senator  from  Oregon,  Wayne  Morse. 

Dr.  Tanaka,  testifying  on  national  health  insurance,  warned 
the  Council  that  the  nation  needs  more  physicians  and  better 
distribution  of  physicians  in  rural  areas. 


Democrats  Hear  Tanaka  on  Health  Insurance 


OMA  President  Augustus  M.  Tanaka  was  invited  to 
testify  at  one  of  four  national  hearings  set  up  by  the 
Democratic  Policy  Council  on  the  subject  of  national 
health  insurance.  The  hearing,  held  at  the  Portland 
Hilton  January  17,  was  one  of  four  in  the  nation 
scheduled  in  an  attempt  to  gather  information  about 
national  health  insurance  for  the  Democratic  national 
platform  on  health  care  in  1972. 

Dr.  Tanaka,  representing  Oregon  Medical  Associa- 
tion members,  warned  the  Council  that  passage  of  any 
of  the  proposed  national  health  insurance  plans  will 
not  reduce  the  cost  of  medical  care,  but  that  experi- 
mental approaches  to  the  more  efficient  utilization  of 
medical  services  could  provide  some  answers  to  con- 
trolling medical  costs.  Examples,  he  said,  were  inno- 
vative measures  such  as  undertaken  by  the  Physicians 
Association  of  Clackamas  County,  where  the  medical 
community  itself  has  assumed  the  financial  risks  in- 
volved in  consolidating  the  area’s  physician  manpower. 

Dr.  Tanaka  read  the  guidelines  for  national  health 
insurance  as  adopted  by  the  Oregon  Medical  Associa- 
tion’s House  of  Delegates  last  fall  and  recommended 
to  the  Council  that  they  be  included  in  the  1972  Dem- 
ocratic Party  platform. 


Dr.  Tanaka  stressed  above  all  that  physicians  want 
to  be  able  to  provide  access  to  medical  care  for  all,  but 
that  goal  cannot  be  attained  without  increasing  the 
number  and  improving  the  distribution  of  physicians. 
He  recommended  that  the  Democratic  Party  give  high 
priority  in  its  1972  platform  to  expanding  the  nation’s 
capacity  to  train  more  physicians  and  allied  health 
personnel.  Further,  he  pointed  out,  medical  students 
must  be  enticed  to  practice  family  medicine  in  rural 
and  isolated  areas. 

The  hearing  in  Portland  was  headed  by  Leonard 
Woodcock,  president  of  the  United  Auto  Workers, 
and  co-chairman  of  the  Democratic  Policy  Council’s 
sub-committee  on  health.  Mr.  Woodcock  is  also  chair- 
man of  the  “Committee  of  100,’’  a citizen’s  group 
formed  to  support  the  Kennedy-Griffiths  health  insur- 
ance proposal. 

Other  Democratic  leaders  at  the  head  table  includ- 
ed former  Senator  Wayne  Morse,  Caroline  Wilkins, 
State  Democratic  Party  Chairman,  and  Blaine  Whipple 
and  Alice  Corbett,  both  Democratic  National  Commit- 
teemen. 


Margaret  Mead  to  Speak  in  Portland  March  3 


MARGARET  MEAD 


Margaret  Mead,  noted  anthropologist,  professor  at 
Columbia  University,  New  York,  will  be  the  featured 
speaker  at  a day-long  discussion  session  which  will 
deal  with  changing  family  styles  and  influences  affect- 
ing contemporary  youth,  to  be  held  Friday,  March  3, 
at  Portland  Civic  Auditorium. 

George  Saslow,  professor  of  psychiatry  at  the  Uni- 
versity of  Oregon  Medical  School,  will  take  part  in  a 
discussion  period.  Others  on  the  program  are  Shirley 
Kennedy,  Professor  of  anthropology  at  Portland  State 
University,  and  Thomas  Taylor,  assistant  professor  of 
film  at  PSU. 

The  session  is  the  first  of  a series  designed  to  pro- 
mote understanding  of  problems  of  the  adolescent. 

Another  program  is  scheduled  for  March  24. 
Speakers  will  be  Carl  Rogers,  resident  fellow  at  the 


GEORGE  SASLOW,  M.D. 
continued  on  page  125 
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choose  the  topicds 
that  ^ive  ymir  patient- 


broad  antibacterial  activity  against 
susceptible  skin  invaders 
1^  lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporiif  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B suifate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

yimishing  Cream  Base 

Neosporin-G  Crettm 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative.  : 

In  tubes  of  15  g.  S 

« 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in* 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  ? 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  | 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approwiate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medicat 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  i 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  * 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  ist 
perforated.  These  products  are  contraindicated  in  those  individuals  who| 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


Wellcome 


T,  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


t 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T«  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0,7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtipose 


die  Stnoodi 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  Ic 
concern  because  of  this  factor)’} 

(2)  since  SYNTHROID  contains  on 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF  THI 
PATIENT  DURING  THI 
BEGINNING  OF 
THERAPY  WILL  ALER 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occu 
are  related  to  excessive  dosage 
Caution  should  be  exercised  in 
administering  the  drug  to  patien 
with  cardiovascular  disease.  Re 
the  accompanying  prescribing 
information  for  additional  data  - 
write  Flint  Laboratories. 


...to  t/fyroid  replacemeift  tlierapy 


\TIENTS  CAN  BE 
JCCESSFULLY 
AINTAINED  ON  A 
RUG  CONTAINING 
BYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


yroxine  (T4)  is,  as  you  know, 
i major  circulating  hormone 
)duced  by  the  thyroid  gland, 
is  also  produced,  in  smaller 
lounts,  and  is  active  at  the 
liular  level.  For  years  it  has  been 
vorking  hypothesis  among 
docrinologists  that  T4  is 
nverted  by  the  body  to  T3.  In 
70  this  process,  called 
siodination,”  was  demonstrated 
Braverman,  Ingbar,  and  Sterling*, 
does  convert  to  T3,  though  the 
jcise  quantities  are  still  being 
■died. 

rhe  conversion  has  been 
nically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
tients.  Their  thyroid  status  is 
rmalized  on  SYNTHROID  alone, 
t the  presence  of  T3  in  these 
tients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


^nthroid 

soium  levolIpKin^ 


HE  FACTS  ARE 
LEAR  AND  HERE 
5 OUR  OFFER. 

\CTS: 

/nthetic  thyroid  drugs  are  an 
iprovement  over  animal  gland 
oducts.  Patients,  even  athyrotic 
les,  can  be  completely 
aintained  on  SYNTHROID  (T4) 
one.  Thyroid  function  tests  are 
Jsy  to  interpret  since  they  are 
'edictably  elevated  when  the 
atient  adheres  to  SYNTHROID. 
f all  synthetic  thyroid  drugs, 
YNTHROID  is  the  most 


j b1 

I OFFER: 

j Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
1 SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
I function  tests  in  a new  booklet 
[ titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 


Address 


City  state  Zip 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine] for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  It  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs. Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Mnrtftn  Grnve.  lUiOQiS  6Q053 , _ 
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In  G.I.  disorders 

when  nutritional  supplementation 
is  indicated 

A A A®  Please  see  Complete  Prescribing  lnf( 

tdUlGtS  mary  of  which  follows: 

■ j_l_ Each  Berocca  Tablet  contains: 

lO  ■ Thiamine  mononitrate 

lO  Lllwl  dUY  Riboflavin  

With  balanced,  high  potency  cLlclCm'^pam^^^^^ 

B-complex  and  C vitamins.  FS°acid^'^!^‘." 

No  odor  

Indications:  Nutritional  supplementati 

Virti  l?ll  Iv  no  pftPrtflQtP  in  which  water-soluble  vitamins  are  r 

Vlliuctliy  MU  cmt;i  lactically  or  therapeutically. 

Lowest  priced  Rx  formula.  warning:  Not  intended  for  treatmer 

anpmia  nr  nthpr  nrimarv  nr  .'sernnriar 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  Bu. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Center  for  Studies  of  the  Person,  La  Jolla,  California, 
and  William  Barber,  professor  of  psychology.  Eastern 
State  College,  Cheney,  Washington. 

The  series  is  sponsored  by  the  Medical  Education 
Department  of  Good  Samaritan  Hospital,  Portland. 
A workshop  planned  for  June  22-25  at  Marylhurst 
College,  designed  and  conducted  by  the  National 
Training  Laboratory  for  Applied  Behavioral  Sciences, 
will  provide  additional  training  for  those  interested  in 
increasing  their  knowledge  of  the  parent-adolescent 
relationship. 


Schunk  Honored 

George  J.  Schunk,  Salem  pediatrician,  was  awarded 
a Distinguished  Service  award  by  the  Marion-Polk 
County  Medical  Society  at  its  annual  dinner  January 
1 1.  Dr.  Schunk  was  President  of  the  Society  in  1966 
and  has  been  active  as  vice-chairman  of  the  OMA 
Council  on  Medical  Education  since  1969. 


AMA  Names  OMA  Members  to  Serve 

The  AMA  has  announced  the  appointment  of  OMA 
members  to  AMA  Councils  and  Commissions.  They 
are:  Edward  Press,  Portland,  to  the  Council  on  Envi- 
ronmental and  Public  Health;  John  E.  Tysell,  Eugene, 
Council  on  Health  Manpower;  Ernest  T.  Livingstone, 
Portland,  Council  on  Legislation;  Rogers  J.  Smith, 
Portland,  Council  on  Mental  Health;  Forrest  E.  Reike, 
Portland,  Council  on  Occupational  Health;  Huldrick 
Kammer,  Portland,  Council  on  Scientific  Assembly; 
Ambrose  B.  Shields,  Portland,  Committee  on  Medi- 
colegal Problems;  and  William  C.  Scott,  Portland, 
(Chairman)  Committee  on  Transfusions  and  Trans- 
plants. 


OMA  Pinpoints  Physician  Shortages 

The  OMA  has  completed  a preliminary  survey  to 
determine  physician-patient  ratios  in  Oregon.  The 
figures  were  calculated  for  each  trade  area,  in  terms  of 
1971  census  figures,  and  divided  by  the  number  of 
practicing  MD’s  and  DO’s,  and  then  divided  separately 
by  the  number  of  primary  care  physicians. 

Since  the  survey  was  undertaken  to  study  rural 
physician  manpower,  totals  for  the  state  do  not  in- 
clude Multnomah  County  and  portions  of  Washington 
County.  Thus,  the  ratio  of  physician  to  patients  in  the 
rest  of  the  state  is  one  to  every  1254.5,  while  each 
primary  care  physician  has  an  average  of  1861  patients 
to  look  after. 

On  paper,  conditions  seem  most  favorable  in 
Wheeler,  Oregon,  near  Tillamook,  with  one  physician 
to  542  patients,  and  in  Bend,  1 : 566;  physician  short- 
ages show  up  most  severely  in  the  Milton  Freewater 
area,  with  1:4409,  and  Scappoose,  with  1:4402. 

Without  going  into  great  detail,  it  is  a fact  that 
many  areas  removed  from  the  metropolitan  trade 


centers  in  Oregon  face  a devastating  shortage  of 
physicians. 

The  above  study  was  requested  by  the  OMA  Health 
Manpower  Committee  and  conducted  in  the  fall  of 
1971  by  the  OMA  staff,  based  on  information  pro- 
vided by  chambers  of  commerce,  county  medical 
societies  and  public  health  officers  around  the  state. 

The  ages  of  rural  physicians  are  also  being  con- 
sidered in  compiling  data  to  determine  future  medical 
manpower  needs  in  the  state. 


Medical  Board  Licenses  46  Doctors 

At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held  on 
January  13,  14  and  15,  1972,  Raymond  M.  Reichle, 
M.D.,  Secretary,  announced  that  the  following  doctors 
are  licensed  to  practice  medicine  in  Oregon: 

Janice  Mae  Wood  Anderson,  M.D.;  Eugene  Blank, 
M.D.;  Gary  John  Delorit,  M.D.;  Eugene  Fredrick 
Fuchs,  M.D.;  Mary  Patricia  Garlinger,  M.D.;  Beatrice 
Thomas  Bloom  Gilbert,  M.D.,  John  Michael  Hanifin, 
M.D.;  Robert  Fleming  Harris,  Jr.,  M.D.;  David  Charles 
Holman,  M.D.;  John  Halisey  Kennedy,  M.D.;  Harold 
Robert  McCartor,  M.D.;  Carter  Noland,  M.D.;  Richard 
Alan  Schaefer,  M.D.;  Mark  Lewis  Teitelbaum,  M.D.; 
and  Robert  Hendrick  Turner,  M.D.,  all  of  Portland. 

Others  licensed  were:  Henderson  Smith  Ainsworth, 
M.D.,  Colorado  Springs,  Colorado;  Kirby  Lawrence 
Allen,  M.D.,  Seattle,  Washington;  James  Henry  Bux- 
man,  M.D.,  U.S.  Air  Force;  Melodie  Macleod  Buxman, 
M.D.,  Lake  Oswego;  Lawrence  Bruce  Dunlap,  M.D., 
Phoenix,  Arizona;  Ivan  Roy  Eastwood,  M.D.,  Seattle, 
Washington;  Robert  Arthur  Ellwood,  M.D.,  U.S.  Army; 
James  Louis  Erickson,  M.D.,  Brownsville,  Oregon; 
Peter  Laval  Evers,  M.D.,  Ft.  Logan,  Colorado;  Gregory 
Joseph  Firman,  M.D.,  Los  Angeles,  California;  Richard 
Prentice  Fogdall,  M.D.,  San  Francisco,  California; 
Raymond  Gambrill,  III,  M.D.,  San  Diego,  California; 
Lorenz  Walter  Gugel,  M.D.,  Roseburg;  Franklyn  Davis 
Hankins,  M.D.,  San  Diego,  California;  Frederic  Thomas 
Huffnagle,  M.D.,  Lincoln  City,  Oregon;  Richard  Robert 
Johnston, M.D.,  U.S.  Havy ; Russell  James  Keizer,  M.D., 
Savannah,  Georgia;  Evert  Erwin  Kuester,  M.D.,  Loma 
Linda,  California;  David  Arthur  Larson,  M.D.,  U.S. 
Army;  Bryan  Desmond  Leyton,  M.D.,  San  Diego,  Cal- 
ifornia; Gregory  James  Lundmark,  M.D.,  Eureka,  Cal- 
ifornia; Donald  Palmer,  M.D.,  Lake  Oswego;  Anthony 
Gerald  Peck,  M.D.,  Ann  Arbor,  Michigan;  Francis  Van 
Bukey  Rudd,  M.D.,  Seattle,  Washington;  Carol  Ann 
Schrenk  Schachner,  M.D.,  Eugene;  Vincent  Keane 
Seid,M.D.,  Fresno,  California;  Roy  William  Skoglund, 
Jr.,  M.D.,  Roseburg;  Bertrand  Addison  Vipond,  M.D., 
Crescent  City,  California;  Lawrence  Raymond  Wersch- 
ky,  M.D.,  U.S.  Navy; Myron  Jay  Winship,  M.D.,  Sacra- 
mento, California;  and  Stanley  Burkle  Young,  M.D., 
Roseburg. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  13,  14  and  15,  1972.  The 
filing  deadline  date  for  this  meeting  is  March  13,  1972. 

The  next  State  Board  Written  Examination  will  be 
given  on  June  13,  14  and  15,  1972.  The  filing  dead- 
line date  for  the  examination  is  May  12,  1972. 
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There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other  . 
factors  can  delay  recovery  from 
acute  sinusitis. 

It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patiepts  showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%  , and  with 
streptococci  and  various  other 
' organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^ificantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are  - 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  csn  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histoty  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


^nolds,  R.  C.,  et  al.:  Bull.  Johns  Hof)kins  Hosp.  114:269, 1964 
i|ata  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3^  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed.  | 
Elevations  of  alkaline  phospha-  * 
tase  and  serum  transaminases  ' 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 

QeocillHci 

clindamycin  HQ  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  oil  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generolly  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mgAg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytIc  streptococcal  infectians,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


>r  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Sottles  of  16's  and  lOO's.  Sensitivity  Disks-2  Hg.  Sensitivity  Powder-Vials. 
■or  additional  product  information,  see  your  Upjohn  representative  or 
ronsult  package  insert.  MED  B-4-S  (LNU-3)  JA7I-1565 

rhe  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


Bergman  Chosen  Foundation  Head 


ABRAHAM  BERGMAN,  M.D. 


Abraham  Bergman,  director  of  outpatient  services 
at  Children’s  Orthopedic  Hospital,  has  been  elected 
president  of  the  National  Foundation  for  Sudden  In- 
fant Death. 

Of  the  17  national  chapters,  the  Seattle  chapter  of 
the  foundation  has  been  a model  for  the  entire  coun- 
try, Dr.  Bergman  said,  pointing  out  that  autopsies  are 
performed  on  all  crib  death  cases  here. 

Each  family  is  contacted  promptly,  and  public 
health  nurses  provide  information  about  the  Sudden 
Infant  Death  Syndrome.  He  announced  a vigorous 
campaign  to  implement  such  handling  of  sudden 
infant  deaths  in  the  rest  of  the  United  States. 

Dr.  Bergman  is  also  an  associate  professor  of 
pediatrics  and  health  services  at  the  University  of 
Washington. 


Le  Cocq  Lecture  Set  for  February  24 


Charles  F.  Gregory,  Professor  of  Orthopaedic  Sur- 
gery, University  of  Texas  Southwestern  Medical 
School,  Dallas,  will  be  the  guest  speaker  for  the  annual 
LeCocq  Lecture  February  24,  1972  at  8 p.m.  at  the 
Washington  Athletic  Clulj.  His  subject  will  be  “Fat 
Embolism.” 

Dr.  Gregory  is  recognized  nationally  as  a leader  in 
the  orthopedic  field.  He  has  been  chairman  of  the 
Board  of  Trustees  of  the  Orthopaedic  Research  and 
Education  Foundation,  and  president  of  the  American 
Board  of  Orthopaedic  Surgery  for  three  years. 

The  LeCocq  Lectures  are  sponsored  by  the  Depart- 
ment of  Orthopedics  of  the  University  of  Washington 
School  of  Medicine  to  honor  the  late  John  F.  LeCocq, 
Seattle  physician  who  was  co-founder  of  the  Seattle 
Orthopedic  and  Fracture  Clinic  and  a clinical  professor 
of  orthopedics  at  the  School  of  Medicine. 


C.  F.  GREGORY,  M.D. 


Abstract  Deadline  Nears 


While  the  deadline  for  abstracts  of  scientific  papers 
WSMA  members  wish  to  present  at  the  1972  Annual 
Meeting  is  April  15,  it  would  be  helpful  if  the  abstracts 
could  be  submitted  in  the  next  few  weeks.  Two  or 
three  paragraphs,  with  title,  is  sufficient.  Send  them 
to  Joseph  W.  Eschbach,  M.D.,  Chairman,  WSMA 


Scientific  Program  Committee,  444  N.E.  Ravenna 
Boulevard,  Seattle,  Washington  98115. 

April  15  is  also  the  deadline  for  submitting  applica- 
tions for  Scientific  Exhibit  space.  Application  forms 
are  now  available  from  the  Scientific  Exhibit  Com- 
mittee at  the  address  given  above. 

Washington  news  continued  o>i  page  133 
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NOW! 

PRICE  CUT 

FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


^^isapelf^K 

"POIASSIUM^ETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 

Bristol  laboratories 

BRISTOL  Division  of  Bristol-Myers  Company 
Syroouse,  New  York  13201 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valiurh  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 

quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  t.i.d.  or  qA.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery.  ^ T "4  9 

rallUlir  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
omplete  product  information,  a 
ummary  of  which  follows: 

Indications:  Tension  and  anxiety 
tates;  somatic  complaints  which  are 
;oncomitants  of  emotional  factors; 
jsychoneurotic  states  manifested  by  ten- 
ton,  anxiety,  apprehension,  fatigue, 
lepressive  symptoms  or  agitation;  symp- 
omatic  relief  of  acute  agitation,'tremor, 
ieiirium  tremens  and  hallucinosis  due  to 
icute  alcohol  withdrawal;  adjunctively  in 
■keletal  muscle  spasm  due  to  reflex 
■pasm  to  local  pathology,  spasticity 
aused  by  upper  motor  neuron  disorders, 
ithetosis,  stiff-man  syndrome,  convulsive 
iisorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
ivity  to  the  drug.  Children  under  6 
nonths  of  age.  Acute  narrow  angle  glau- 
:oma;  may  be  used  in  patients  with  open 
mgle  glaucoma  who  are  receiving 
ippropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
ncrease  in  frequency  and/or  severity  of 
jrand  mal  seizures  may  require  increased 
tosage  of  standard  anticonvulsant 
"nedication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  Ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po-  , 
tential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothlazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  Indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  In 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects;  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  Increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose^  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


INTRODUCING 

41elhx>l-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules  i 

alsoMeltrol-100^''  /| 

(100  mg.  timed-disintegration  capsules)  y i 

Meltrol-25™(25  mg.  tablets)  • 

/ FROM 
/ THE  NEV\ 


USV  PHARMACEUTICAL  CORP.,Tuckahoe,N.Y.  10707 


Washington  news  continued  from  page  129 


CPT  Workshop  Set 


Physicians,  health  insurance  carriers,  bureaus,  clin- 
ics, state  and  federal  agencies  and  physician  office 
personnel  who  are  involved  in  billing  and  payment 
for  physicians’  services,  have  been  invited  to  partici- 
pate in  a workshop  on  the  5 -digit  coding  system 
(Current  Procedural  Terminology)  sponsored  by  the 
Washington  State  Medical  Association,  Wednesday, 
March  8,  from  8:30  a.m.  to  4 p.m.  at  the  Sea-Tac 
Motor  Inn,  Seattle-Tacoma  Airport. 

Workshop  moderator  is  John  H.  Lindberg,  Chair- 
man, WSMA  Relative  Value  Study  Committee.  In- 
vited speakers  and  panelists  include  Peter  T.  Brooks, 
President,  WSMA;  C.  A.  Hoffman,  President-elect, 
AMA;  Burgess  L.  Gordon,  AMA,  Editor  of  CPT; 
Gilbert  G.  Eade,  President-elect,  WSMA;  Ronald  W. 
Ostrom,  Department  of  Insurance  and  Practice  Man- 
agement, AMA,  along  with  physicians  and  insurance 
representatives  who  are  experienced  in  the  use  of  CPT. 

The  workshop  has  two  major  goals.  First,  to  in- 
form physicians  on  the  advantages,  use  and  conversion 
to  the  5-digit  system  (1970  CPT)  for  description  of 
services;  secondly,  to  inform  third  party  health  insur- 
ance carriers  that  physicians  will  be  utilizing  the  CPT 
as  a description  of  services  as  of  July  1,  1972,  and  to 
assist  those  carriers  in  converting  to  the  system. 

In  extending  the  invitations,  WSMA  spokesmen  ex- 
pressed confidence  that  those  attending  will  find  the 
5-digit  system  offers  overwhelming  advantages  once  it 
has  been  implemented,  particularly  in  saving  time  in 
processing  insurance  forms  in  the  doctors  offices. 

Efforts  to  bring  about  the  adoption  of  the  5-digit 
system  in  the  state  of  Washington  began  in  1969  when 
the  California  Medical  Association  introduced  the  sys- 
tem and  formed  the  basis  for  the  1969  Relative  Value 
Studies.  Following  a seminar  at  the  WSMA  1970  An- 


nual Meeting  with  representatives  of  AMA,  CMA  and 
the  National  Association  of  Blue  Shield  Plans,  the 
WSMA  House  of  Delegates  adopted  a resolution  en- 
dorsing CPT  and  urging  its  use  by  all  state  physicians. 

In  January  1971,  at  the  Annual  Stockvoters  Meet- 
ing of  the  Washington  Physicians  Service,  a resolution 
was  passed  instructing  the  Washington  Blue  Shield  to 
prepare  plans  to  implement  the  WSMA  resolution. 
During  the  next  several  months,  meetings  were  held 
with  representatives  of  the  health  insurance  industry 
(both  the  commercial  carriers  and  Blue  Shield),  and 
with  local  government  organizations  as  well  as  organ- 
ized medicine.  Shortly  thereafter,  a target  date  of 
July  1,  1972  was  recommended  to  the  WSMA  for 
implementation  of  CPT. 

The  House  of  Delegates  adopted  the  resolution  at 
the  1971  Annual  meeting  which  endorsed  the  use  of 
the  1970  CPT  and  urged  all  WSMA  members  to  begin 
using  the  5-digit  CPT  codes  beginning  July  1,  1972  as 
recommended. 

Implementation  of  the  5-digit  system,  in  the  opin- 
ion of  those  familiar  with  it,  is  smooth  and  without 
undue  hardship  on  staff  personnel.  Valuable  in-office 
statistical  and  accounting  reports  can  be  produced 
manually,  or  by  computer,  such  as  an  analysis  of 
services  rendered  and  production  reports. 

During  the  workshop,  informational  packets  will 
be  available  to  all  attending  and  will  include  the  2nd 
edition  of  CPT  along  with  articles  and  brochures  deal- 
ing with  all  phases  of  conversion,  uses  and  advantages 
of  the  5-digit  system. 

Registration  fee  is  $10.  Checks  should  be  made 
payable  to  WSMA  and  sent  to  the  Central  Office,  444 
N.E.  Ravenna  Boulevard,  Seattle,  Washington  98115. 


Sports  Medicine  Seminar  Planned 


A seminar  on  sports  medicine,  sponsored  by  the 
Washington  State  Medical  Association  Committee  on 
Medical  Aspects  of  Sports  and  the  Washington  Inter- 
scholastic Athletic  Association,  will  be  held  March  25 
from  9 a.m.  to  4 p.m.  at  Rivershore  Motor  Hotel, 
Richland,  Washington. 

Subjects  will  include:  Do’s  and  Dont’s  for  Student 


Athletes;  Diet  and  Drugs;  Weight  Problems;  Meeting 
Emergencies;  and  Common  Injuries  in  Sports. 

Physicians,  coaches,  and  trainers  interested  in 
attending  may  obtain  invitations  by  notifying  the 
central  office  of  WSMA,  444  N.E.  Ravenna  Boulevard, 
Seattle  98115. 
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Professor  Honored  by  Medical  Journal 

Belding  H.  Scribner,  professor  of  medicine  and 
director  of  the  division  of  kidney  diseases  at  the  Uni- 
versity of  Washington  School  of  Medicine,  has  been 
named  as  one  of  ten  medical  educators  and  researchers 
who  have  received  1972  Distinguished  Achievement 
Awards  from  Modern  Medicine,  a national  medical 
journal. 

The  journal  mentioned  Dr.  Scribner’s  development 
of  an  apparatus  for  use  in  the  management  of  end- 
stage  kidney  disease,  and  his  research  leading  to  the 
control  of  severe  bowel  disease,  as  factors  influencing 
his  selection  from  the  250  men  and  women  nominated 
for  the  award.  B.  H.  SCRIBNER,  M.D. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  cantaining  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeoe  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ' 1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be  1 
carefully  examined  and  monthly  serological  follow-up  for  at;  I 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is,  i 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not) 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  tc: 
detect  evidence  of  development  of  resistance  of  N.ganarrhoeae 

Adverse  reactions:  The  following  reactions  were  observer' 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normc, 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo. 


Irobkin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  beclosely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ’*'*Diagnosis  was  confirmed  by  cultural  identitication  of  N.  gonorrhoeoe  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  = 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mo/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 


IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


House  of  Delegates  Session  Held 

The  Fourth  Interim  Session  of  the  Idaho  Medical 
Association’s  House  of  Delegates  was  held  at  the 
Holiday  Inn,  Twin  Falls,  February  3-5,  1972. 

A Scientific  Program  was  presented  by  the  Inter- 
mountain Regional  Medical  Program,  Salt  Lake  City, 
beginning  at  1:30  p.m.,  Thursday.  All  Delegates  were 
urged  to  attend. 

The  First  Session  of  the  House  of  Delegates  began 
Friday  at  9:45  a.m. 

Several  important  items  were  on  the  agenda,  includ- 
ing a first  year  anniversary  report  on  the  Association’s 
professional  liability  insurance  program,  and  several 
resolutions. 

Blair  J.  Henningsgaard,  Astoria,  Oregon,  was  the 
featured  speaker  at  a special  luncheon  Friday  at  12:30 
p.m.  Dr.  Henningsgaard,  who  is  a member  and  former 
Chairman  of  the  American  Medical  Political  Action 
Committee’s  Board  of  Directors,  spoke  on  “The  Phy- 
sician’s Role  in  Politics  Today.’’ 

Presiding  at  the  luncheon  was  James  J.  Coughlin, 
Chairman,  Board  of  Directors,  Idaho  Medical  Political 
Action  Committee. 


Tregoning  Appointed 

Past-President  William  R.  Tregoning,  Boise,  has  ac- 
cepted appointment  as  chairman  of  the  association’s 
Medical  Practice  Act  and  Quackery  Committee.  A 
member  of  the  committee,  Dr.  Tregoning  succeeds 
Charles  A.  Terhune,  Burley,  who  has  retired  as  chair- 
man. Newly  appointed  to  the  committee  is  Roy  O. 
Shaub,  Twin  Falls.  Other  members  of  the  committee 
are  Gedney  Barclay,  Coeur  d’Alene;  Leland  K.  Krantz, 
Idaho  Falls;  and  W.  Wray  Wilson,  Coeur  d’Alene. 

Legislature  Opens 

The  Second  Session  of  the  Forty-first  Idaho  Legis- 
lature opened  January  10  in  Boise. 

Loy  T.  Swinehart,  Boise,  Chairman,  and  members 
of  the  State  Legislative  Committee  meet  weekly  dur- 
ing the  session.  Every  effort  is  being  made  to  keep 
the  component  Legislative  Committees  informed  of 
developments  of  interest  to  the  medical  profession. 
Other  members  of  the  State  Committee  are.-  Alfred  M. 
Stone,  J.  Gordon  Daines,  Bernard  P.  Strouth,  all  of 
Boise,  and  J.  B.  Marcusen,  Nampa. 


New  Officers  and  Delegates 


New  Officers  and  Delegates,  Alternate  Delegates 
for  the  coming  year  include: 

Bonner  Boundary  District  Medical  Society 

President:  James  R.  Arthurs,  Sandpoint;  Secretary- 
Treasurer:  C.  J.  Edwards,  Bonners  Ferry;  and  Dele- 

gate: Fred  E.  Marienau,  Sandpoint. 

Kootenai-Benewah  District  Medical  Society 

President:  Joseph  F.  Grismer,  Coeur  d’Alene; 

Vice-President:  Robert  S.  West,  Coeur  d’Alene; 

Secretary-Treasurer:  John  B.  Meyer,  Coeur  d’Alene; 
Delegates:  Duane  A.  Daugharty,  H.  Don  Moseley, 

both  of  Coeur  d’Alene,  and  Philip  G.  Glennie,  Hayden 
Lake;  Alternate  Delegates:  W.  Wray  Wilson,  and 

Harold  R.  Thysell,  both  of  Coeur  d’Alene,  and  Richard 
E.  Eggleston,  Hayden  Lake. 

North  Idaho  District  Medical  Society 

President:  Richard  D.  Thorson,  Lewiston;  Presi- 

dent-Elect: Allen  M.  Cochrane,  Lewiston;  Secretary- 


Treasurer.-  Richard  M.  Alford,  Lewiston;  Delegates: 
Allen  M.  Cochrane,  C.  S.  English,  Raymond  M.  Stover, 
all  of  Lewiston;  J.  Burton  Britzmann,  William  P.  Mari- 
neau  and  Edward  L.  Boas,  all  of  Moscow;  Alternate 
Delegates:  O.  V.  Baumann,  E.  J.  Baldeck,  William  C. 
Mannschreck  and  Richard  M.  Alford,  all  of  Lewiston, 
Roland  D.  Brooks  and  Rodger  G.  Hawkins,  both  of 
Moscow. 

Bear  River  Valley  Medical  Society 

President:  Russell  Tigert,  Jr.,  Soda  Springs;  Vice- 
President:  Emmett  E.  Herron,  Grace;  Secretary -Treas- 
urer: Allen  H.  Tigert,  Soda  Springs;  and  Delegate: 

Russell  Tigert,  Jr.,  Soda  Springs. 

Idaho  Society  of  Ophthalmology 

President:  John  D.  Ross,  Nampa;  President-Elect: 
Ronald  E.  Dunn,  Moscow;  Secretary-Treasurer:  Theo- 
dore R.  Florentz,  Boise;  and  Delegate:  Morton  Cutler, 
Twin  Falls. 
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Actions  of  State  Board  of  Medicine 


The  Idaho  State  Board  of  Medicine,  meeting  in 
Boise  for  its  semi-annual  session,  saluted  a former 
chairman,  Charles  A.  Terhune,  Burley,  for  guiding  the 
Board  through  a time  of  “significant  change.” 

A letter  signed  by  Dan  E.  Stipe,  Lewiston,  current 
chairman,  and  the  members  of  the  Board,  said,  “We 
feel  that  your  work  toward  the  1969  amendments  to 
the  Idaho  Medical  Practice  Act  is  already  resulting  in 
benefits  for  Idaho.”  The  letter  was  occasioned  by  Dr. 
Terhune’s  retirement  from  medical  practice. 

Changes  included  the  adoption  of  the  Federation 
Licensing  Examination  (FLEX)  which  was  designed 
as  a comprehensive  test  for  state  medical  licensure 
emphasizing  clinical  competence.  Idaho  was  one  of 
the  first  of  39  states  to  offer  the  test,  which  is  regarded 
as  an  important  step  toward  uniformity  in  state  medi- 
cal licensure.  One  Canadian  Province  also  offers  the 
test,  and  further  acceptance  is  anticipated.  It  was 
developed  by  the  Federation  of  State  Licensing  Boards 
of  the  United  States,  of  which  the  Idaho  Board  is  a 
member. 

Changes  in  the  Medical  Practice  Act  also  provided 
for  the  licensure  of  osteopathic  medicine  and  surgery 
in  Idaho  and  expanded  provisions  relating  to  medical 
discipline. 

Dr.  Terhune,  who  is  a Past  President  of  the  Idaho 
Medical  Association,  was  also  Chairman  of  the  Medi- 
cal Practice  Act  Review  Committee  of  the  Idaho  Medi- 
cal Association.  This  committee  spent  two  years  of 
study  in  developing  the  amendments  to  the  Medical 
Practice  Act. 

During  Dr.  Terhune’s  tenure,  action  was  taken  to 
facilitate  application  for  Idaho  medical  licensure. 

He  was  a member  of  the  Board  of  Medicine  from 
1963  until  1969.  During  the  last  two  years  he  served 
as  chairman.  He  retired  from  active  practice  January 
1,  1972. 

Serving  with  Dr.  Stipe  as  members  of  the  current 
Board  are:  G.  Curtis  Waid,  Idaho  Falls,  Vice-Chairman; 
Fred  H.  Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls; 
Quentin  L.  Quickstad,  Boise;  John  E.  Rockwell, 
Grangeville;  Arthur  S.  Cudmore,  Boise;  and  Mr.  John 
Bender,  Commissioner  of  Law  Enforcement. 

Thirty-seven  physicians  received  licenses  to  practice 
medicine  and  surgery  in  Idaho  during  the  January 
meeting  of  the  State  Board  of  Medicine: 

Boise 

John  C.  Hylen,  Internal  Medicine  and  Cardiology; 
John  M.  Havlina,  Neurosurgery;  David  H.  Rasmussen, 
Ophthalmology;  James  K.  Luce,  Internal  Medicine- 
Chemotherapy,  Robert  Wm.  Matthies,  Student  Health 
Service-General  Practice;  Tullio  Celano,  General  Prac- 
tice; Michael  P.  Naeve,  Orthopedic  Surgery;  Michael 
P.  Gibson,  Military  Duty-General  Practice;  Arnold  L. 
Petersen  II,  Obstetrics-Gynecology;  and  Thomas  D. 
Tilden,  Pediatrics. 

Pocatello 

C.  Mervyn  Rasmussen,  Pediatrics;  T.  David  Hayes, 
Orthopedic  Surgery. 

Twin  Falls 

James  R.  Schuft,  Radiology;  Alma  C.  Dotto,  Anes- 


thesiology; Robert  H.  Lister,  General  Surgery;  and 
Rodney  D.  Swartling,  Orthopedic  Surgery. 

Idaho  Falls 

William  W.  Patton,  General  & Thoracic  Surgery. 
St.  Maries 

Douglas  G.  Henriksen,  General  Practice. 

Orofino 

Maurice  F.  P.  Masar,  General  Surgery  & General 
Practice. 

Lewiston 

James  M.  Lowther,  Dermatology. 

Caldwell 

William  M.  Doyle,  Pathology. 

Nampa 

Glen  E.  Wegner,  Pediatrics. 

Sun  Valley 

Margaret  E.  Morgan,  Psychiatry. 

Out-of-State 

Louis  R.  Bias  and  Michael  E.  Bell,  both  Spokane, 
Radiology;  Donald  J.  Wenzel,  San  Antonio,  Texas, 
Radiology;  Donald  R.  Laub,  Stanford,  Calif.,  Plastic 
Surgery;  John  H.  Batson,  Jackson,  Wyo.,  (Driggs, 
Idaho)  General  Surgery;  Thomas  A.  Drabecki,  Dear- 
born, Mich.,  Obstetrics-Gynecology;  Stanley  L.  Dren- 
nan,  Los  Angeles,  General  Practice;  Howard  G.  Mc- 
Quarrie,  Salt  Lake  City,  Obstetrics-Gynecology;  Ernest 
T.  Smith,  Santa  Barbara,  General  Surgery ; William  B. 
Gerlach,  Billings,  Mont.,  Radiology. 

The  following  physicians  who  hold  temporary  li- 
censes to  practice  in  Idaho,  but  who  were  unable  to 
attend  the  meeting  because  of  bad  weather  had  their 
temporary  licenses  extended  until  the  July  session  of 
the  Board: 

Peter  F.  Petersen,  Lapwai,  Military  Duty,  General 
Practice;  James  E.  Mahan,  Lewiston,  Pediatrics;  James 
W.  Hellams,  Orofino,  General  Practice;  and  Michael  J. 
Basile,  Idaho  Falls,  Military  Duty,  General  Practice. 

Physical  Therapists  who  registered  with  the  Board 
of  Medicine  include: 

John  F.  Melling,  Idaho  Falls;  Gary  W.  Garrison, 
Rupert;  Virginia  L.  Brunette,  Coeur  d’Alene;  Marilyn 
Moore,  Nampa,  and  Ronald  L.  Schippers,  Clinton, 
Iowa.  Temporary  registration  was  extended  for  two 
physical  therapists,  Kenna  Lagerquist,  Pullman,  Wash- 
ington, and  Donna  Starodoj,  Sun  Valley. 

Temporary  licenses  were  granted  to  the  following 
physicians  in  December: 

Thomas  David  Hayes,  M.D.,  Pocatello.  Graduate, 
Tulane  University  School  of  Medicine,  New  Orleans, 
May  30,  1966.  Internship,  Brooke  General  Hospital, 
Fort  Sam  Houston,  1966-1967.  Orthopedic  Surgery 
residency,  William  Beaumont  General  Hospital,  El 
Paso,  1967-1972.  Granted  TL-513,  December  27, 
1971.  Orthopedic  Surgery. 

Michael  Joseph  Basile,  M.D.,  Idaho  Falls.  Graduate, 
The  Ohio  State  University  College  of  Medicine,  Col- 
umbus, June  12,  1970.  Internship,  The  University  of 
Iowa  Hospitals  and  Clinics,  Iowa  City,  1970-1971. 
Granted  TL-514,  December  22,  1971.  General  Prac- 
tice. 
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IF  IWORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


References;  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.i.. 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine  d. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1 4 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  iro”s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charle;  ( 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstalt. 
W.  W.:  Psychophysiologic  Approach  in  .Medical  PracH. 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  >3 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  WB 
Saunders  Company,  1951,  p.  384. 


Big  boys  don’t  cry.  If  more  men  criei] 
maybe  fewer  would  wind  up  with  duodeni 
ulcers.  But  men  will  be  men— the  sum  total  (I 
their  genes  and  what  th(j 
are  taught.  Schottstaeil 
observes  that  when! 
mother  admonishes  hi 
son  who  has  hurt  himse 
that  big  boys  don’t  cry,  si 
is  teaching  hi' 
stoicism. Crying  is  tl 
negation  of  everythii 
society  thinks  of  as  manl 
A boy  starts  defending  I 
manhood  at  an  early  ag 

Take  away  strei'^ 
you  can  take  away  sympton  f 
There  is  no  question  that  stress  plays i 
role  in  the  etiology  of  duodenal  ulcf.j 
Alvarez®  observes  that  many  a man  with  ;|i| 
ulcer  loses  his  symptoms  the  day  he  shuts  i 
the  office  and  starts  out  on  a vacation. 
problem  is,  the  type  of  man  likely  to  have  ii 
ulcer  is  the  type  least  likely  to  take  lojj 
vacations  or  take  it  easy  at  work.  a 

The  rest  cure  vs.  the  two-way  action  fl 
Librax.®  For  most  patients,  the  rest  cures) 
as  unrealistic  as  it  is  desirable.  Still,  te 
stress  factor  must  be  dealt  with.  And  hte' 
is  where  the  dual  action  of  adjunctive  Libr.x' 
can  help.  Librax  is  the  only  drug  that  cot-’ 


1 


Jies  the  antianxiety 
a:ion  of  Librium® 

(tilordiazepoxide  HCl) 

Sith  the  dependable 
Itisecretory/ 
ftispasmodic 
f:ion  of 
jarzan®  (clidinium  Br). 

t Protects  man  from  his  own  hungry  per- 
Inality.  The  action  of  Librium  reduces 
xiety — helps  protect  the  vulnerable  patient 
)m  the  psychological  overreaction  to  stress 
at  clutches  his  stomach.  At  the  same  time, 
^3  action  of  Quarzan  helps  quiet  the  hyper- 
i|tive  gut,  decreasing  hypermotility  and 
jspersecretion. 

An  inner  healing  environment  with  1 
( 2 capsules,  3 or  4 times  daily.  Of  course, 
tsre’s  more  to  the  treatment  of  duodenal 
p3er  than  a prescription  for  Librax.  The  pa- 
t nt — with  your  guidance — will  have  to  ad- 
)i3t  to  a different  pattern  of  living  if  treat- 
r,3nt  is  to  succeed.  During  this  adjustment 
[ riod,  1 or  2 capsules  of  Librax  3 or  4 times 
•Dily  can  help  establish  a desirable  environ- 
rent  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
I it  it  can  usually  make  it  easier  for  men  to 
:ipe  with  the  discomfort  of  stress— both 
P7chic  and  gastric — that  can  precipitate 
5 d exacerbate  duodenal  ulcer. 

Ibrax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/  or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically.  " 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
•1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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BOOKS 

RECEIVED:  The  following  books  have  been  received. 
Publication  of  this  acknowledgement  is  to  be  consid- 
ered adequate  return  to  the  sender.  Selected  titles 
will  be  reviewed  as  space  permits. 

Ventriculocisternostomy:  Long-Term  Experiences. 

By  Robert  C.  Cantu,  M.D.,  Clinical  Associate  in  Neurosurgery, 
Massachusetts  General  Hospital;  Instructor  in  Surgery,  Harvard 
Medical  School;  Jost  J.  Michelsen,  M.D.,  Board  of  Consulta- 
tion, Massachusetts  General  Hospital;  Instructor  in  Surgery, 
Harvard  Medical  School;  James  C.  White,  M.D.,  Former  Chief 
of  Neurosurgical  Service,  Massachusetts  General  Hospital;  Pro- 
fessor of  Surgery,  Emeritus,  Harvard  Medical  School,  and  Paul 
F.  J.  New,  M.D.,  Radiologist  and  Head  of  Neuroradiological 
Section,  Massachusetts  General  Hospital;  Assistant  Professor 
of  Radiology,  Harvard  Medical  School.  138  pp.  Illustrated. 
Price  $12.25.  Charles  C Thomas,  Springfield,  111.  1970. 

Anesthesia  for  Outpatient  Surgery.  By  David  D.  Cohen, 
M.D.,  Assistant  Professor  and  John  B.  Dillon,  M.D.,  Professor 
and  Chief,  Division  of  Anesthesia,  University  of  California, 
Los  Angeles  School  of  Medicine,  Los  Angeles,  California. 
67  pp.  Illustrated.  Price  $5.75.  Charles  C Thomas,  Spring- 
field,  111.  1970. 

Becker-Shaffer’s  Diagnosis  and  Therapy  of  the  Glauco- 
mas. 3rd  Ed.  By  Allan  E.  Kolker,  M.D.,  Associate  Professor 
of  Ophthalmology  and  Associate  Director  of  the  Glaucoma 
Center,  Department  of  Ophthalmology,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Missouri;  and  John 
Hetherington,  Jr.,  M.D.,  Assistant  Clinical  Professor  of  Oph- 
thalmology and  Associate  Director  of  the  Glaucoma  Center, 
University  of  California  Medical  Center,  San  Francisco,  Calif- 
ornia. 495  pp.  Price  $25.00.  The  C.  V.  Mosby  Company, 
Saint  Louis.  1970. 

Handbook  of  Pediatrics.  9th  Ed.  By  Henry  K.  Silver,  M.D., 
Professor  of  Pediatrics,  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado;  C.  Henry  Kempe,  M.D.,  Professor 
of  Pediatrics  and  Chairman,  Department  of  Pediatrics,  Univer- 
sity of  Colorado  School  of  Medicine,  Denver,  Colorado;  and 
Henry  B.  Bruyn,  M.D.,  Clinical  Professor  of  Pediatrics  and 
Medicine,  University  of  California  School  of  Medicine,  San 
Francisco,  California;  Director  of  Student  Health,  University 
of  California,  Berkeley,  California.  713  pp.  Lange  Medical 
Publications,  Los  Altos,  California.  1971. 

The  Low  Fat,  Low  Cholesterol  Diet— What  to  Eat  and 
How  to  Prepare  it.  By  Clara-Beth  Young  Bond,  R.D.,  Con- 
sulting Dietitian,  Sacramento;  E.  Virginia  Dobbin,  R.D.,  form- 
er Senior  Dietitian,  E.  V.  Cowell  Memorial  Hospital,  Univer- 
sity of  California,  Berkeley;  Helen  F.  Gofman,  M.D.,  San 
Francisco;  Helen  C.  Jones,  Home  Economist,  Berkeley;  and 
Lenore  Lyon,  Homemaker,  San  Jose,  California.  512  pp. 
Price  $7.95.  Doubleday  & Company,  Inc.,  New  York.  1971. 

The  Secretory  Immunologic  System:  Proceedings  of 
a Conference  on  The  Secretory  Immunologic  System, 
December  10-13,  1969,  Vero  Beach,  Florida.  U.  S.  De- 
partment of  Health,  Education,  and  Welfare  Public  Health 
Service,  National  Institutes  of  Health,  National  Institute  of 
Child  Health  and  Human  Development,  Bethesda,  Maryland 
20014.  Copies  may  be  bought  from  the  Superintendent  of 
Documents,  U.  S.  Government  Printing  Office,  Washington, 
D.C.  544  pp.  Illustrated.  Price  $5.25  (paper  cover).  Edited 
by  Delbert  H.  Dayton,  Jr.,  Parker  A.  Small,  Jr.,  Robert  M. 
Chanock,  Herbert  E.  Kaufman,  Thomas  B.  Tomasi,  Jr.,  Spon- 
sored by  National  Institute  of  Child  Health  and  Human 
Development. 


Molecular  Properties  of  Drug  Receptors.  A Ciba 
Foundation  Symposium.  Edited  by  Ruth  Porter  and  Maeve 
O’Connor.  298  pp.  Illustrated.  J.  & A.  Churchill,  London, 
1970. 

Taste  and  Smell  in  Vertebrates.  A Ciba  Foundation 
Symposium.  ■ Edited  by  G.  E.  W.  Wolstenholme  and  Julie 
Knight.  402  pp.  Illustrated.  J.  & A.  Churchill,  London.  1970. 

Sensorineural  Hearing  Loss.  A Ciba  Foundation  Sym- 
posium. Edited  by  G.  E.  W.  Wolstenholme  and  Julie  Knight. 
358  pp.  Illustrated.  J.  & A.  Churchill,  London.  1970. 

Alzheimer’s  Disease  and  Related  Conditions.  A Ciba 
Foundation  Symposium.  Edited  by  G.  E.  W.  Wolstenholme 
and  Maeve  O’Connor.  316  pp.  Illustrated.  J.  & A.  Churchill, 
London.  1970. 

Psychology  of  Emotion— Self  Discipline  by  Conscious 
Emotional  Continence.  By  John  M.  Dorsey,  M.D.  174  pp. 
Center  for  Health  Education,  Detroit,  Michigan.  1971.  (Print- 
ed by  Edwards  Brothers,  Inc.,  Ann  Arbor,  Michigan.) 

Symposium  on  Strabismus:  Transactions  of  the  New 
Orleans  Academy  of  Ophthalmology.  By  New  Orleans 
Academy  of  Ophthalmology;  Herman  M.  Burian,  M.D.,  Pro- 
fessor of  Ophthalmology,  College  of  Medicine  University  of 
Iowa,  Iowa  City,  Iowa;  Edward  A.  Dunlap,  M.D.,  Clinical  Pro- 
fessor of  Ophthalmology,  Cornell  Medical  Center,  New  York, 
N.  Y.;  John  A.  Dyer,  M.D.,  Associate  Professor  of  Clinical 
Ophthalmology,  Mayo  Graduate  School  of  Medicine,  Roches- 
ter, Minnesota;  Mary  C.  Fletcher,  M.D.,  Associate  Professor, 
Ophthalmology  Department,  Baylor  University,  Houston, 
Texas;  Philip  Knapp,  M.D.,  Associate  Professor  of  Clinical 
Ophthalmology,  College  of  Physicians  and  Surgeons  of  Colum- 
bia University,  New  York,  N.  Y.;  Marshall  M.  Parks,  M.D., 
Chairman,  Department  of  Ophthalmology , Children’s  Hospital, 
George  Washington  School  of  Medicine;  Senior  Attending 
Ophthalmologist,  Washington  Hospital  Center;  Consultant  in 
Ophthalmology,  Walter  Reed  Army  Medical  Center  and  Beth- 
esda Naval  Center,  Washington,  D.  C.;  and  Arthur  Jampolsky, 
M.D.,  Director,  Smith-Kettlewell  Institute  of  Visual  Sciences, 
Pacific  Medical  Center,  San  Francisco,  California.  426  pp. 
Illustrated.  Price  $34.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  Missouri.  1971. 

Synopsis  of  Pediatrics.  3rd  Ed.  By  James  G.  Hughes,  B.A., 
M.D. , Professor  of  Pediatrics  and  Chairman  of  the  Department 
of  Pediatrics,  University  of  Tennessee  College  of  Medicine; 
Pediatrician-in-Chief,  City  of  Memphis  Hospitals;  Staff  Mem- 
ber and  Former  Chief  of  Staff,  Le  Bonheur  Children’s  Hospi- 
tal, Memphis,  Tennessee;  Brigadier  General,  United  States 
Army  Medical  Corps  Reserve;  Pediatric  Consultant  to  the 
Surgeon  General,  United  States  Army  - with  the  collaboration 
of  twenty-four  faculty  members  of  the  University  ofTennessee 
College  of  Medicine  and  three  guest  contributors.  1141  pp. 
Illustrated.  Price  $14.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  Missouri.  1971. 

Medical  Resident’s  Manual.  33rd  Ed.  By  William  J.  Grace, 
M.D.,  F.A.C.P.,  Director,  Department  of  Medicine,  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York;  Professor  of 
Clinical  Medicine,  New  York  University  School  of  Medicine; 
Richard  J.  Kennedy,  M.D.,  F.A.C.P.,  Associate  Director  of 
Medicine,  St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York;  Clinical  Professor  of  Medicine,  New  York  University 
School  of  Medicine;  and  Frank  B.  Flood,  M.D.,  F.A.C.P., 
Chief  Cardiologist,  St.  Joseph’s  Hospital,  Yonkers,  New  York, 
Attending  Physician,  Yonkers  General  Hospital.  439  pp. 
Price  $6.75.  Appleton-Century-Crofts,  New  York.  1971. 

Books  continued  on  page  145 
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Racet  Cream  is 
hdochhrhydroKyquin 

3.0% 

and  hydrocortisone 

0.5% 

in  a base  of  stearic  acid.cetyl  a Icohol,  petrolatum,  polyoxy  1 40  stearate,  sorbitol,  propylene  glycol,  methylparaben,  propylparaben,  heather  aroma  and  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  ( It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  ( It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  It's  economical,  too. 


Brief  Summary: 

Contraindications;  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream;  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


©1970  LEMMON  70-19S 


CONTINUIh 

Compiled  by  Washington/Alaska  Regional  Medical  P 


SUBJECT FACULTY SPONSOR LOCATION FOR 


Pressor  Mechanisms  in 
Hypertension 

Edward  D.  Frohlich.  M.D.,  Director. 
Division  of  Hypertension,  University 
of  Oklahoma  School  of  Medicine 

G.  D.  Searle  & Company  Providence  Hospital,  Seattle 

Physicians 

Tenth  Annual  Symposium 
on  Respiratory  Diseases 

David  Bates,  M.D.,  Chairman,  Depart- 
ment ot  Physiology,  McGill  University. 
Montreal:  Benjamin  Felson,  M.D.. 
Director,  Department  of  Radiology. 
Cincinnati  General  Hospital;  J ulia  Jones, 
M.D.,  Chief.  Pulmonary  Service.  Harlem 
Pulmonary  Center,  New  York;  John  J. 
Osborn,  M.D..  Director.  Cardio-pulmonary 
Intensive  Care  Unit,  Presbyterian 
Medical  Center,  San  Francisco 

Tuberculosis  and  Respiratory  Auditorium,  Health  Sciences 

Disease  Association  of  King  Building,  University  of  Washington 

County:  Firland  Hospital;  School  of  Medicine 

University  of  Washington  School 

of  Medicine;  Washington  Thoracic 

Society;  Washington  Tuberculosis 

and  Respiratory  Disease  Association; 

Washington  State  Department  of 
Social  and  Health  Services;  Daniel 
W,  Zahn  Memorial  Fund 

Primarily  for  physic 
AAFP  credit:  Mho 

University  of  Washington 
Circuit  Course:  infectious 
Disease 

Harry  N.  Beaty,  M.D.;  Starkey  D.  Davis. 

M. D.;  William  M.  M,  Kirby.  M.D.;  lohn 

N,  Lein,  M.D. 

Division  of  Continuing  Medical  March  1 ■ Clallam  County  Physician’s 

Education.  University  of  Wash-  Service  Office.  Port  Angeles 

ington  School  of  Medicine:  March  2 - Everett  General  Hospital. 

Washington/Alaska  Regional  Everett 

Medical  Program:  Washington 
State  Medical  Association 

Physicians 
WAFP  credit 

University  of  Oregon 
Medical  School  Circuit 
Course  Program;  The  Hand 

Samuel  F.  Gill.  M.D.:  Stanley  L.  lames, 
M.D. 

University  of  Oregon  Medical  March  1 - Courtel  Motel,  Coos 

School  Circuit  Course  Program;  Bay,  Oregon 

Oregon  Regional  Medical  Program  March  2 - Roseburg  Country 

Club,  Roseburg,  Oregon 

Physicians 
OAGP  credit:  4V2hj 

Decisions  in  Family 
Practice 

Irwin  W.  Bean,  M.D.,  Regina  General 
and  Grey  Nuns  Hospitals,  and  Medical 
Director,  Saskatchewan  Government 
Insurance 

The  Vancouver  General  Hospital,  Christmas  Seal  Auditorium, 

Department  of  Family  Practice  and  10th  Avenue  and  Willow  Street, 
The  University  of  British  Columbia,  Vancouver  9,  British  Columbia 
Faculty  of  Medicine,  Department  of 
Health  Care  and  Epidemiology,  Division 
of  Primary  Health  Care 

7 

Family  physicians 

Filth  Annual  Sports 
Medicine  Seminar 

Keith  D.  Peterson,  D.O..  chainnan: 
Creighton  1.  Hale.  Ph.D..  Vice  President 
and  Director  of  Research,  Little  League 
Baseball.  Williamsport,  Pennsylvania; 

Fred  Allman.  Jr.,  M.D..  Team  Physicians, 
Georgia  Institute  of  Technology ; Don 
Cooper,  M.D.,  Team  Physician.  Oklahoma 
State  Universitv 

Northwest  Athletic  Trainers  Associ-  Sea-Tac  Motor  Inn,  Seattle 
ation:  Washington  Osteopathic 
Medical  Association 

Physicians,  coache 
trainers  and  studen 
trainers,  school  nui 
school  personnel  ai 
others  interested  it' 
sports  medicine 

Infections  and  Antibiotics 

Richard  H.  Winterbauer.  M.D.,  ch.iirman 

Virginia  Mason  Medical  Center  The  Mason  Clinic,  Seattle 

Physicians 

Postgraduate  Preceptorships: 
Individualized  refresher 
courses  are  arranged  in  most 
medical  specialties 

Practicing  physicians 

Washington/Alaska  Regional  Hospitals  in  Seattle,  Spokane, 

Medical  Program:  Division  of  Tacoma  and  Yakima 

Continuing  Medical  Education, 

University  of  Washington  School  of 
Medicine:  Washington  State  Medical 
Association 

Physicians 
AAFP  credit 

Medical  Television 

Washington /A  la  ska  Regional 

Channels  9,  Seattle:  47,  Yakima: 

Physicians  and  alli 

Medical  Program 

7,  Spokane:  10,  Pullman; 
1 0.  Portland 

health 
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EDICAL  EDUCATION 

on  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


NROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

one 

One  hour 

February  18 

Session;  1 p.m. 

None 

Contact  the  Office  of  Medical  Education, 
Providence  Hospital,  1 7th  and  East  Jefferson, 
Seattle  98122.  (206)  EA  2-3140,  ext.  395 

one 

Two  days 

February  24,  25 

Sessions;  9 a.m.  - 5 p.m. 

None 

Preregistration  requested.  Contact  Mr.  George 
Zeigler,  Tuberculosis  and  Respiratory  Disease 
Association  of  King  County,  216  Broadway, 
Seattle  98102.(206)  329-4411 

lone 

One-half  day 

March  1,  2 

S20 

Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of 
Medicine,  Seattle  98195.  (206)  543-1050 

One-half  day 

March  1 , 2 

Sessions:  1:30  p.m. -6  p.m. 

SIO 

Director,  Circuit  Course  Program,  University 
of  Oregon  Medical  School,  3181  S.W.  Sam 
Jackson  Park  Road.  Portland,  Oregon  97201 . 
(503)  228-9181,  ext.  1181 

ionc 

Three  and  one-half 
days 

March  8-11 
March  8 - 

Registration:  8:30  a.m. 

$65  (includes 
lunches) 

Continuing  Education  in  the  Health  Sciences 
Task  Force  Building,  The  University  of  British 
Columbia,  Vancouver  8,  British  Columbia 
(604)  228-2626 

One  and  one-half 
days 


March  18,  19 
March  1 8 - 

Session:  8 a.m.  - 1 p.m. 
March  1 9 - 

Session:  8 a.m.  - 5 p.m. 


Physicians:  S40; 
Physical  therapists: 
$ 1 5; Coaches;  $7; 
Others:  S5 


Preregistration  requested  by  March  1 3. 

Contact  Keith  D.  Peterson,  D.O.,  The  Sports 
Medicine  Clinic,  5409  17th  N.W.,  Seattle  98107 
(206)  SU  2-3383 


. 


.0 

One  day 

March  24 

Registration:  8:30a.m. 
Session:  9 a.m.  - 5 p.m. 

S35 

Preregistration  requested.  Contact  Kenneth  R. 
Wilske,  M.D.,  Chairman,  Division  of  Continuing 
Medical  Education,  Virginia  Mason  Medical  Center, 
1111  Terry  Avenue,  Seattle  98101 
(206)  MA  3-3700,  ext.  470  or  343 

To  be  individually 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project, 
Washington/Alaska  Regional  Medical  Program, 
530  “U”  District  Building,  Seattle  98105 
(206)  543-8525 

One*half  hour  Telecasts  are  every  Tuesday  at  7:30  a.m.; 

repeat  programs  at  8 a.m.  and  at  10:30  p.m. 
or  1 1 p.m.  (Check  local  listing) 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  go  to  Joan  Kelday,  530 
University  District  Building,  Seattle,  Washington  98105; 
phone  (206)  543-8525.  Deadline  is  the  6th  of  the  month 
preceding  the  month  of  publication,  and  not  less  than  60 
days  before  the  meeting. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this  - 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  Sth  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eight-man  multi-specialty 
group  with  e.xcellent  reputation.  Drawing  area  of  65,000,  on 
southwestern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  10th  St..  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


GENERAL  PRACTITIONER  — wanted  for  established 
practice  in  Spokane.  No  OB.  Presently  two  men;  future  part- 
nership. Write  Box  34B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY  - To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  superhighway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


WASHINGTON  STATE  PENTIENTIAR Y,  WALLA 

WALLA  — Positions  available  for  physicians  to  operate  a 
25-bed  hospital  and  out-patient  medical  service  to  1,150  in- 
mates. Two  positions  are  now  available  and  hopefully  a third 
position  will  be  authorized.  Especially  need  GP,  surgeon  and/ 
or  internist.  Excellent  physical  facilities,  ancillary  staff  now 
being  hired,  cooperative  and  available  local  medical  commun- 
ity, requiring  only  adequate  medical  personnel  to  produce  a 
medical  service  of  which  the  State  can  be  proud.  A challeng- 
ing opportunity  for  real  professional  satisfaction.  Administra- 
tive personnel  fully  cooperative,  housing  on  grounds  available 
if  desired,  pleasant  community.  Starting  pay  $24,000  to 
$27,376,  depending  on  amount  of  responsibility.  Good 
fringe  benefits.  State  retirement.  Please  contact  J.  E.  Fiseb- 
naller.  M.D.,  2809  26tb  Ave.  S.,  Seattle,  Wa.  98144.  Phone 
(206)  464-7005. 


SITUATIONS  WANTED 


PHYSICIAN'S  ASSISTANT— Navy  Hospital  Corps  veteran 
and  graduate  of  Cleveland  Clinic  Physician’s  Assistant  Train- 
ing Program  wishes  employment  with  overworked  physician 
in  office  or  clinic.  For  further  information  write,  Michael  L. 
Remington,  5623  Erlands  Point  Road,  Bremerton,  Wa.  9831  0. 


RECENTGRAD.  WITH  1 YR.  INT.  MED.  — wants  work 

with  Seattle  area  G.  P.  or  Internist,  full/part  time.  Wash,  li- 
cense. Begin  7/2/72.  Michael  Doman,  M.D.,  U.  of  Ore.  Med. 
School,  Portland  97201. 


EMERGENCY  PHYSICIAN  — desires  full-time  E.R.  work 
in  Pacific  Northwest.  Available  mid-July.  Philip  R.  Severy, 
M.D.,  Apt.  3,  12409  Braxfield  Court,  Rockville,  Maryland 
20852  (301)  770-5023. 


CONTINUING  MEDICAL  EDUCATION 


VECTORCARDIOGRAPHY;  A WORKSHOP-  April 
5-7,  1972.  This  is  an  advanced  course  in  vectorcardiography 
for  physicians  who  already  have  a basic  understanding  of  elec- 
trocardiography and  vectorcardiography  and  wish  a close  ex- 
posure to  the  values  and  limitations  of  vectorcardiography. 
An  intensive  three  day  program  will  cover  the  field  of  vector- 
cardiography and  related  areas.  Major  emphasis  will  be  placed 
on  theoretical  and  practical  applications  of  the  technique  as 
related  to  the  patient’s  diagnostic  problems.  Half  of  the  pro- 
gram will  be  dedicated  to  individual  analysis  of  routine  vector- 
cardiograms by  the  participants  under  the  orientation  of  the 
guest  and  local  faculty.  Presented  by  The  American  College  of 
Cardiology  and  Institute  for  Cardiovascular  Diseases,  Good 
Samaritan  Hospital,  Phoenix,  Arizona.  At:  Mountain  Shadows 
Resort  Hotel,  Scottsdale,  Arizona.  Program  Director,  Alberto 
Benchimol,  M.D.,  Director  Institute  for  Cardiovascular  Dis- 
eases, Good  Samaritan  Hospital.  Guest  Speakers:  Ronald 

H.  Selvester,  M.D.,  Professor  of  Medicine,  University  of  South- 
ern California  School  of  Medicine,  Los  Angeles,  California; 
Chief  of  Cardiology  and  Director  of  Biomathematics  and  ECG 
Research  Group,  Rancho  Los  Amigos  Hospital,  Downey,  Calif. 
For  information  concerning  the  program,  write:  Miss  Mary 
Anne  Mclnerny,  Director,  Department  of  Continuing  Educa- 
tion Programs,  American  College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Maryland  20014. 


OFFICE  SPACE 


FOR  RENT  - E xcellcnt  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  J unior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 


REAL  ESTATE 


YOUNG  14  ACRE  CHERRY  ORCHARD  - in  the  low- 
er Yakima  Valley.  Presently  operated  by  middle-aged  couple 
anxious  to  remain  in  house.  Small  trees  now  net  $10,000  - 
$15,000  per  year.  Will  double  as  trees  mature.  Fully  equip- 
ped with  automatic  orchard  heating  system,  sprinkler  irriga- 
tion, tractor,  mower,  etc.  $65,000.  Cash  preferred  but  owner 
will  finance  if  necessary.  Retiring  in  few  years  is  reason  for 
selling.  Write  Mr.  Jack  Blunk,  Cirandview,  Wa.,  or  call  (509) 
882-2515. 


TAX  SHELTER  — Health  forces  sale  — newer  super  de- 
luxe 18  unit  elevator  apt.  bldg..  North  Seattle.  Spacious 
master  unit  with  family  room  and  dining  room,  unique  fea- 
tures. Seattle  (206)  542-6919. 
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Speech  Pathology.  An  Applied  Behavioral  Science. 
By  William  H.  Perkins,  Ph.D.,  Professor,  Graduate  Program  in 
Communicative  Disorders,  University  of  Southern  California; 
Executive  Director,  Las  Floristas  Speech  and  Hearing  Clinic 
for  Children,  Los  Angeles,  California.  449  pp.  Illustrated. 
Price  $11.75.  The  C.  V.  Mosby  Company,  St.  Louis,  Missouri. 
1971. 

The  First  Congress  of  the  International  Strabismolog- 
ical  Association.  Transactions  of  a Congress  held  at 
Acapulco,  Mexico,  March  1970.  Edited  by  Peter  Fells, 
M.A.,  M.B.,  B.  Chir.,  FRCS,  D.O.,  Senior  Lecturer  in  Clinical 
Ophthalmology,  Institute  of  Ophthalmology,  University  of 
London,  Hon.  Consultant,  Moorfields  Eye  Hospital.  312  pp. 
Illustrated.  Price  $29.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  Missouri.  1971. 

Handbook  of  Obstetrics  & Gynecology.  4th  Ed.  By 
Ralph  C.  Benson,  M.D.,  Professor  of  Obstetrics  and  Gynecol- 
ogy, University  of  Oregon  Medical  School  Hospitals  and 
Clinics,  Portland,  Oregon.  774  pp.  Illustrated.  Price  $6.50. 
Lange  Medical  Publications,  Los  Altos,  California.  1971. 

My  Life  and  Medicine-,  an  autobiographical  memoir. 
By  Paul  Dudley  White,  M.D.,  with  the  assistance  of  Margaret 
Parton.  269  pp.  Illustrated.  Price  $6.95.  Gambit  Incorpor- 
ated, Boston.  1971. 

Review  of  Medical  Physiology.  5th  Ed.  By  William  F. 
Ganong,  M.D.,  Professor  Physiology;  Chairman,  Department 
of  Physiology,  University  of  California  School  of  Medicine, 
San  Francisco,  California.  573  pp.  Price  $8.50.  Lange  Medi- 
cal Publications,  Los  Altos,  California.  1971. 

Handbook  of  Psychiatry.  2nd  Ed.  Edited  by  Philip 
Solomon,  M.D.,  Clinical  Professor  of  Psychiatry,  University  of 
California  at  San  Diego,  Medical  School;  and  Vernon  D. 
Patch,  M.D.,  Assistant  Professor  of  Psychiatry,  Harvard  Medi- 
cal School,  and  Clinical  Director,  Psychiatry  Service,  Boston 
City  Hospital.  648  pp.  Price  $7.50.  Lange  Medical  Publica- 
tions, Los  Altos,  California.  1971. 

Electrodiagnosis  and  Electromyography.  3rd  Ed.  Edited 
by  Sidney  Licht,  M.D.  533  pp.  Illustrated.  Price  $14.00. 
Elizabeth  Licht,  Publisher,  New  Haven,  Connecticut.  1971. 

General  Ophthalmology.  6th  Ed.  Daniel  Vaughan,  M.D., 
Associate  Clinical  Professor  of  Ophthalmology,  University  of 
California,  School  of  Medicine  (San  Francisco);  and  Talor 
Asbury,  M.D.,  Professor  of  Ophthalmology  and  Director, 
Department  of  Ophthalmology,  College  of  Medicine,  Univer- 
sity of  Cincinnati;  and  Robert  Cook,  M.D.  316  pp.  Price 
$8.00.  Lange  Medical  Publications,  Los  Altos,  California. 
1971.  (Paper  cover). 

The  Great  Doctors:  A Biographical  History  of  Medi- 
cine. By  Dr.  Henry  E.  Sigerist,  Professor  of  the  History  of 
Medicine,  The  Johns  Hopkins  University.  436  pp.  Illustrated. 
Price  $4.50.  Dover  Publications,  New  York.  1971.  (Paper 
cover). 

Management  of  High-Risk  Pregjiancy  and  Intensive 
Care  of  the  Neonate.  2nd  Ed.  By  S.  Gorham  Babson,  M.D., 
Professor  of  Pediatrics  and  Director  of  Neonatal  Intensive 
Care  Center,  Doernbecher  Memorial  Hospital  for  Children, 
University  of  Oregon  Medical  School,  Hospitals  and  Clinics, 
Portland,  Oregon;  and  Ralph  C.  Benson,  M.D.,  Professor  and 
Chairman,  Department  of  Obstetrics  and  Gynecology,  Univer- 
sity of  Oregon  Medical  School,  Hospitals  and  Clinics,  Portland, 
Oregon.  313  pp.  Illustrated.  Price  $16.50.  The  C.  V.  Mosby 
Company,  St.  Louis,  Missouri.  1971. 


Teeth  . Teeth,  Teeth.  By  Sydney  Garfield,  D.D.S.  448  pp. 
Illustrated.  Price  $9.95.  Simon  and  Schuster,  New  York. 
1971. 

Specialized  Diagnostic  Laboratory  Tests.  9th  Ed.  190 
pp.  Illustrated.  Bio-Science  Laboratories,  Van  Nuys,  Calif- 
ornia. 1971.  (Paper  cover). 

Changing  Patterns  of  Bacterial  Infections  and  Antibi- 
otic Therapy.  Proceedings  of  a Symposium  held  in 
Letterman  General Hsopital,  San  Francisco,  California, 
7-8  May  1970.  Editor  Harold  C.  Neu.  193  pp.  Excerpta 
Medica.  1971.  (Paper  cover). 

The  Esophagogastric  Junction.  Proceedings  of  a Sym- 
posium held  in  Las  Croabas,  Puerto  Rico,  3-4  Novem- 
ber 1969.  Editors:  David  Katz  and  Fredric  Hoffman.  167  pp. 
Excerpta  Medica.  1971.  (Paper  cover). 

Diagnosis  and  Treatment  of  Common  Thyroid  Dis- 
eases. Proceedings  of  a Symposium  held  in  San  Fran- 
cisco, California,  6 March  1970.  Editors:  Herbert  A.  Sel- 
enkow  and  Fredric  Hoffman.  129  pp.  Excerpta  Medica. 
1971.  (Paper  cover). 

Myocardial  Ischemia.  Proceedings  of  a Symposium 
held  in  New  York  12-1 3 March  1970.  Editors:  Richard 
S.  Ross  and  Fredric  Hoffman.  124  pp.  Excerpta  Medica. 
1971.  (Paper  cover). 

Ambulance  Service  Journal  Articles  ~ A collection  of 
Current  Published  Articles  Related  to  Ambulance  Ser- 
vice. Compiled  by  James  Russell  Horton,  B.S.,  M.S.H.A., 
Assistant  Administrator,  Suburban  Hospital,  Bethesda,  Mary- 
land. 224  pp.  Illustrated.  Medical  Examination  Publishing 
Company,  Inc.,  Flushing,  New  York.  1971.  (Paper  cover). 

Psychology  of  Language:  A Local  Habitation  and  a 
Name.  By  John  M.  Dorsey,  M.D.,  LL.D.  145  pp.  Price 
$6.95.  Center  for  Health  Education,  Detroit,  Michigan.  1971. 

Sociology  in  Medicine.  By  M.  W.  Susser,  Professor  and 
Head,  Division  of  Epidemiology,  School  of  Public  Health  and 
Administrative  Medicine,  Columbia  University;  and  W.  Watson, 
Professor  and  Chairman,  Department  of  Sociology,  University 
of  Oklahoma.  468  pp.  Illustrated.  Price  $11.50.  Oxford 
University  Press.  1971. 

Medical  Department  — United  States  Army  in  World 
War  II.  Prepared  and  published  under  the  direction  of  Lt. 
Gen.  Leonard  D.  Heaton,  Office  of  the  Surgeon  General  De- 
partment of  the  Army,  Washington,  D.C.  650  pp.  Illustrated. 
Price  $8.00.  1969. 

Cellular  Pathology:  As  Based  upon  Physiological  and 
Pathological  History.  By  Rudolph  Virchow.  554  pp.  Illus- 
trated. Price  $5.00.  Dover  Publications,  New  York.  1971. 
(Paper  cover). 

Review  of  Physiological  Chemistry.  13th  Ed.  By  Harold 
A.  Harper,  Ph.D.,  Professor  of  Biochemistry,  University  of 
California  School  of  Medicine,  San  Francisco;  Biochemist 
Consultant  to  the  Clinical  Investigation  Center,  U.S.  Naval 
Hospital,  Oakland;  Biochemist  Consultant  to  St.  Mary’s  Hos- 
pital, San  Francisco.  529  pp.  Price  $8.00.  Lange  Medical 
Publications,  Los  Altos,  California.  1971.  (Paper  cover). 

Handbook  of  Poisoning:  Diagnosis  & Treatment.  7th 
Ed.  Robert  H.  Dreisbach,  M.D.,  Ph.D.,  Professor  (Emeritus) 
of  Pharmacology,  Stanford  University  School  of  Medicine, 
Stanford,  California.  515  pp.  Price  $6.00.  Lange  Medical 
Publications,  Los  Altos,  California.  1971.  (Paper  cover). 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Attmtal  — June  18-22,  1972,  San 
Francisco;  June  24-28,  1973,  New 
York;y««e  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim',  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians—  Region- 
al Meeting,  Sept.  29-30,  1972,  Seattle, 
Washington 

Oregon  Medical  Association  — Annu- 
al M ee  ting,  Sep  t.  13-17,  1972 

Washington  State  Medical  Association  — 
Annual  Meeting,  September  17-20, 
1972,  Seattle 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

North  Pacific  Pediatric  Society  — 104th 
Meeting,  March  11-12,  1972,  Hilton 
Hotel,  Portland;  105th  Meeting,  Sept. 
10-13,  1972,  Sun  River  Lodge,  Bend 
Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

North  Pacific  Society  of  Neurology  and 
Psychiatry  — Annual  Meeting,  April 
5-8,  1972,  Salishan 
Pres.  Wolfgang  Klemperer,  Seattle 
Sec.  William  Sata,  Seattle 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
Meeting,  May  12-13,  1972,  La  Play  a 
Hotel,  Carmel,  California 
Pres.  George  Peirson,  Portland 
Sec.  Donald  R.  Silverman,  Seattle 

Northwest  Rheumatism  Society  — Annual 
Meeting,  October  5 and  7,  1972, 
Wilson  Motor  Inn,  Victoria,  B.C. 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones.  Portland 

Northwest  Society  of  Plastic  Surgeons  — 
Annual  .Meeting,  April  3-4,  1972, 
Washington  Plaza  Hotel,  Seattle 
Pres.  Gilbert  Fade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — Annual 
Meeting,  Nov.  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 


OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 


Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.). 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct., Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American  Psy- 
chiatric Association— (Jan., .Apr., Oct.). 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  mee  ting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
mee  ting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct. -Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct.,Nov.,Jan.,  through 
■May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 


Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.-April)  Portland.  May, 
Salishan. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri.,  Sept-May, 
Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Acculemy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-April)  6:30P.M.,  Ramada  Inn, 
Portland.  Annual  .Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

King  County  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Oph  thalmology 

— 3rd  Tues.  (Oct.-April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed. 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Puge t Sound  Acade my  of  O tolaryngology 

— 4th  Tues.  (Sept,  Nov.,  Feb.,  Apr.) 
.Annual  Meeting,  May  19-20,  1972, 
Olympic  Hotel,  Seattle 

Pres.  Roger  Lindeman,  Seattle 
Sec.  Richard  Voorhees,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Tacoma  Academy  of  Internal  Medicine  — 
Annual  Meeting,  March  23-24,  1972. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Thurs.  (Sept-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Iliurs. 
(Sept-May),  members’  homes.  Amm- 
al  Meeting,  May  1972,  Chinook  Hotel, 
Yakima. 

Pres.  Thomas  Mathieu,  Yakima 
Sec.  Michael  Taylor,  Yakima 
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The  Remarkably  Rigid  Progression 
Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time- 
ordered  sequence  of  progressive  drinking.  Alcoholism  begins 
with  “social  drinking,”  then  progresses  to: 

I I Drinking  at  least  once  a week. 

I I Drinking  faster  and  more  than  the  "social  drinker." 

I I Experiencing  temporary  amnesia,  or  "blackouts." 

I I Becoming  more  drunk  than  the  "social  drinker." 

I I Losing  control  over  ability  to  stop  drinking  after  the  first  drink. 

I I Going  on  periodic  drinking  bouts. 

I I Losing  time  from  work. 

I I Protecting  and  hiding  liquor  supplies. 

I I Drinking  alone  in  the  morning  or  before  breakfast. 

CZ]  Getting  the  "shakes"  and  "butterflies"  and  finding  liquor 
mitigates  them. 

I I Finding  it  takes  less  alcohol  to  get  drunk  (less  tolerance  to 
the  drug,  probably  due  to  brain  damage). 

I I Experiencing  delirium  tremens  (D.T.'s). 

I I Feeling  vague  and  unreasoned  fears. 

I I Experiencing  insomnia. 

I I Dying  of  liver,  or  brain,  or  heart  disease,  or  debilitating 
diseases  such  as  tuberculosis  and  pneumonia  or  accidents. 

Member  of  American  Hospital  Association  • Accredited  by  Joint  Commission  on  Hospitals 
Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 


12001  Ambaum  Boulevard 
Seattle,  Washington  98146 

(206)  CH  4-8100 
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Whendiarriiea 
wrii^the 
weddii^  belle... 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Day 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


rr 

f c 


I 


hould  not  be  exceeded,  and  medication 
hould  be  kept  out  of  reach  of  children, 
iigns  of  accidental  overdosage  may  in- 
lude  severe  respiratory  depression,  flush- 
ng,  lethargy  or  coma,  hypotonic  reflexes, 
lystagmus.  pinpoint  pupils,  tachycardia; 
iontinuous  observation  is  necessary.  The 
:ubtherapeutic  amount  of  atropine  sulfate 
6 added  to  discourage  deliberate  over- 
losage. 

Adverse  Reactions:  Side  effects  re- 
•orted  with  Lomotil  therapy  include  nau- 
ea.  sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort. headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums, euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows; 


Children: 

3-6  mo..  ..’/2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr % tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults; 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write: 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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From  Lederle 


Semisynthetic 


MINOaN 


MINOCYCUNE  HQ 

A Research  Concept  Confirmed 


Available  in  100  mg  Capsules 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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"The  Association  is  structured  to 
provide  maximal  opportunity  for 
membership  involvement . . . Offhand, 
I can  think  of  nine  methods  by  which 
a member  may  be  heard  effectively." 
See  President’s  Message,  page  197 
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• Rabies  in  the  Northwest 


page  179 


Rabies  is  now  seen  most  frequently  in  bats. 


Any  bat  bite  should  be  considered  an  exposure 
to  rabies  unless  proven  otherwise  by  laboratory 
examination. 

• Oregon  Coronary  Ambulance  Service page  184 

Private  enterprise  offers  economy, 
efficiency,  and  excellent  success  rate. 


• Evaluation  of  an  Automated  Screening  History page  186 

Computers  may  save  physician  time. 

This  trial  was  considered  successful. 


• Admission  Process  at  the  University  of 

Washington  School  of  Medicine page  192 
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Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug:  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check:  pertinent  laboratory  studies.  (Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter) 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement, 
(B)98-146-800-E 

For  complete  details,  Including  dosage,  please  see 
full  prescribing  information. 
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All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU« 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 
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choose  the  topicds 
that  give  your  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— promptclinicai  response 

Special  Petrolatum  Base 
^NcOSPOnm  ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

^anish^ng  C^ream  Base 
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In  tubes  of  15  g. 
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impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approjl'iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
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There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
; ' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
. care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
? the  disease.  - 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25  ^ , and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^ificantly, 

V one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriolo^c  reports' 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.' 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitire 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histoiy  of  hypersensitivity  ^ 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 
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Side  effects;  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3^  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity;  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 


Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorptian  and  fewer  gastrointestinal  side  effects  than  the 
parent  compaund. 

Cleacin  HCI  (clindamycin  HCI  hydrate)  Is  Indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infectians  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  porticulorly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newbarn  (infants  below  30  days  of  age). 

PRECAUTIONS;  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  da  nat 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gostrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION;  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


very  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
g/lb/day)  d Ivided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
0 mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Jote:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
or  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
r glomerulonephritis. 

lUPPLIED:  ISO  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
lottles  of  16's  and  lOO's.  Sensitivity  Disks-2  (tg.  Sensitivity  Powder-Vials, 
or  additional  product  information,  see  your  Upjohn  representative  or 
onsult  package  insert.  MED  6-4-S  fl.NL/-3j  JA7I-1565 

he  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Appropriate  Penalties  for  Drunken  Driving 

Spokane,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Your  editorial  in  the  January  issue  entitled  “Alco- 
hol and  Blood  on  the  Highway”  was  excellent,  and  for 
years  I have  been  trying  to  encourage  some  of  the 
members  of  our  State  Legislature  to  take  steps  to  set 
up  a law  which  would  provide  proper  and  appropriate 
fines  and  imprisonment  for  drunken  drivers.  The  last 
sentence  of  your  editorial  says,  “Why  don’t  you  do 
something  about  it?”  I would  agree  with  you  100 
percent. 

1 think  the  State  Medical  Association  should  pre- 
sent a resolution  to  our  Governor  and  State  Legisla- 
ture requesting  them  to  take  action  on  this  serious 
problem,  by  passing  a code  which  calls  for  standard 
and  mandatory  penalties  for  anyone  and  everyone 
convicted  of  drunken  driving.  (No  exceptions  by 
lenient  judges!)  I believe  one  of  the  Scandinavian 
countries,  either  Norway  or  Sweden,  has  a mandatory 
jail  sentence  of  one  day  or  more  for  anyone  convicted 
of  drunken  driving,  and  I understand  that  the  problem 
is  much  less  in  those  countries  than  it  is  here. 

Why  don’t  you  stir  up  some  of  the  delegates  in  our 
Association  to  get  something  rolling  for  the  fall  meet- 
ing, and  get  it  on  the  board? 

Sincerely, 

0.  CHARLES  OLSON,  M.D. 

Proven  Crash  Protection 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Re;  Editorial  on  Cars,  Belts  and  Bags 

by  Dr.  Peter  Fisher,  NORTHWEST  MEDICINE, 

January  1972 

I found  this  editorial  timely,  interesting  and  inform- 
ative. Of  course,  we  are  all  aware  of  the  value  of  re- 
straints but  there  were  several  points  that  Dr.  Fisher 
made  which  I and  perhaps  others  were  unaware  of, 
and  which  require  emphasis. 

I did  not  realize  that  the  air  bag  deflates  in  a few 


seconds  after  inflation  and  the  occupant  is  then  vul- 
nerable to  secondary  impacts.  The  other  sentence  that 
caught  my  attention  was  that  the  use  of  the  combina- 
tion lap  and  torso  restraints  showed  no  fatalities  to  the 
car  passengers  in  collisions  under  60  miles  per  hour  — 
certainly  a startling  statement. 

Should  we  therefore  not  avail  ourselves  now  of  a 
proven  method  of  protection  while  experiments  are 
being  conducted  in  other  methods? 

Yours  truly, 

A.  SEARLE,  M.D. 

Pollution,  Contamination, 
and  Destruction 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I read  with  keen  interest  the  article  by  Doctor 
Stiles  on  injury  prevention  in  skiing  and  snowmobil- 
ing.  I was  particularly  gratified  to  see  that  near  the 
end  of  his  article,  he  included  some  remarks  about  the 
great  damage  which  snowmobiles  can  do  to  the 
environment. 

In  my  opinion,  the  best  way  to  prevent  accident 
and  injury  in  snowmobiling  would  be  to  outlaw  them 
completely  as  a pleasure  vehicle.  In  Scandinavia, 
snowmobiles  are  used  only  for  search  and  rescue 
work  which  would  be  a reasonable  application  for 
their  use  The  destruction  to  the  environment  posed 
by  these  devices  (and  for  that  matter,  virtually  all 
other  types  of  off-road  vehicles)  is  indeed  alarming. 
While  it  is  true  that  hikers  and  backpackers  can  and 
have  caused  a good  deal  of  destruction  to  many  trails 
and  natural  places,  at  least  there  are  strong  movements 
afoot  in  the  responsible  outdoor  organizations  to  try 
to  exert  a reasonable  degree  of  self-discipline.  The 
problem  with  snowmobiles  is  that  they  expand  and 
extend  man’s  marvelous  potential  for  pollution,  con- 
tamination, and  destruction  dozens  of  times  more 
than  that  which  could  be  wrought  by  a group  of 
hikers  proceeding  under  their  own  foot  power.  So 
great  is  the  potential  for  spoiling  the  environment  by 
the  snowmobile  that  even  one  such  vehicle,  let  alone 
vehicles  operated  by  groups  of  people  in  clubs,  repre- 
sents a tremendous  threat.  For  a lucid  account  of  the 
environmental  impact  of  the  snowmobile,  I strongly 
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When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


when  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5'mg 
or  2'mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
^ provide  reliable  relief.  For  severe  tension/anxiety 

states,  the  lO^mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


(diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,’ tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  j 

advisable  during  long-term  therapy.  . 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety  | 

and  psychoneurotic  states,  2 to  10  mg  f 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  ! 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  | 

or  q.i.d.  as  needed;  adjunctively  in  , 

skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  j 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  I 

Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 

Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose'  “ packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  I 

Nutley.  N.J.  07110 


recommend  that  anyone  interested  read  the  article  on 
the  subject  in  the  current  issue  of  Audubon  magazine. 

Sincerely, 

ROBERT  E.  SCHAEFER,  M.D. 

Rules  for  Methotrexate  Dispensation 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

The  FDA  DRUG  BULLETIN  of  October  1971  out- 
lines the  new  permitted  uses  and  labeling  changes  for 
the  drug  Methotrexate.  It  emphasizes  that  said  drug 
must  be  dispensed  to  patients  by  physicians  only. 
Prescriptions  for  Methotrexate  are  not  valid.  The 
pharmacist  may  stock  the  drug  for  supplying  the  phy- 
sician only. 

Many  physicians  are  writing  prescriptions  for 
Methotrexate  and  pressuring  the  pharmacist  to  dis- 
pense the  drug  to  patients.  We  are  warning  the  pharm- 
acists of  their  position  if  they  dispense  to  patients, 
and  would  appreciate  your  informing  the  physicians 
of  Washington  to  prevent  a breakdown  in  interprofes- 
sional relations  when  pharmacists  refuse  to  dispense 
the  drug. 

S incerely  yo  urs, 

RICHARD  W.  FOWLER 

Executive  Director 
Washington  State  Phar- 
maceutical Association 

Migraine  Sufferers  Helped 

Tacoma,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I am  writing  you  in  regard  to  a matter  which  is  not 
concerning  the  field  of  surgery  in  which  I practice. 
My  subject  is  “The  Migraine  Headache.” 

My  wife  keeps  a diary,  and  in  the  first  thirty  years 
of  our  marriage  I totaled  up  to  two  and  one-half  years 
of  incapacity  on  my  part  due  to  migraine  headaches. 
About  seven  years  ago  I was  in  San  Francisco  attend- 
ing a meeting.  Our  companions  were  Doctor  and  Mrs. 
Lucien  A.  Smith  of  the  Mayo  Clinic.  I inevitably  de- 
veloped a migraine  and  Doctor  Smith  placed  me  on 
potassium  thiocyanate  daily  as  he  had  had  twenty  or 
so  patients  who  have  been  free  of  migraine  after  being 
placed  on  this  medication.  Since  that  date  I have  not 
had  a migraine  headache.  1 have  placed  several  surgical 
patients  who  were  likewise  incapacitated  by  these 
headaches  on  this  medication,  and  found  that  we  have 
had  100  percent  effectiveness.  Undoubtedly  there  are 
other  hypertensive  drugs  on  the  market  which  would 
have  equal  effect,  this  being  one  of  the  first  to  appear 
in  the  field  of  hypertension. 

These  headaches  must  be  an  entity  which  is  present 
when  you  awaken  in  the  morning.  You  awaken  with 
the  typical  band  sensation  around  your  head,  a gastric 
stoppage  and  slight  nausea,  possibly  diarrhea  and  poly- 
uria, and  a general  sick  feeling.  The  headache  gener- 


ally progresses  to  its  eventual  vomiting  and  incapacity 
(and  wishing  you  would  die)  for  the  next  half  day  or 
so. 

I pass  this  on  because  I have  recently  talked  to 
Doctor  Smith  and  he  has  never  published  his  results. 
I accept  no  credit  for  this  wonderful  discovery,  as  it  is 
solely  that  of  Doctor  Lucien  A.  Smith  of  the  Mayo 
Clinic. 

At  the  present  time  I find  that  most  people,  includ- 
ing myself,  require  three  grains  twice  a day.  We  keep 
the  blood  level  (and  this  is  important)  below  four 
Mgs  percent,  and  this  seems  to  be  adequate  to  carry 
the  patient  along.  Undoubtedly  the  internists  have 
other  equally  effective  drugs,  but  I merely  am  passing 
this  along  as  it  has  been  the  greatest  thing  in  my  life. 
I can  give  you  the  signatures  of  twelve  of  my  patients 
who  agree  wholeheartedly.  It  has  not  been  tried  on 
anyone  who  is  pregnant  or  anyone  who  is  in  any  way 
debilitated.  These  have  all  been  healthy  individuals 
between  fifteen  and  fifty  years  of  age.  Not  one  of 
these  patients  has  hypertension. 

Yours  truly, 

JAMES  L.  VADHEIM,  M.D. 

Doctor  Rates  Abbreviations  Boring  (DRAB) 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

The  common  use  of  abbreviations  (CUA)  in  medi- 
cal writing  (MW)  is  being  carried  to  a ridiculous 
degree  (RD). 

The  common  ploy  is  to  use  the  term  or  cliche  once 
or  twice  fully  written  and  then  for  the  sake  of  brevity 
(FTSOB)  use  the  initials  subsequently.  This  technique 
is  frequently  seen  in  pharmaceutical  companys  throw- 
aways (PCT).  The  advantage  is  obvious  in  that  it  per- 
mits the  abstraction  of  sizable  papers  that  can  be 
squeezed  into  small  places.  This  then  leaves  more 
room  for  advertising  (MRFA). 

Familiar  examples  (FE)  of  course  are  the  use  of 
HCVD  as  an  abbreviation  for  hypertensive  cardio- 
vascular disease.  Recent  advances  in  enzyme  chem- 
istry would  have  been  completely  stymied  if  we  could 
not  use  abbreviations  such  as  CPK  SCOT  and  LDH. 
Where  would  we  be  without  EKG  SMR  BPH  and 
TUR?  The  competition  with  the  Federal  Govern- 
ment for  the  use  of  the  alphabet  may  create  chaos  and 
confusion  much  worse  than  the  advent  of  government 
sponsored  medical  care  (GSMC). 

So  whether  you  are  talking  about  such  FE  as 
HCVD  SGOT  CPK  LDH  EKG  or  TUR  BPH  and  SMR 
the  CUA  in  MW  has  been  carried  to  an  RD  particu- 
larly in  PCT.  This  is  done  FTSOB  to  provide  MRFA. 

Therefore,  even  if  you  are  not  concerned  about  the 
CUA  and  MW  you  might  be  worried  that  some  SOB 
might  institute  GSMC.  In  any  case,  you’d  better  know 
your  ABC’s. 

Sincerely, 

SHERMAN  W.  DAY,  M.D. 
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When  irritable  colon  feels  like  this 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 

n belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition;  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications;  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions;  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects;  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage;  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Medi-scan 


In  G.I.  disorders 

when  nutritional  supplementation 
is  indicated 


Beroccatabiets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  Bi,.  i 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  ’ 
need. 

Available:  In  bottles  of  100.  I 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


OBITUARIES 


DR.  IRA  JAMES  SEITZ,  73,  of  Roseburg,  Oregon,  died 
September  3,  1971.  An  anesthesiologist  at  the  Veter- 
ans Administration  Hospital  in  Roseburg,  he  had  grad- 
uated in  1931  from  Northwestern  University  Medical 
School,  Chicago.  He  was  a native  of  North  Dakota. 
Cause  of  death  was  congestive  heart  failure,  with  auri- 
cular fibrillation  and  ventricular  tachycardia. 

DR.  WILLIAM  A.  SHEA,  90,  of  Portland,  Oregon,  died 
September  7,  1971.  Death  was  due  to  hemorrhage 
and  heart  failure  following  surgery  for  duodenal  ulcer. 
He  was  born  in  Wisconsin,  and  received  his  degree  in 
1906  from  Columbia  University  College  of  Physicians 
and  Surgeons,  New  York.  He  had  been  in  Portland 
since  1908,  and  served  as  president  of  St.  Vincent 
Hospital  from  1938  to  1944. 

DR.  BENTLEY  B.  ALTIZER,  49,  of  Lebanon,  Oregon, 
died  September  12,  1971,  in  an  airplane  accident  on 
Snow  Peak  in  Linn  County,  Oregon.  A native  of 
Idaho,  he  attended  the  University  of  Washington 
School  of  Medicine,  where  he  graduated  in  1957.  His 
specialty  was  general  surgery.  He  is  survived  by  his 
wife,  Mercedes,  who  is  a general  practitioner  and  pedi- 
atrician in  Lebanon. 

DR.  G.  CLIFFORD  SMITH,  64,  of  Spokane,  Washington, 
died  September  13,  1971.  He  had  been  in  general 
practice  in  Spokane  since  his  graduation  in  1935  from 
the  University  of  Kansas  School  of  Medicine.  Death 
was  caused  by  acute  myocardial  infarction  and  cardi- 
ogenic shock. 

DR.  JOSEPH  C.  DENNEY,  85,  of  Kent,  Washington,  died 
September  14,  1971,  of  pulmonary  edema  thirteen 
days  after  suffering  a 30  percent  third  degree  burn. 
Born  in  Kansas,  he  was  a 1909  graduate  of  Kansas 
Medical  College,  Topeka.  He  was  a general  practition- 
er, and  had  lived  in  Kent  for  50  years. 

DR.  FREDERICK  R.  FISCHER,  78,  of  Spokane,  Washing- 
ton, died  September  18,  1971.  Cause  of  death  was  a 
pulmonary  embolus,  following  a fracture  of  the  right 
hip.  A pediatrician,  he  was  a native  of  Wisconsin,  and 
graduated  in  1920  from  Columbia  University  College 
of  Physicians  and  Surgeons. 

DR.  WARD  B.  VAN  VECHTEN,  91,  o/  Tacoma,  Washing- 
ton, died  September  21,  1971.  He  was  born  in  Minne- 
sota, and  had  lived  in  Tacoma  for  64  years.  He  was  a 
1902  graduate  of  the  University  of  Oregon  Medical 
School.  A massive  coronary  occlusion  was  given  as  the 
probable  cause  of  death. 

DR.  BERTHA  L.  DEVORE,  81 , of  Medford,  Oregon,  died 
September  29,  1971.  Death  was  caused  by  myocardial 
infarction  and  arteriosclerotic  heart  disease.  She  was  a 
native  of  California,  and  graduated  in  1908  from  the 
Oakland  College  of  Medicine  and  Surgery. 

DR.  EDWARD  C.  RUGE,  93,of  Shelton,  Washington,  died 
September  30,  1971.  A psychiatrist,  he  was  a 1902 
graduate  of  the  University  of  Illinois  College  of  Medi- 


cine, and  settled  in  Shelton  in  1906.  During  his  long 
life  he  specialized  in  the  treatment  of  tuberculosis  in 
Bellingham,  became  a surgeon  in  Seattle  for  20  years, 
brought  the  first  x-ray  unit  into  the  Puget  Sound  area, 
served  as  superintendent  of  Northern  State  Hospital 
for  four  years,  and  founded  Firlawn  Sanatorium  in 
Kenmore,  Washington.  He  served  on  the  Insanity 
Commission  of  Washington  State,  and  taught  at  the 
University  of  Washington.  Cause  of  death  was  congest- 
ive pulmonary  edema  and  myocardial  insufficiency. 

DR.  JESSE  JAMES  BEATTY,  85,  of  Olympia,  Washing- 
ton, died  October  2,  1971.  Death  was  due  to  arterio- 
sclerotic heart  disease  and  coronary  occlusion.  He  was 
born  in  Missouri,  and  was  a 1915  graduate  of  Chicago 
College  of  Medicine  and  Surgery. 

DR.  JAMES  H.  HUDDLESON,  84,  of  Portland,  Oregon, 
died  October  8,  1971.  Cause  of  death  was  metastatic 
carcinoma  of  the  prostate.  He  was  a native  of  Port- 
land, and  received  his  degree  in  1913  at  Johns  Hop- 
kins University  School  of  Medicine,  Baltimore.  In  ad- 
dition to  writing  medical  texts,  he  served  as  a psychi- 
atrist and  neurologist  for  the  Veterans  Administration 
and  Oregon  State  Hospital. 

DR.  THORVALD  M.  KRISTENSEN,  59,  of  Tacoma,  Wash- 
ington, died  October  17,  1971.  Drug  and  alcohol  in- 
toxication was  given  as  the  cause  of  death.  He  was 
born  in  Denmark,  and  was  graduated  in  1947  from 
Det  Laegevidenskabelige  Fakultet  Kobenhavns  Univer- 
sitet,  Copenhagen.  He  was  not  in  practice. 

DR.  KENNETH  K.  SHERWOOD,  69,  of  Seattle,  Washing- 
ton, died  October  17,  1971.  He  was  a former  super- 
intendent of  Harborview  Medical  Center  in  Seattle, 
and  specialized  in  internal  medicine  and  the  treatment 
of  arthritis.  He  was  born  in  Illinois,  and  after  gradu- 
ating in  1926  from  the  University  of  Minnesota  Medi- 
cal School,  he  began  general  practice  in  the  Stanwood 
and  Kirkland  areas  of  Washington  with  his  father.  Dr. 
Hauphrey  H.  Sherwood.  Cause  of  death  was  aspiration 
pneumonia,  carcinomatosis  from  bladder  primary,  and 
intestinal  obstruction. 

DR.DONALDJ.  THORP,  75,  of  Seattle,  Washington,  died 
October  20,  1971.  Cause  of  death  was  bronchogenic 
carcinoma,  carcinomatosis,  and  pulmonary  insuffici- 
ency. An  obstetrician  and  gynecologist,  be  was  a na- 
tive of  Wisconsin,  and  a 1928  graduate  of  the  Univer- 
sity of  Michigan  Medical  School.  He  was  a former 
chief  of  staff  of  Swedish  Hospital,  Seattle,  and  clinical 
professor  at  the  University  of  Washington  School  of 
Medicine  until  he  retired  in  1969. 

DR.  JOHN  THEODORE  ABRAHAM,  70,  of  Wenatchee, 
Washington,  died  October  21,  1971.  He  was  born  in 
Oregon,  and  received  his  degree  in  1928  from  the 
University  of  Oregon  Medical  School.  His  specialties 
were  obstetrics  and  gynecology.  Death  was  due  to 
metastatic  bronchogenic  carcinoma  and  aspiration 
pneumonia. 

more  obituaries  on  page  168 
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makes  ^Deprol' useful  for 
depressed  geriatric  patients... 
makes  it  useful 
for  younger 
patients  as  well 

• helps  ease  mild  to  moderate  nonpsychotic 
depression  and  related  anxiety 

• helps  assure  a good  night’s  rest 


The  middle-aged  housewife 
who  can’t  stop  feeling  "blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  tx)th  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 

WARNINGS:  The  following  information  on  meprobamate  pertains  to 
‘Deprol’  (meprobamate  + benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  sp^ch,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 


barbiturate,  then  gradually  withdraw.  Potentially  Hazardous  Tasks:  Drivirt  ; 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible  ad<  ; 
tive  effects  between  meprobamate,  alcohol,  and  other  CNS  depressanl  j 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  establisheij  t 
weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursirt  | 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  tinxl  ) 
the  maximum  recommended  human  dose  show  reduction  in  litter  si., 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood  at  (|  ; 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times  th;  ' 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest  eff('  ) 
tive  dose,  particularly  in  elderly  and/or  debilitated  patients.  Consider  pc 
sibility  of  suicide  attempts;  dispense  least  amount  of  drug  feasible  at  an  / 
one  time.  To  avoid  excess  accumulation,  use  caution  in  patients  with  co|  I 
promised  liver  or  kidney  function.  Meprobamate  may  precipitate  seizur  ) 
in  epileptics. 

ADVERSE  REACTIONS:  Nausea,  dry  mouth,  other  g.i.  symptoms;  s:}  j 
cope;  one  case  each  of  severe  nervousness  and  loss  of  power  of  conc»»  I 
tration.The  following  side  effects, which  have  occurred  after  administratkj  ' 
of  its  components  alone,  have  either  occurred  or  might  occur  when  t , 
combination  is  taken.  Benactyzine  hydrochloride:  Benactyzine  hydj- 
chloride  alone,  particularly  in  high  dosage,  may  produce  dizziness,  thoug- 
blocking,  a sense  of  depersonalization,  aggravation  of  anxiety,  or  disti 

i , 


When  mild  depression 
and  associated  anxiety 
interfere  with  living 


DEPROL 

(meprobamate  400  mg  + 
benactyzine  hydrochloride  1 mg) 


The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


I 


Iiance  of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation, 
jhere  may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
|f  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
i3ve  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria, 
ileprobamate:  Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
jiurred  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
[isual  accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
V lent,  fast  EEC  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car- 
iovascular.  Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 
I lent  ECG  changes,  syncope;  also,  hypxjtensive  crises  (including  one  fatal 
, ,ase).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
chy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
.onfined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
• ura,  petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
iy,  fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
ross  sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
,arbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
eurotic  edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
lultiforme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
lyndrome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
. . r^nisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
-ipinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
‘..,ologic:  Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  tablet  three  or  four  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  'Deprol'  (meprobamate  -i-  benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage:  Meprobamate;  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  incomplete  gastric  emptying  and  delayed  absorption.  rev.  10/71 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS,  Cranbury,N.J. 08512 
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DR.  RUSSELL  B.  TOWNSEND,  71,  of  Redmond,  Wash--- 
ington,  a former  Everett  physician,  died  October  22, 
1971.  Death  was  caused  by  arteriosclerotic  heart  dis- 
ease and  cardiac  arrest.  He  was  born  in  Oregon,  and 
graduated  in  1926  from  the  University  of  Michigan 
.Medical  School.  He  retired  in  1967. 

DR.  VERNON  O.  LUNDMARK,  63,  of  Mercer  Island,  Wash- 
ington, died  October  23,  1971.  He  was  a Seattle  na- 
tive, and  had  practiced  in  Seattle  from  1946  to  1969, 
when  be  retired  because  of  ill  health.  He  had  served 
on  the  clinical  faculty  of  the  University  of  Washington 
School  of  Medicine’s  department  of  surgery.  He  was  a 
graduate  of  Washington  University  School  of  Medicine 
in  St.  Louis,  Missouri.  Death  was  due  to  amyotrophic 
lateral  sclerosis. 

DR.  HARLEY  B.  HIESTAND,  53,  of  Lake  Oswego,  Ore- 
gon, died  October  30,  1971.  Cause  of  his  death  was 
occlusive  coronary  arteriosclerosis.  He  was  born  in 
Indiana,  and  received  his  degree  in  1942  at  Indiana 
University  School  of  Medicine.  He  was  an  orthopedic 
surgeon,  and  practiced  in  Portland  for  24  years. 

DR.  FREDERICK  N.  BERKEN,  83,  of  Aberdeen,  Wash- 
ington, died  November  9,  1971.  Death  was  the  result 
of  arteriosclerotic  heart  disease  and  hypostatic  pneu- 
monia. He  was  born  in  Norway,  and  moved  to  North 
Dakota  when  he  was  nine,  then  graduated  in  1915 
from  Rush  Medical  College,  Chicago.  His  specialties 
were  otolaryngology  and  ophthalmology.  He  prac- 
ticed in  Aberdeen  from  1923  to  1968. 

DR.  MARG1TGRYTBAKPLANT,63,  of  Woodinville, 
Washington,  died  November  11,  1971.  She  was  a pedi- 
atrician, and  the  wife  of  a Seattle  obstetrician,  Robert 
K.  Plant.  Death  was  due  to  arteriosclerotic  heart  dis- 
ease and  thrombosis  of  the  left  coronary  artery.  She 
was  born  in  Minnesota,  and  was  a 1933  graduate  of  the 
University  of  Minnesota  Medical  School  in  Minne- 
apolis. 

DR.  HAROLD  J.  COLLINS,  69,  of  Eastsound,  Washing- 
ton, died  November  8,  1971  at  his  home.  He  was  born 
in  Illinois,  and  graduated  in  1927  from  the  University 
of  Illinois  College  of  Medicine  in  Chicago.  He  was  in 
general  practice  in  LaHarpe,  Illinois,  until  bis  retire- 
ment in  1965,  when  he  and  his  wife  moved  to  Orcas 
Island,  where  he  had  served  in  the  I930’s  as  an  army 
physician. 

DR.  RAYMOND  ADKISSON,  73,  of  Prineville,  Oregon, 
died  November  29,  1971,  of  massive  bilateral  pulmon- 
ary emboli.  He  had  suffered  earlier  from  phlebo- 
thrombosis  of  the  large  leg  veins  and  from  smaller 
pulmonary  emboli  and  infarcts.  A general  practitioner, 
he  was  born  in  Oregon  and  was  a 1925  graduate  of  the 
University  of  Oregon  Medical  School. 


DR.  DANIEL  P.  TRULLINGER,  62,  of  Salem,  Oregon, 
died  of  head  injuries,  following  an  automobile  acci- 
dent December  10,  1971.  He  was  thrown  from  his 
car  in  a two-car  collision.  A psychiatrist,  he  had  been 
on  the  staff  of  Oregon  State  Hospital  in  Salem  for  19 
years.  He  was  a native  of  Yamhill,  Oregon,  and  a 1934 
graduate  of  the  University  of  Oregon  Medical  School. 
He  was  health  officer  for  Clackamas  County  from 
1936  to  1949,  and  then  went  into  private  practice 
in  Milwaukie  and  Forest  Grove  for  three  years. 

DR.  BRUCE  R.  CHENOWETH,  47,  of  West  Linn,  Oregon, 
died  January  6,  1972,  of  injuries  suffered  in  a two-car 
collision  in  Lake  Oswego,  Oregon.  He  was  a dermatol- 
ogist, with  an  office  in  Lloyd  Center,  Portland.  Dr. 
Chenoweth  was  a 1949  graduate  of  the  University  of 
Oregon  Medical  School. 

DR.  CARL  O.  BRACKEBUSCH,  48,  of  Eugene,  Oregon, 
died  December  29,  1971.  An  orthopedic  surgeon,  he 
was  born  in  South  Dakota,  and  graduated  in  1948 
from  Indiana  University  School  of  Medicine  in  Indian- 
apolis. Cause  of  death  was  acute  stem  cell  leukemia 
and  cerebral  hemorrhage. 

DR.  RONALD  P.  CARTER,  68,  of  Seattle,  Washington, 
died  November  18,  1971.  Before  bis  retirement  in 
1965,  be  was  chief  medical  officer  for  the  out- 
patient clinic  at  the  Veterans  Hospital.  He  was  a 
native  of  Knox,  North  Dakota,  and  graduated  in  1928 
from  Rush  Medical  College  in  Chicago.  Cause  of  death 
was  peritonitis  and  bronchopneumonia.  A contribut- 
ing factor  was  cancer  of  the  caecum. 

DR.  HAROLD  N.  ROSENGREN,  68,  of  Seattle,  Washing- 
ton, died  November  22,  1971.  Death  was  due  to  arte- 
riosclerotic heart  disease  and  congestive  heart  failure. 
He  was  born  in  Logan,  Utah,  and  was  a 1929 graduate 
of  the  University  of  Oregon  Medical  School.  He  had 
been  a general  practitioner  in  Seattle  since  the  early 
1930’s. 

DR.  FRANKLIN  L.  SPRADLING,  82,  of  Corvallis,  Oregon, 
died  November  24,  1971.  Cause  of  death  was  obstruc- 
tive jaundice,  due  to  tumor  of  the  intrahepatic  bile 
duct.  A native  of  Nebraska,  be  graduated  in  1912 
from  Lincoln  Medical  College,  Eclectic,  in  that  state. 
He  was  a member  of  the  American  Psychiatric 
Association. 

DR.  LUCIEN  J.  COQUET,  55,  of  Tacoma,  Washington, 
died  December  4,  1971.  He  had  practiced  in  Tacoma 
for  two  years,  and  was  formerly  in  Mount  Vernon  and 
Burlington,  Washington.  He  was  a general  practitioner, 
obstetrician  and  gynecologist.  He  was  born  in  New 
York,  and  was  a 1951  graduate  of  Johns  Hopkins 
School  of  Medicine.  Death  was  due  to  coronary  occlu- 
sion, acute  myocardial  infarction  and  cardiorespiratory 
arrest. 


Additional  obituaries  may  be  found  on 
pages  205,  210,  218,  and  229. 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
('A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  [2'h 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  'A  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects,  its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


A.  H.  Robins  Company,  Richmond,  Va. 


/'If,  Phenaphen  with  Codeine  is  now  classified  in  Schedule 
Vl  III,  Controlled  Substances  Act  of  1970.  Available  on  pre- 
scription and  may  be  refilled  5 times  within  6 months,  unless 
restricted  by  state  law. 


Snifter  working  again 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /1'H'j^OBINS 

prescribing  information  appears  on  next  page 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleate).  12  mg  . phenyl- 
ephrine HCI,  15  mg  . phenylpropanolamine  HCI,  15  mg 


A H.  Robins  Company 
Richmond,  Va.  23220 


GENERAL  NEWS 


Casterline  Receives  National  Post 

Ray  L.  Casterline,  Oregon  physician  who  is  editor 
of  the  Federation  Bulletin  and  a member  of  the  Edito- 
rial Advisory  Board  of  NORTHWEST  MEDICINE,  has 
been  named  President  of  the  Federation  of  State  Med- 
ical Boards  of  the  United  States. 

The  complete  story  of  Dr.  Casterline’s  appointment 
will  be  found  on  page  200. 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr6ss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


Sommer  Lectures  Set  for  April 

The  Sommer  Memorial  Lectures,  at  the  University 
of  Oregon  Medical  School  Alumni  Association  Annual 
Meeting,  will  be  at  the  Benson  Hotel,  Portland,  April 
26-28. 

Lecturers  this  year  will  be  Benjamin  Felson,  of 
Cincinnati,  Ohio;  C.  H.  Hollenberg,  Toronto,  Canada; 
and  R.  Lee  Clark,  Houston,  Texas. 


Neurologists  and  Psychiatrists  to  Meet 
at  Salishan 

The  annual  meeting  of  the  North  Pacific  Society  of 
Neurology  and  Psychiatry  will  be  held  at  Salishan 
Lodge,  Gleneden  Beach,  Oregon,  April  5-8,  1972. 
Guest  speakers  and  their  topics  will  be: 

M.  G.  Yasargil,  neurological  surgeon,  Zurich, 
Switzerland 

Stroke  Management  with  Microsurgery  of  Cere- 
bral Arteries 

Microsurgery  of  the  Spinal  Cord 

H.  Peter  Laqueur,  psychiatrist,  Waterbury,  Vermont 
Lectures  and  Demonstrations  in  Multiple  Fam- 
ily Therapy 

From  Insulin  to  Modern  Group  Therapy  and 
General  System  Theory 

Robert  A.  Fishman,  Professor  and  Chairman,  De- 
partment of  Neurology,  University  of  California 
Remote  Effects  of  Cancer  on  the  Nervous 
System 

Benign  Intracranial  Hypertension  in  Children 
and  Adults 

William  E.  Hitselberger,  neurological  surgeon,  with 
House  Clinic,  Los  Angeles 

The  Diagnosis  and  Treatment  of  Cerebellopon- 
tine Angle  Tumors 

The  Application  of  Microsurgical  Techniques  to 
Common  Neurosurgical  Problems 

Further  information  may  be  obtained  from  the 
North  Pacific  Society  of  Neurology  and  Psychiatry, 
503  Lake  Washington  Boulevard,  Seattle  98122,  or 
from  W.  Wolfgang  Klemperer,  president,  or  William  K. 
Sata,  secretary-treasurer,  both  of  Seattle. 
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Rapid  onset  of  action  for 
the  up^tight  back  in  pain 

fc  ; (induding  intervertebral 


Indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Undei 
Five:  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Driw 
ing  a motor  vehicle  or  operating  machinery.  Additive  Effects:  Posi 
sible  additive  effects  between  carisoprodol,  alcohol,  and  other' 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Use 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  pa 
tients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  dizz 
ness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  de 
pressive  reactions,  syncope,  insomnia.  Allergic  or  Idiosyncratic 
Usually  seen  after  1-4  doses  in  patients  not  previously  exposed 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  drug 


(carisoprodol) 


Helps  to... 

• Relax  muscle  spasm 

• Relieve  associated  mild-to-moderate  pain 

• Reduce  stiffness 

Helps  give  the  patient. . . 

• An  opportunity  to  resume  daily  activities  quickly 

Simple,  economical  dosage  schedule... 

•Usual  adult  dosage:  one  350  mg  tablet  q.i.d. 


[eruption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
festations: asthma,  fever,  weakness,  dizziness,  angioneurotic 
f|  edema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
■j  drug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
I antihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
I cular:  Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
i 1 intestinal:  Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
tologic: Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
‘ other  drugs). 

I Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at 
I bedtime. 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  io/71 


Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
pression, and,  very  rarely,  death.  Cverdosage  of  carisoprodol  plus 


I uve 

'it 


WALLACE  PHARMACEUTICALS  /Cranbury,  N.J.  08512 


The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30^g. 

(Wirn<ng:Miyb«habitformingl  A'. 

Belladonna  Extract  8 mg.  8 mg.  oitig. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  proetatic  hypertrophy. 


15  mg. 

0.033  mg. 
22% 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital 

(Warning.  May  be  habd  forming) 

Belladonna  Leaf  Fluidextract 
Alcohol 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warn.ng  May  be  hab  I 'ofi-ing) 

Homatropine  Metbylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  ly-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  1(X)  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 
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EDITORIAL 


New  Route  to  Excellence 


The  moment  of  truth,  for  Oregon’s  experiment  in 
continuing  medical  education,  arrived  Saturday,  No- 
vember 6,  1971,  about  3:10  p.m.  The  Board  of  Trust- 
ees of  Oregon  Medical  Association  accepted  the  report 
of  the  Council  on  Medical  Education  listing  1,849 
member  physicians  as  having  complied  with  the  re- 
quirement, adopted  in  1970,  that  every  member  must 
make  an  active  effort  to  continue  his  medical  educa- 
tion. Implicit  in  acceptance  of  the  Council’s  report 
was  loss  of  Association  membership  by  those  not 
complying. 

The  Oregon  experiment,  watched  with  no  small  de- 
gree of  skepticism  by  49  other  state  medical  associa- 
tions, has  turned  in  a finding  of  profound  significance: 

A voluntary  association  of  physicians  can  demand 
reasonable  standard  of  performance  as  a qualification 
for  continued  membership  and  the  overwhelming 
majority  of  members  will  meet  the  standards  without 
quibble  or  complaint. 

This  has  been  a remarkable  demonstration  of  a 
serious  approach  to  the  problem  of  continued  im- 
provement of  the  quality  of  medical  care  and  the 
serious  attitude  of  physicians  in  practice. 

A remarkably  small  number  of  physicians  refused 
to  make  the  required  reports.  Included  in  the  non- 
compliance  group  — who  have  now  lost  their  member- 
ship in  the  Oregon  Medical  Association  — are  a few 
highly  competent  physicians  who  have  exceeded 
the  continuing  education  standards  set  up  by  the 
Association.  They  have  not  failed  their  obligations 


to  the  patients  they  serve,  but  they  have  refused  to 
submit  the  simple  report  required  to  maintain  their 
membership. 

Their  refusal  appears  to  stem  from  a wholly  inade- 
quate consideration  of  the  program  and  its  tremen- 
dous significance.  These  men  believe  sincerely  in 
independence  of  thought  and  action.  They  refuse  to 
realize  the  independence  of  the  individual  can  be  en- 
joyed only  when  group  action  preserves  its  possibility. 
Without  strong  organization  of  the  group  to  guarantee 
it,  there  can  be  no  freedom  of  the  individual.  And 
there  can  be  no  stability  of  a group  or  a government 
without  willingness  to  accept  and  abide  by  the  deci- 
sion of  the  majority.  The  simplest  illustration  of  this 
principle  is  the  fact  that  most  of  us  willingly  drive  on 
the  right  side  of  the  road. 

But  the  fate  of  the  few  members  who  did  not 
comply  with  the  rules  established  by  the  Oregon 
Medical  Association  is  not  important.  They  can  be 
ignored  and  soon  forgotten.  What  is  tremendously 
important  is  the  fact  that  1,945  Oregon  physicians 
have  accepted  their  responsibility  to  continue  their 
medical  education.*  The  result  of  the  Oregon  experi- 
ment is  more  than  a milestone  — it  is  a new  route  to 
excellence.  Other  state  organizations  must  take  note. 

H.L.H. 


* The  number  includes  those  submitting  acceptable  reports 
between  November  6 and  December  31,  1971. 


Data  Deluge  Dilemma 


Admittedly,  it  is  a rare  physician  who  derives  much 
personal  or  professional  satisfaction  from  reflecting 
on  the  quality  of  his  own  or  his  hospital’s  medical 
records.  Most  of  us  would  prefer  not  to  think  about 
them  — “Leave  that  stone  unturned;  then  we  can’t  see 
the  extent  of  the  current  chaos.’’ 

Unfortunately  — rather,  fortunately  — the  stone  has 
been  flipped;  the  chaos  stands  exposed;  both  old  and 
new  approaches  to  its  resolution  are  under  way.  As 
with  scientific  data,  upgrading  of  storage  and  retrieval 
of  information  relevant  to  patients  and  their  illnesses 
is  demanding  more  attention.  These  columns  have 
already  championed  Spokane’s  leadership  in  not  sim- 
ply talking  about,  but  in  actually  implementing  a uni- 
form medical  records  system  throughout  its  commun- 
ity hospitals.  Their  unbelievable  usefulness  in  making 
a medical  audit  program  effective  is  available  for  one 
and  all  to  see;  it  works!  We’ve  also  addressed  the 
potentials  of  the  problem-oriented  record  as  preached 
by  Weed  and  his  disciples;  current  knowledgeable 


opinion  on  that  point  is  best  epitomized  by  that 
catchy  advertising  phrase:  “Try  it  — you’ll  like  it!” 
Elsewhere  in  this  issue  Yarnall,  Samuelson,  and 
Wakefield  review  the  use  of  an  automated  history 
(via  a computer  terminal)  in  a university  clinic  setting; 
once  again  patient  acceptance  was  extremely  favor- 
able; factual  omissions  were  virtually  non-existent;  the 
involved  physicians  claimed  time  was  saved.  While  sub- 
sequent pilot  studies  in  other  settings  have  not  been 
successful,  and  though  differences  of  opinion  abound 
as  to  the  potentials  for  cost  effectiveness,  the  point  is 
that  pilot  studies  are  under  way  in  increasing  numbers. 
Be  it  by  use  of  a doctor-completed  check-sheet,  a 
patient-activated  computer  terminal,  or  an  outline 
completed  by  a physician’s  assistant,  attempts  at 
innovation  in  this  sphere  are  now  seen  as  legitimate 
research  explorations  — and  not  simply  shortcuts  to 
second-rate  medicine.  The  myth  is  almost  exploded 
that  doing  it  by  long  hand  is  the  only  way  for  th,e 
student  to  learn  history  taking  or  the  practicing  phy- 
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sician  to  maintain  his  competence.  That  it  is  condu- 
cive to  learning  atrocious  handwriting  has  been  con- 
firmed. The  idea  that  it  promotes  better  histories  or 
better  records  is  nonsense. 

Extracting,  recording  and  managing  information 
about  patients  will  not  come  cheaply.  Assuming  the 
over-all  process  is  valuable,  it  will  be  costly.  We  can’t 
kid  ourselves  on  this  point.  Individual  physicians, 
hospital  staffs  and  larger  communities  will  shortly 
have  opportunities  to  test  out  the  hypotheses  involved. 
Of  critical  import  is  the  necessity  for  practicing  phy- 
sicians, in  their  own  practice  settings,  to  participate  in 
such  studies  — as  they  are  now  doing  in  the  Spokane 
area.  Viewed  differently,  if  practicing  physicians  do 


not  do  so,  they  must  be  prepared  to  have  a costly  tech- 
nique, developed  in  a far  different  setting,  imposed 
upon  their  practice,  which  imposition  may  not  only 
prove  ineffective,  but  simultaneously  would  be  guar- 
anteed to  cannibalize  a sizeable  portion  of  the  avail- 
able medical  care  dollar.  Ryan  and  Monroe'  and 
Howe^  itemize  some  of  the  issues  involved;  both  the 
recalcitrant  reactionary  and  the  enthusiastic  zealot 
must  be  suspect.  We  shall  welcome  objective  reports 
of  such  activities  throughout  this  area  and  thoughtful 
comments  from  those  who  agree  and  those  who 
disagree. 

W.  O.  R. 
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Students  Now  May  Enter  Contest 

The  1972  medical  manuscript  contest  will  be  open  to  medical  students  as  well  as 
interns  and  residents,  it  was  decided  by  the  Board  of  Trustees  of  Northwest  Medical 
Publishing  Association  at  their  recent  annual  meeting. 

The  contest  has  been  conducted  annually  by  NORTHWEST  MEDICINE  for  the 
past  six  years,  and  is  supported  by  Encyclopaedia  Britannica. 

Complete  details  and  rules  will  be  found  on  page  236. 
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Rabies  in  the  Northwest 

Epidemiology  1930-1969 

WILLIAM  H.  BARKER,  JR.,  M.D.,  Baltimore,  Maryland,  and 
BYRON  J.  FRANCIS,  M.D.,  M.P.H.,  Olympia,  Washington 


Over  1,500  cases  of  rabies,  including  six  in  humans,  were  reported  in  Washington  State 
in  the  40  years,  1930-69.  During  the  1930’s-1950’s  domestic  animals  accounted  for  most 
cases;  in  the  I960’s  throughout  the  Northwest  the  problem  was  essentially  confined  to 
insect-eating  bats,  with  sporadic  cases  occurring  in  domestic  animals  and  wild  carnivores. 
Seventy-seven  (12  percent)  of  652  bats  examined  in  Washington  were  rabid.  There  were 
no  clear-cut  geographic,  temporal,  or  behavioral  distinctions  between  rabid  and  non-rabid 
bats.  In  the  Northwest,  any  bat  bite  should  be  considered  an  exposure  to  rabies  unless 
proven  otherwise  by  laboratory  examination.  Bites  of  humans  by  domestic  animals  or 
wild  carnivores  should  be  evaluated  individually  in  deciding  whether  post-exposure  rabies 
prophylaxis  is  indicated. 


Human  rabies  has  been  extremely 
rare  throughout  the  United  States 
in  recent  decades.  The  last  docu- 
mented case  in  Washington  State 
occurred  in  1939.  Nevertheless,  the 
hazard  to  humans  persists  through- 
out the  country  in  the  form  of  ani- 
mal rabies.  Each  year  many  persons 
must  undergo  a course  of  rabies  pro- 
phylaxis following  bites  by  known 
or  possibly  rabid  animals.  This  paper 
contains  a review  of  the  rabies  cases 
reported  to  the  Washington  State 
Department  of  Health  in  the  40-year 
period  1930-1969  and  an  analysis 
of  the  current  bat  rabies  problem. 
Familiarity  with  this  pattern,  which 
is  similar  for  adjoining  parts  of  the 
Northwest,  should  help  physicians 
and  veterinarians  deal  with  animal 
bite  problems. 

In  the  40  years  from  1930 
through  1969,  1,586  cases  of  rabies 
involving  nine  species,  including 
man,  were  reported  in  Washington, 
Table  1.  Most  were  confirmed  by 
laboratory  test,  but  some  were  diag- 
nosed on  clinical  grounds  alone  as 
part  of  large  community  outbreaks 
among  dogs.  Since  1962,  the  rabies 
fluorescent  antibody  test  has  been 


From  the  Washington  State  Depart- 
ment of  Social  and  Health  Services. 
Adapted  from  a paper  presented  before 
members  of  the  Washington  Veterinary 
Medical  Association,  November  1969. 
Dr.  Barker  is  Epidemic  Intelligence  Serv- 
ice Officer,  Center  for  Disease  Control, 
USPHS,  Washington  State  Department  of 
Social  and  Health  Services,  Olympia, 
Washington.  Present  address:  University 
of  Maryland,  Baltimore  21201. 


used  routinely  on  all  specimens  to 
detect  the  virus  in  brain  tissue,  re- 
placing the  less  accurate  and  less 
sensitive  Seller’s  stain  test  for  Negri 
bodies.  Since  1954,  the  mouse  inoc- 
ulation test  has  also  been  performed 
on  specimens  from  animals  other 
than  rodents  that  have  bitten  hu- 
mans. This  is  done  as  an  extra  pre- 
caution, though  the  sensitivity  of 
the  fluorescent  antibody  test  has 
exceeded  99  percent.’ 

Washington,  1920-1959 

Over  80  percent  of  the  cases  in 
the  40-year  period,  including  the  six 
cases  in  humans,  were  reported  in 
the  1930’s,  when  there  were  wide- 
spread outbreaks  in  dogs,  the  most 


severe  occurring  between  1937  and 
1939  in  King  County.  All  six  hu- 
man infections  were  acquired  from 
rabid  dogs,  and  dogs  were  also  con- 
sidered the  probable  source  of  the 
infections  in  cats,  cows,  goats,  and 
sheep. 

Between  1940  and  195  3,  virtu- 
ally all  cases  involved  domestic  ani- 
mals (dogs,  cats,  and  two  cows). 
Most  occurred  as  part  of  small  out- 
breaks in  the  following  counties; 
King  (1941),  Kitsap  (1941  and 
1942),  Pierce  (1941),  Spokane 
(1951),  and  Yakima  (1953).  Since 
the  mid-1 950’s  rabies  has  been  essen- 
tially nonexistent  in  domestic  ani- 
mals. Veterinary  public  health  ef- 
forts have  contributed  to  this  status 
and  should  be  continued. 


TABLE  1 


REPORTED  RABIES  CASES  IN  WASHINGTON  STATE,  1930-69 


Species 

1930-39 

1 940-49 

1950-59 

1960-69 

Total 

Man 

6 

0 

0 

0 

6 

Dog 

1,300 

115 

23 

1 

1,439 

Cat 

18 

1 

2 

0 

21 

Cow 

35 

2 

0 

0 

37 

Goat 

2 

0 

0 

0 

2 

Sheep 

1 

0 

0 

0 

1 

Coyote 

1 

0 

0 

0 

1 

Skunk 

0 

0 

0 

2 

2 

Bat 

0 

0 

0 

77 

77 

Total 

1,363 

118 

25 

80 

1,586 
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Fig.  1.  Number  of  cases  of  bat  rabies  reported  in  Washington  State,  1960-1969. 


Washington,  1960-1969 

While  the  problem  in  domestic 
animals  has  subsided,  rabies  in  wild- 
life, principally  insect-eating  bats, 
has  been  recognized  as  a serious 
problem  in  the  state  since  the  early 
1960’s.  Of  80  positive  specimens 
identified  in  this  decade,  two  oc- 
curred in  pet  skunks  appropriately 
vaccinated  with  attenuated  live  ra- 
bies virus  vaccine,  one  occurred  in  a 
dog  brought  from  out-of-state  dur- 
ing the  incubation  period  of  its  in- 
fection, and  77  occurred  in  bats. 

In  addition  to  the  80  rabid  ani- 
mals, the  guillotine  roster  of  animal 
heads  that  fell  to  rule  out  rabies  in- 
cludes 2,339  negative  specimens. 

Idaho,  Oregon,  and  British  Colum- 
bia, 1960-1969 

The  rabies  pattern  in  Idaho,  Ore- 
gon, and  British  Columbia  in  the 
1960’s  has  been  similar  to  that  of 
Washington  — predominantly  bat 
cases,  with  sporadic  cases  in  other 
species. 


Oregon  had  98  confirmed  cases, 
of  which  85  were  in  bats.  A young 
boy  who  was  bitten  by  a rabid  dog 
in  Egypt  became  ill  on  his  return  to 
Oregon;  a cat  contracted  rabies  as  a 
result  of  improper  vaccination;  one 
dog  acquired  the  infection  in  Mexico 
and  another  became  rabid  after  con- 
tact with  a suspected  rabid  dog  from 
out-of-state;  and  one  raccoon,  six 
foxes,  and  two  skunks  were  sporadic 
cases,  occurring  in  the  wild  in  sever- 
al different  parts  of  the  state. ^ 

Of  40  cases  in  Idaho,  one  was 
in  a human;  36  were  in  bats;  one 
was  in  a raccoon  imported  as  a pet 
from  Florida  where  raccoon  rabies 
is  common;  and  two  (one  in  a skunk 
and  one  in  a kitten)  were  vaccine- 
associated.  The  human  case  involved 
a child  bitten  by  an  unidentified  ani- 
mal that  escaped,  and  in  retrospect 
was  thought  to  have  been  a bat.^ 
Twenty  rabies  cases  were  docu- 
mented in  British  Columbia  during 
the  decade;  19  in  bats  and  one  in  a 
domestic  cat.  The  source  of  the 
cat’s  infection  could  not  be  deter- 
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mined.  It  was  speculated  that  it 
was  infected  by  an  encounter  with 
a rabid  bat.”* 

the  bat  rabies  problem 

Rabies  in  insect-eating  bats  in  the 
United  States  was  initially  reported 
in  a few  places  in  the  early  1950’s,* 
was  widely  recognized  throughout 
the  United  States  and  Canada  by 
1960,^  and  has  been  implicated  as 
the  source  of  several  human  cases. ^ 
Rabid  bats  were  first  reported  in 
British  Columbia  in  1957,  Oregon  in 

1960.  and  Idaho  and  Washington  in 

1961. 

In  the  1960’s,  652  bat  specimens 
were  examined  in  Washington.  Of 
them,  77  (12  percent)  were  positive. 
Two  or  more  specimens  were  posi- 
tive in  each  year  except  1960  and 

1962.  Review  of  this  experience 
provides  a comparison  of  rabid  and 
non-rabid  bats. 

Rabid  bats  have  been  captured  in 
virtually  all  parts  of  the  state.  In 
Figure  1,  the  county  of  origin  of 
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Fig.  2.  Number  of  bats  examined  for  rabies,  by  month,  in  Washington  State, 
1960-1969. 


each  rabies-positive  specimen  is  indi- 
cated by  a dot.  Figure  2 depicts  the 
distributions  of  total  specimens  and 
rabid  specimens  by  the  month  in 
which  they  were  submitted  for  test- 
ing. The  vast  majority  were  received 
during  the  warm  months  of  summer 
and  early  autumn,  with  but  a scat- 
tered few  in  the  cooler  months  of 
the  year.  This  correlates  with  the 
life  pattern  of  insectivorous  bats 
(which  predominate  in  North  Amer- 
ica), consisting  of  vigorous  foraging 
and  feeding  on  insects  during  the 
summer  and  early  autumn  and  ei- 
ther local  hibernation  or  southward 
migration  for  the  winter  months.® 
Table  2 enumerates  bat  speci- 
mens in  terms  of  related  human  or 
animal  exposures.  Human  exposure, 
virtually  always  representing  a bite, 
accounted  for  112  specimens,  of 
which  17  were  positive.  Each  of 


these  17  resulted  in  a full  course  of 
rabies  prophylaxis  for  the  exposed 
persons.  Of  54  bat  specimens  found 
in  the  possession  of  pet  cats,  two 
(4  percent)  were  positive.  In  con- 
trast, of  11  bats  associated  with 
dogs,  four  (36  percent)  were  posi- 
tive. While  the  numbers  are  small, 
this  cat-dog  difference  may  not  be 
due  to  chance  alone;  a cat  with  its 
stealth  and  climbing  abilities  would 
be  more  able  to  capture  healthy 
bats  (in  barns,  hanging  from  tree 
limbs,  than  a dog,  whose  less  dex- 
trous ways  would  favor  encounters 
with  sick  bats  on  the  ground.  For 
the  majority  of  specimens  submit- 
ted, no  human  or  animal  exposures 
occurred.  These  bats  were  found  in 
a variety  of  places,  ranging  from 
front  porches  to  dark  caves.  An  im- 
pressive 11  percent  were  positive. 

In  Table  3,  a series  of  bites  of 

TABLE  2 


humans  by  rabid  bats  is  compared 
with  a series  of  bites  by  non-rabid 
bats  with  respect  to  certain  sur- 
rounding conditions.  The  majority 
(67  percent)  of  rabid  btping  bats 
appeared  to  be  unhealthy,  while 
most  (78  percent)  non-rabid  biting 
bats  appeared  healthy.  However, 
more  important  is  the  fact  that  four 
of  12  rabid  bats  did  not  appear  un- 
healthy. A similar  lack  of  a solid 
difference  between  appearances  of 
rabid  and  non-rabid  biting  bats  is 
noted  for  each  of  the  other  condi- 
tions listed. 

discussion  and  conclusions 

In  the  Northwest,  bat  bites  clear- 
ly pose  the  greatest  current  rabies 
hazard  to  humans.  It  is  evident  that 
the  time  of  year,  geographic  loca- 
tion, apparent  state  of  health  of  a 


BATS  EXAMINED  AFTER  INFLICTING  BITES 
WASHINGTON,  1960-69 


BATS 

Exposure 

Total 

Positive 

% 

Human 

112 

17 

15 

Cat 

54 

2 

4 

Dog 

11 

4 

36 

None  reported 

475 

54 

11 

Total 

652 

77 

12 
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TABLE  3 


CIRCUMSTANCES,  BITES  BY  RABID  AND 
NON-RABID  BATS,  WASHINGTON  1960-69 


Circumstance 

12  Rabid  Bat  Bites 
No.  % 

18  Non-Rabid  Bat  B 
No.  % 

Unhealthy  appearing 

bat 

8 

67 

4 

22 

Unprovoked  bat 

6 

50 

4 

22 

Bite  in  daytime 

6 

50 

4 

22 

Bite  indoors 

8 

67 

6 

33 

Bite  in  urban  location 
Bite  victim  under 

3 

25 

8 

44 

15  y/o 

4 

33 

5 

28 

Bite  on  hand 

8 

67 

16 

89 

biting  bat,  and  other  circumstances 
of  bat  bites  do  not  provide  reliable 
criteria  for  differentiating  between 
rabid  and  non-rabid  bats.  Similar 
observations  have  been  reported  in 
other  areas. ^ Any  bat  bite  should 
be  considered  an  exposure  to  rabies, 
unless  proven  otherwise  by  labor- 
atory tests,  and  a full  course  of 
post-exposure  rabies  prophylaxis  is 
recommended. 

Exposure  to  rabies  in  dogs,  cats  or 
wild  carnivores  (particularly  foxes, 
skunks  and  raccoons),  a serious  cur- 
rent problem  in  other  parts  of  the 
United  States,*®  has  been  of  limit- 
ed importance  in  the  Northwest  in 
recent  years.  Nevertheless,  the  fol- 
lowing consideration  shows  that  the 
potential  for  rabies  cases  in  these 
animals  persists. 

Pet  cats  as  well  as  wild  animals 
kept  as  pets  may  develop  rabies 
from  inoculation  with  certain  strains 
of  live  attenuated  rabies  vaccine 
virus.  Each  vaccine  is  recommended 
for  use  in  only  certain  animal 
species.**  Whether  a vaccine  virus 
pathogenic  for  the  recipient  animal 
will  in  turn  be  pathogenic  for  man 
is  not  known.  Until  it  is,  it  seems 
necessary  to  regard  any  bite  by  an 
animal  with  vaccine-associated  rabies 
as  an  exposure  to  rabies  and  to  ad- 
minister a full  course  of  prophylaxis. 

Sporadic  wild  rabies  virus  infec- 
tions may  continue  to  appear  in 
domestic  or  wild  animals  imported 
from  areas  in  which  rabies  is  enzo- 
otic in  their  species.  Rabies  also 
may  be  imported  by  natural  migra- 
tion of  animals  from  adjacent  states; 


the  sporadic  cases  of  fox  and  skunk 
rabies  in  Oregon  suggest  such  a 
spread  from  northern  California, 
where  rabies  in  these  species  is  well 
recognized.  Finally,  it  is  possible 
that  members  of  other  animal  spe- 
cies may  occasionally  become  infec- 
ted through  encounter  with  a rabid 
bat,  though  this  is  difficult  to  show 
experimentally.® 

It  is  often  impossible  to  tell  by 
its  behavior  whether  or  not  a wild 
carnivore  is  rabid.  When  one  bites  a 
human  it  should  be  killed,  avoiding 
damage  to  the  brain,  and  examined 
for  rabies  infection.  If  the  animal 
escapes,  the  situation  must  be  evalu- 
ated concerning  the  possible  need 
for  rabies  prophylaxis. 

Rabies  in  a dog  or  cat  can  ordi- 
narily be  detected  or  excluded  by 
veterinary  examination;  therefore, 
confinement  for  10  days  under  ob- 
servation is  strongly  advised  for  a 
healthy-appearing  domestic  animal 
that  has  bitten  a human.  Continuing 
apparent  good  health  after  10  days 
is  the  best  possible  evidence  that  the 
animal  did  not  have  rabies  virus  in 
its  saliva  at  the  time  of  the  bite.  A 
decision  regarding  immediate  rabies 
prophylaxis  for  the  bite  victim  must 
be  made  when  the  incident  comes 
to  medical  attention.  In  an  area 
such  as  the  Northwest,  where  indig- 
enous rabies  has  been  absent  from 
dogs  and  cats  for  more  than  10 
years,  prophylaxis  often  will  not  be 
recommended  unless  the  animal’s 
behavior  or  history  (such  as  impor- 
tation from  an  area  where  its  species 
often  is  rabid)  is  suspect. 


The  rabies  potential  in  rodents 
deserves  separate  consideration.  Ro- 
dent bites  are  very  common,  and 
rodents  account  for  an  estimated 
25  percent  of  animal  specimens  ex- 
amined for  rabies  each  year  in  the 
United  States.*^  Despite  the  large 
number  of  specimens  examined, 
rabies  has  rarely  been  detected  in 
these  animals,  and  transmission  of 
rabies  from  a rodent  to  man  has 
never  been  documented  in  the  Unit- 
ed States.  Rabies  prophylaxis  is  not 
usually  recommended  for  humans 
bitten  by  rodents  that  escape.  How- 
ever, a rodent  captured  at  the  time 
of  biting  a human  should  be  exam- 
ined in  the  laboratory  so  that  any 
appearance  of  the  virus  in  this  seg- 
ment of  the  animal  population  will 
be  recognized.  This  does  not  apply 
to  caged  pets,  such  as  mice,  rabbits, 
and  hamsters,  that  have  had  no  op- 
portunity for  exposure. 

post-exposure  rabies  prophylaxis 

Both  the  World  Health  Organiza- 
tion and  the  Public  Health  Service 
Advisory  Committee  on  Immuni- 
zation Practices  have  published  rec- 
ommended schedules  which  should 
be  consulted  when  post-exposure 
rabies  prophylaxis  has  been  decided 
upon.*^d‘*  They  are  guidelines  and 
may  be  modified  by  individual  con- 
sideration of  each  situation.  Expo- 
sures occurring  in  the  Northwest  in 
recent  years  have  usually  called  for 
a full  course  of  prophylaxis  which 
includes  prompt  local  wound  treat- 
ment and  administration  of  hyper- 
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immune  serum  and  a multiple-dose 
course  of  vaccine. 


There  is  clinical  evidence  that 
antirabies  hyperimmune  serum  ma- 
terially adds  to  the  protection  of- 
fered by  vaccine.*^  The  usual  pre- 
cautions indicated  when  using  an 
equine  serum  product  must  be  ob- 
served. Manifestations  of  serum 
sickness  can  be  anticipated  in  about 
20  percent  of  cases.  Progress  toward 
development  of  a rabies  immune 
globulin  of  human  origin  has  re- 
cently been  reviewed.’^ 


Addendum: 


Duck  embryo  vaccine  is  generally 
recommended,  as  it  causes  fewer 
neuroparalytic  or  encephalopathic 
reactions  than  does  vaccine  prepared 
from  nervous  tissue.  While  there  is 
evidence  that  it  produces  lower  anti- 
body responses  than  does  the  nerv- 
ous tissue  vaccine,  there  is  no  evi- 
dence that  it  is  less  protective  to 
exposed  humans.  Where  there  is 
a likelihood  of  an  allergic  reaction 
to  duck  embryo  tissue,  the  nervous 
tissue  vaccine  can  be  substituted. 


In  1970,  a skunk  that  had  been 
sold  in  a Seattle  pet  store  became 
rabid.  This  skunk  was  the  offspring 
of  a female  trapped  in  Oregon  and 
apparently  had  been  infected  before 
being  shipped  to  Washington.  The 
sale,  importation,  or  trapping  of 
skunks,  foxes,  or  raccoons  for  use  as 
pets  has  since  been  prohibited  by 
Board  of  Health  regulations. 


University  of  Maryland  Hospital 
Department  of  Preventive  Medicine 


(21201) 
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Oregon  Coronary  Ambulance  Project 

LEONARD  B.  ROSE,  M.D.  and  EDWARD  PRESS,  M.D.,  M.P.H.,  Portland,  Oregon 


Private  organization  and  resources  provided  a successful  and  economical  community 
service  for  victims  of  myocardial  infarction  and  ventricular  fibrillation.  The  success  rate 
compares  favorably  with  projects  reporting  much  higher  costs. 


Emergency  medical  technicians, 
manning  ambulances,  and  already 
schooled  in  lifesaving  techniques,  are 
ideal  candidates  for  further  training 
in  handling  cardiac  emergencies.  We 
realized,  early  in  1969,  that  their 
24-hour  availability  and  swift  re- 
sponse might  be  utilized  to  reduce 
the  number  of  deaths  from  myocar- 
dial infarction  and  ventricular  fibril- 
lation occurring  before  the  patients 
could  be  brought  to  hospitals.  This 
was  the  goal  of  the  Oregon  Coro- 
nary Ambulance  Project,  organized 
soon  after  our  original  discussion. 

Economy  was  not  the  primary 
objective  but  it  became  a feature  of 
the  Project.  It  was  based  on  the  ef- 
ficiency of  private  operation  of  ex- 
isting organizations  and  equipment. 
Gearing  up  for  the  Project  involved 
no  expenditure  for  vehicles,  and 
only  moderate  investment  for  the 
few  items  of  additional  equipment 
needed.  Training  of  the  enthusiastic 
crews  was  a pleasant  and  rewarding 
experience. 

The  project  was  organized  by  the 
Oregon  State  Board  of  Health  in  co- 
operation with  the  Buck  Ambulance 
Company,  the  Good  Samaritan  Hos- 
pital in  Portland,  and  the  Multno- 
mah County  Medical  Society.  The 
State  Board  of  Medical  Examiners 
ruled  that  defibrillation  by  a prop- 
erly trained  ambulance  attendant 
would  be  considered  an  emergency 
procedure  and  not  the  practice  of 
medicine.  The  Oregon  Medical  Asso- 
ciation approved  the  Project  with 
the  recommendation  that  cardiac 
nurse-specialists  and  physicians  su- 
pervise the  attendants  initially. 

A training  program  was  begun  in 
mid-June  1969,  with  a select  group 
of  four  attendants,  sufficient  to  man 
one  ambulance  on  a 24-hour  basis. 
The  men  were  given  lectures  on 
anatomy,  physiology  and  pathology 
of  the  heart  and  on  electrocardio- 
graphy. Intensive  training  in  the  use 


of  monitoring  equipment,  and  drills 
in  the  recognition  of  electrocardio- 
graphic rhythms  were  carried  out  in 
the  Coronary  Care  Unit  of  Good 
Samaritan  Hospital.  An  anesthesiol- 
ogist reviewed  and  augmented  their 
knowledge  and  performance  of  car- 
diopulmonary resuscitation.  They 
learned  to  use  the  portable  defibril- 
lator in  the  dog  laboratory,  where  a 
large  dog  with  an  intracardiac  elec- 
trode was  made  to  fibrillate  repeat- 
edly. In  the  laboratory,  correlation 
of  the  cardiac  arrhythmias  with  car- 
diac, cerebral  and  respiratory  physi- 
ology was  demonstrated.  A new 
portable  monitor-defibrillator  made 
by  the  Physio-Control  Company  was 
used.  It  has  monitoring  leads  within 
the  defibrillator  paddles,  permitting 
an  oscilloscope  trace  as  soon  as  the 
paddles  are  placed  on  the  chest.  This 
obviated  consideration  of  blind  de- 
fibrillation. A small,  direct-writing 
electrocardiograph  was  attached  to 
the  monitor  to  provide  documenta- 
tion of  electrocardiograms.  Cardiac 
nurse-specialists  volunteered  their 
free  time  to  ride  the  ambulance  dur- 
ing the  initial  period.  They  taught 
the  men  to  make  clinical  observa- 
tions, to  keep  records  and  review 
electrocardiograms.  About  20  phy- 
sicians agreed  to  be  on  call  during 
the  inception  of  the  Project. 

On  September  1,  1969,  one  am- 
bulance became  operational  on  the 
west  side  of  Portland.  The  men  be- 
came adept  at  recording  vital  signs 
and  describing  complaints  and  the 
appearance  and  level  of  conscious- 
ness of  patients.  They  were  trained 
to  monitor  patients  in  the  home, 
particularly  in  suspected  myocardial 
infarction,  and  to  maintain  moni- 
toring during  transport  to  the  hospi- 
tal, and  until  the  patient  was  taken 
over  by  the  emergency  room  staff. 
They  were  instructed  to  attempt 
stabilization  to  the  level  of  spon- 
taneous respiration  and  effective  car- 


diac rhythm  contrary  to  the  time- 
honored  tradition  of  rushing  the 
patient  to  the  hospital.  Rhythm 
strips,  especially  those  documenting 
changes,  were  presented  to  the  emer- 
gency room  physician  or  nurse. 
Emergency  rooms  were  notified  in 
advance,  by  radio,  when  seriously 
ill  patients  were  being  brought  in. 
The  second  unit  became  operational 
in  May  1970,  and  the  third  unit  be- 
came operational  in  August  1971. 

A review  of  the  clinical  results  of 
this  Project  through  July  1,  1971, 
has  been  completed.  A total  of  471 
patients  have  been  transported  and 
monitored.  Of  these,  425  were 
admitted  to  local  hospitals  and,  of 
these,  357  were  subsequently  given 
cardiac  diagnoses  and  157  were 
proved  to  have  acute  myocardial 
infarction. 

Intervention  by  the  ambulance 
attendants  with  cardiopulmonary  re- 
suscitation or  defibrillation  was  per- 
formed in  22  cases  of  cardiac  arrest 
and  ventricular  fibrillation.  In  all 
of  these,  cardiopulmonary  resuscita- 
tion had  been  started  by  the  ambu- 
lance crew  or  other  personnel  (medi- 
cal, fire,  police)  within  a few  min- 
utes. Of  these  patients,  10,  or  45 
percent,  were  resuscitated  and  re- 
gained consciousness. 

An  additional  28  cases  were  con- 
sidered to  be  agonal  or  to  have  brain 
death  before  the  arrival  of  the  am- 
bulance. Resuscitation  was  also 
attempted  in  these  cases,  to  no  avail. 
Even  when  these  cases  are  included, 
the  overall  successful  resuscitation 
percentage  is  20  percent,  which 
compares  favorably  to  other  pro- 
jects of  this  nature  across  the  coun- 
try (9  percent  in  Miami;  less  than 
15  percent  in  Seattle). 

From  this  Project  we  have  ob- 
served that: 

1.  Allied  health  personnel  who 
are  highly  motivated  and  well 
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trained  in  electrocardiography  can 
achieve  a high  degree  of  accuracy  in 
the  interpretation  of  common  elec- 
trocardiographic arrhythmias,  espe- 
cially those  threatening  life. 

With  this  ability  and  persistent, 
vigorous  cardiopulmonary  resuscita- 
tion combined  with  defibrillation, 
these  people  can  function  effectively 
in  certain  cardiac  emergencies. 

2.  With  the  prompt  institution 
of  cardiopulmonary  resuscitation 
in  our  series  up  to  the  first  of 
July  1971,  the  men  were  able  to 
salvage  10  out  of  22  patients,  of 
whom  8 had  proven  myocardial 
infarction;  all  of  these,  except  one. 


were  subsequently  discharged  from 
the  hospital. 

3.  Cost  of  such  projects  can  be 
community-borne  and  are  relatively 
low.  In  our  Project  the  cost  was 
less  than  $10  more  than  the  usual 
ambulance  charge  per  case  transpor- 
ted and  less  than  $30  per  proven 
myocardial  infarction  case.  The 
ambulance  company  has  now  as- 
sumed the  expense  of  maintaining 
equipment  and  training  men.  The 
third  unit  was  completely  outfitted 
by  the  ambulance  company  so  that 
the  objective  of  making  this  a com- 
munity supported  project  has  been 
realized.  No  public  funds  were  ex- 
pended in  this  Project. 


4.  The  rhythm  diagnosis  can  be 
confirmed  by  a physician  with  radio 
telemetry  and  we  are  anticipating 
that  trained  attendants  will  be  ad- 
ministering drugs  in  certain  life- 
threatening  situations. 

In  conclusion,  we  believe  that 
this  Project  demonstrates  a practical 
method  of  training  allied  health 
personnel  to  give  emergency  care 
with  a high  degree  of  success.  Fur- 
thermore, we  believe  that  this  can 
reduce  the  mortality  in  the  pre- 
hospital phase  of  acute  myocardial 
infarction. 

2311  Northwest  Nor thrup 
(97210) 


Phase  2 May  Faze  Labor 

Phase  2 of  the  economic  controls  could  become  the  straw  that  breaks  the  camel’s  back. 
Only  in  this  case  it  could  be  the  back  of  organized  labor  power. 

While  the  nation’s  independent  business  people  appear  confused  over  the  subject  of 
controls,  and  while  some  are  outspokenly  critical  of  any  controls,  the  vast  majority  seem 
to  be  of  the  opinion  that  something  had  to  be  done.  This  is  developing  in  the  survey  being 
conducted  by  the  National  Federation  of  Independent  Business  among  the  more  than 
2,000  volunteer  district  chairmen  who  are  business  leaders  in  their  respective  communities, 
who  in  turn  are  questioning  their  colleagues. 

But  even  though  there  are  many  doubts  expressed  as  to  tbe  probable  success  of  the 
program,  there  is  deep  resentment  expressed  over  the  non-cooperative  attitude  expressed 
by  union  leaders. 

With  several  bills  pending  before  tbe  Congress  to  put  unions  under  the  antitrust  laws, 
to  prohibit  strikes  in  the  transportation  industries,  and  even  a bill  for  a national  right  to 
work  law,  resentment  over  publicized  unwillingness  of  labor  leaders  to  cooperate  fully 
could  result  in  some  Congressional  action  even  in  an  election  year. 

National  Federation  of  Independent  Business,  Inc. 
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Clinical  Evaluation  of  an  Automated 
Screening  History 

STEPHEN  R.  YARNALL,  M.D.,  PAUL  SAMUELSON,  M.D.,  and 
JAY  S.  WAKEFIELD,  B.S.,  Seattle,  Washington 


Evaluation  of  an  automated  screening  history  demonstrated  the  feasibility  of  use  with 
existing  staff  in  a general  medical  clinic.  Patient  acceptance  was  highly  favorable  — 96  per- 
cent. Nursing  staff  reaction  was  good,  though  extra  time  was  required.  Time  saving  was 
claimed  by  physicians  in  77  percent  of  the  cases,  though  false  positive  information  (over- 
reporting) was  an  annoyance.  Only  one  of  34  randomly  selected  automated  histories  con- 
tained a significant  omission.  The  greatest  usefulness  of  the  history  to  the  physician  was 
in  problem  seeking  and  in  recording  negative  information,  so  that  he  could  focus  on  elab- 
oration of  positive  responses  and  problem  solving.  Unexpected  positive  information  was 
found  most  frequently  in  psychological  and  sexual  areas.  Though  improvements  are 
needed,  it  is  concluded  that  automated  histories  are  now  feasible,  reliable,  and  useful  when 
used  for  screening  and  for  the  routine  database  part  of  the  complete  history. 


Previous  studies  of  computer  ap- 
plications in  medicine  have  sugges- 
ted that  data  acquisition  and  re- 
cording is  one  of  the  most  time- 
consuming  components  of  medical 
decision  making  that  might  be  facil- 
itated by  the  proper  application  of 
computer  technology.**  The  pur- 
pose of  this  paper  is  to  report  clini- 
cal evaluation  of  a computer-based 
system  for  obtaining  and  printing 
certain  parts  of  a general  medical 
history. 

methods 

The  system  evaluated  was  the 
Searle-Medidata  Automated  History 
Taker. ^ Figure  1 shows  the  patient 
terminal  which  is  connected  to  a 
PDP  8-1  computer  by  an  acoustic 
coupler  and  standard  telephone 
equipment.  A plastic  card  provides 
a patient  number  and  identifies  the 
patient’s  sex  so  that  appropriate 
questions  will  be  selected  by  the 
computer.  The  patient  pushes  but- 
tons: Yes,  No,  Go  Ahead;  Go  Back; 
or  Erase.  The  computer  is  pro- 
gramed to  store  each  answer  and  to 
choose  the  next  question.  Questions 


From  the  Department  of  Medicine 
(Cardiology),  University  of  Washington 
School  of  Medicine  and  Washington/ 
Alaska  Regional  Medical  Program. 
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are  projected  on  the  screen  from  a 
random-access  slide  projector  under 
computer  control.  The  projector 
holds  80  slides,  eaeh  of  which  con- 
tains four  blocks  of  type  so  that  the 
computer  can  choose  any  of  320 
possible  frames.  Some  of  these  are 
instructional  and  error-correction 
frames,  while  others  are  general 
questions  (relating  to  severity,  loca- 
tion, duration,  treatment)  that  may 
be  repeatedly  used  in  many  branches 
of  the  history.  Screening  questions 
explore  the  patient’s  personal  pro- 
file (area  of  birth,  education,  em- 
ployment) family  history,  general 
health,  and  system-review.  Positive 
responses  may  eause  the  computer 
to  branch  into  a more  detailed  se- 
quence of  questions,  whereas  nega- 
tive responses  lead  to  new  question 
areas  on  the  main  stem  of  the  ques- 
tion tree.  When  the  patient  has 
completed  the  questions,  the  history 
is  printed  on  the  adjacent  teletype- 
writer. One  to  three  pages  are  typed, 
depending  on  the  number  of  positive 
responses  made  by  the  patient.  The 
typed  history  is  styled  by  the  com- 
puter with  paragraph  headings  and 
sentence  structure.  Positive  respons- 
es pointing  to  problems  needing  fur- 
ther clarification  are  printed  first 
(with  a few  pertinent  negative  re- 
sponses), and  the  items  denied  by 
the  patient  are  listed  at  the  end.  The 
printed  summary  is  reviewed  with 
the  patient  in  order  to  correct  or 
supplement  pertinent  items.  This 
problem-oriented  approach  is  fol- 
lowed by  further  evaluation  of  the 

186 

Northwest  Medicine,  March  1972 


chief  complaint,  exploration  of  the 
present  illness,  and  definition  of  the 
problem  list. 

For  purposes  of  this  study,  a 
history  terminal,  teletypewriter,  and 
telephone  were  installed  in  a medical 
clinic  at  the  University  of  Washing- 
ton Hospital  near  the  area  where 
patients  are  checked  in  by  clinic 
nurses.  Arrangements  were  made  to 
use  a time-shared  computer  in  Palo 
Alto,  California,  via  long  distance 
dialing. 

Operational  evaluation  data  were 
collected  by  log-book  records,  inter- 
views, and  specific  questionnaires. 
Questions  asked  in  this  clinical  evalu- 
ation included;  What  is  the  reliabil- 
ity of  this  computer  system  in  a clin- 
ical setting?  Is  it  feasible  to  imple- 
ment this  system  in  a medical  clinic 
with  existing  staff?  What  is  the  time 
required  and  acceptance  of  patients, 
physicians,  nurses  and  other  staff? 
How  good  is  the  validity  and  com- 
pleteness of  the  medical  history 
obtained?  Are  there  indications 
that  physician  time  might  be  saved 
with  such  a system?  Does  it  appear 
that  such  a system  could  be  cost- 
justified?  Does  the  system  offer 
suitable  flexibility  and  potential  for 
development?  What  might  be  the 
optimal  use  of  such  a system? 


The  automated  screening  history 
was  demonstrated  to  the  clinic  staff 
and  others  approximately  50  times 
and  was  used  by  98  general  medical 


results 


Fig.  1.  The  patient  terminal  in  operation,  connected  by  an  acoustic  coupler  and  standard  telephone  equipment  to  a 
PDF  8-1  computer  in  Palo  Alto,  California. 


clinic  patients  selected  only  by  avail- 
ability of  the  terminal.  No  patient 
refused  to  take  the  history.  Patients 
included  66  females  and  32  males 
with  an  age  range  from  19  to  75 
years  and  a mean  age  of  42  years. 
Thirty-five  physicians,  including  res- 
idents, fellows,  and  staff  members 
participated  in  the  study. 

reliability 

The  reliability  of  the  system  was 
satisfactory  after  an  initial  debug- 
ging period  of  approximately  two 


months,  during  which  there  were  a 
number  of  problems  with  telephone 
connections,  modifications  of  the 
computer  system  and  other  prob- 
lems that  led  to  unpredictable  fail- 
ures and  about  20  percent  opera- 
tional downtime.  Clinic  operational 
downtime  was  always  longer  than 
computer  downtime  due  to  delays 
in  rescheduling  patients  after  the 
computer  returned  to  service.  For 
the  final  four  months  of  evaluation 
the  system  ran  smoothly  with  about 
5 percent  downtime,  most  of  which 
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was  scheduled  with  several  days 
warning. 

Telephone  disconnects,  a prob- 
lem in  earlier  trials  through  switch- 
board operators,  did  not  occur  with 
direct  dialing  after  the  initial  two- 
month  break-in.  Check  signals  pre- 
vented transmission  errors  from  the 
terminal,  but  in  transmission  to  the 
teletype  there  was  occasional  line 
noise  leading  to  typographical  er- 
rors. When  the  telephone  cradle  was 
knocked  out  of  the  acoustic  coupler, 
it  simply  was  replaced  with  no  loss 


TABLE  1 

REACTIONS  OF  67  PATIENTS  TO  AUTOMATED  HISTORY  TAKER 


Questions 

Responses 

No. 

% 

1.  Did  you  feel  comfortable 

Yes 

64 

96 

answering  the  questions? 

No 

2 

3 

No  comment 

1 

1 

2.  Did  you  feel  more  comfortable 

Yes 

26 

39 

answering  the  machine  than 

No 

16 

24 

you  might  have  on  a first 
visit  to  the  doctor? 

No  difference 

25 

37 

3.  Do  you  have  any  other  problems 

Yes 

25 

37 

not  covered? 

No 

36 

54 

Don't  know 

2 

3 

No  comment 

4 

6 

of  position  in  the  branched  logic 
tree  of  the  questionnaire. 

clinical  feasibility 

It  was  found  to  be  feasible  to 
locate  the  terminal,  telephone  and 
teletype  in  approximately  16  square 
feet  of  a room  in  one  of  the  clinic 
areas.  Clinic  nurses  and  aides  learned 
how  to  use  the  system  with  a single 
demonstration  and  were  able  to  in- 
struct patients  and  initiate  the  auto- 
mated history.  It  was  found  feasible 
to  schedule  a number  of  patients 
ahead  of  their  clinic  appointment  to 
get  screening  laboratory  studies  and 
the  automated  history  prior  to  the 
day  of  clinic.  It  was  also  feasible  to 
schedule  the  automated  history  for 
patients  waiting  to  see  the  physi- 
cian, though  having  only  one  ter- 
minal prevented  completion  of  the 
history  by  all  patients  coming  to  the 
clinic,  particularly  during  peak  load 
periods. 

Two  negative  factors  were  noted. 
First,  the  patients  lacked  privacy  in 
answering  questions  since  the  ter- 
minal was  in  a general  area.  Though 
this  was  seldom  of  importance,  we 
would  advise  the  use  of  curtains  or 
dividers  to  give  visual  privacy  to 
patients.  Second,  the  noise  of  the 
teletype  was  annoying  in  a clinical 
setting,  and  needed  to  be  reduced. 

patient  time  and  acceptance 

No  patient  refused  to  take  the 
medical  history,  though  several  had 
difficulties  with  it  related  to  low 
intelligence,  difficulty  in  reading, 
severe  illness,  or  senility.  It  was 


made  clear  to  the  patient  that  the 
history  would  take  approximately 
30  minutes  of  his  waiting  time  and 
would  not  delay  him  from  seeing 
the  physician.  Many  patients  com- 
mented that  the  experience  was 
“interesting”  or  “fun.”  At  the  com- 
pletion of  the  history  the  patients 
were  interviewed  by  the  clinic  nurse, 
where  possible,  and  were  invited  to 
complete  a written  questionnaire. 
Sixty-seven  such  questionnaires  were 
collected.  As  shown  in  Table  1,  96 
percent  of  the  patients  indicated 
they  felt  comfortable  answering  the 
questions  on  the  automated  history 
terminal.  One  patient  with  arthritis 
complained  that  it  tired  him  and 
made  him  use  his  hands  too  much. 
Another  patient  indicated  that  he 
did  not  feel  comfortable  answering 
the  questions,  but,  interestingly 
enough,  he  preferred  the  machine 
to  a physician. 

There  was  no  particular  expres- 
sion of  preference  for  the  machine 
or  physician  as  shown  by  the  re- 
sponse to  the  questionnaire  and 
from  interview  of  the  patients.  The 
technique  was  not  accepted  by  a 
few  patients  who  were  unwilling  to 
spend  the  time  necessary  to  answer 
the  questions.  Some  patients  expe- 
rienced frustration  with  choices  on 
certain  questions,  indicating  need 
for  revision  of  those  portions  of  the 
questionnaire.  The  patient  response 
was,  overall,  extremely  favorable. 
This  is  consistent  with  results  from 
similar  evaluations  elsewhere. 

Approximately  one-third  of  the 
patients  indicated  they  had  prob- 
lems that  were  not  covered  on  the 


screening  questionnaire.  Many  pa- 
tients had  a desire  to  qualify  and 
expand  on  some  items.  Interest- 
ingly enough,  in  approximately  half 
these  cases,  review  of  the  record  and 
the  physician’s  chart  indicated  that 
the  problem  had  been  suggested  by 
the  automated  history.  For  example, 
one  patient  knew  that  he  was  suffer- 
ing from  polycythemia,  but  when 
he  reviewed  the  printout  he  did  not 
realize  that  “blood  dyscrasia  charac- 
terized by  an  excess  number  of  red 
blood  cells”  referred  to  his  illness 
as  he  knew  it. 

Time  required  for  completion  of 
the  history  was  measured  in  82 
patient-trials.  The  median  time  for 
completion  of  the  history  was  30 
minutes  with  a range  from  10  to  60 
minutes  and  with  90  percent  of  the 
patients  completing  the  history  in 
15  to  45  minutes.  The  data  were 
plotted  by  age  and  sex  but  no  signi- 
ficant effect  was  noted.  Most  of  the 
longer  completion  times  seemed  re- 
lated to  specific  problems.  One  pa- 
tient was  suffering  from  severe  cer- 
vical osteoarthritis.  He  was  in  con- 
siderable pain  and  had  difficulty 
moving  his  head.  Another  was  pur- 
ported to  be  suffering  from  whip- 
lash injury.  It  is  not  clear  whether 
discomfort  or  lack  of  cooperation 
resulted  in  her  time  being  above  the 
mean.  One  patient  had  limited  edu- 
cation and  experienced  difficulty 
understanding  the  questions.  She 
denied  a history  of  menstrual  peri- 
ods although  she  had  given  birth  to 
six  children.  In  general,  time  for 
completion  appeared  to  be  primarily 
related  to  the  number  of  the  pa- 
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dent’s  complaints  (“yes”  responses), 
and  his  general  level  of  intelligence 
(response  time).'^ 

physician  acceptance  and  time  saved 

Clinic  physicians  using  the  auto- 
mated history  in  conjunction  with 
their  patient  work-up  for  the  first 
time  were  asked  to  complete  ques- 
tionnaires inquiring  about  the  auto- 
mated approach,  Table  2. 

It  is  noted  that  all  of  the  physi- 
cians responding  indicated  that  the 
automated  questionnaire  was  at  least 
of  some  help.  Approximately  80 
percent  of  the  group  indicated  that 
it  saved  time,  estimated  by  most  to 
be  between  10  and  30  minutes  per 
patient.  This  was  most  pronounced 
when  the  printout  was  reviewed 
prior  to  seeing  the  patient  on  the 
first  visit.  One  physician  noted  that 
the  questionnaire  saved  him  an  hour 
and  a half,  by  “revealing  the  wide 
variety  of  her  discomforts.”  Most 
of  the  time  saved  was  with  patients 
suffering  from  single  system  disease 
who  had  otherwise  been  in  good 
health.  With  these  patients,  physi- 
cians have  confirmed  the  negative 
answers  in  the  review  of  systems 


during  the  interview  and  have  re- 
ferred to  the  printout  in  their  write- 
ups. Physicians  have  also  saved  time 
with  patients  having  multi-system 
complaints  by  either  clarifying  or 
modifying  the  symptoms  presented 
in  the  printout  and  then  synthesiz- 
ing the  information  obtained  in  a 
shorter  written  history. 

Most  of  the  group  indicated  that 
the  history  provided  information 
they  might  have  obtained  otherwise, 
but  31  percent  indicated  informa- 
tion was  obtained  that  would  not 
have  been  obtained  otherwise.  Phy- 
sicians expressed  annoyance  with 
false  positive  (over-reported)  symp- 
toms and,  in  some  cases,  annoyance 
with  the  extra  time  required  to  re- 
view the  entire  history.  The  com- 
plete printout  required  the  physician 
spend  time  considering  the  whole 
patient,  and  usually  to  follow  up 
more  than  one  problem,  many  of 
secondary  importance.*®  About 
half  of  the  physicians  indicated  that 
they  would  have  liked  different  in- 
formation from  the  history  profile. 
In  interviews  this  was  even  more  ap- 
parent, with  individual  physicians 
having  interests  in  particular  condi- 
tions they  thought  the  automated 


system  should  have  explored  more 
thoroughly. 

nurse  and  staff  accep  tance  and  time 
required 

It  was  found  that  nurses  needed 
approximately  three  minutes  extra 
time  to  introduce  each  patient  to 
the  history  terminal.  This  was  done 
after  registering  the  patient  and  ob- 
taining weight  and  blood  pressure 
data.  The  initial  attitude  of  the 
nurses  was  mixed,  with  enthusiasm 
about  new  techniques  on  the  one 
hand,  and  resistance  to  impersonali- 
zation  by  computers  on  the  other. 
At  the  end  of  the  evaluation,  nine  of 
the  twelve  clinic  RN’s  and  three  of 
the  five  clinic  LPN’s  were  inter- 
viewed by  two  senior  nursing  stu- 
dents as  part  of  a class  project. 
These  interviews  revealed  that  only 
one  of  the  nurses  was  frankly  nega- 
tive about  the  automated  approach 
and  felt  it  a threat  to  her  role  as  a 
nurse.  The  other  nurses  felt  it  en- 
hanced their  role  in  patient  care  and 
in  providing  data  for  physicians. 
They  were  generally  enthusiastic 
about  its  inclusion  in  the  clinic 
though  it  did  require  extra  time  on 


TABLE  2 

REACTIONS  OF  35  PHYSICIANS  TO 
AUTOMATED  HISTORY  TAKER 


Questions 

Responses 

No. 

% 

1.  Did  it  help  you  when  you 

Yes 

25 

72 

approached  the  history? 

No 

0 

0 

Some 

5 

14 

Not  specified 

5 

14 

2.  Did  it  save  you  any  time? 

Yes 

27 

77 

No 

4 

11 

Probably 

1 

3 

Not  specified 

3 

9 

3.  About  how  much  time  was  saved? 

0 - 10  min. 

4 

11 

10-15  min. 

7 

20 

15-30  min. 

11 

31 

30  - 60  min. 

1 

3 

60  - 90  min. 

1 

3 

Not  specified 

11 

32 

4.  Did  it  provide  information  you 

Yes 

11 

31 

might  not  otherwise  have 

No 

17 

49 

obtained? 

Probably  not 

5 

14 

No  comment 

2 

6 

5.  Would  you  have  liked  more  or 

Yes 

14 

40 

different  information  from 

No 

12 

34 

the  profile? 

No  comment 

9 

26 
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their  part.  This  extra  time  actually 
personalized  the  clinic  visit  and 
brought  the  nurses  closer  to  the  pa- 
tients and  their  problems,  but  it  was 
a burden  when  they  were  quite 
busy.  There  was  frustration  with 
the  occasional  machine  failures,  and 
the  need  to  re-schedule  patients. 
The  nursing  students  conducting 
this  study,  and  the  nurses  inter- 
viewed, agreed  that  educational  pro- 
grams for  nurses  should  include  in- 
troduction to  computer  applications 
and  explanation  of  the  relationship 
of  nurses  to  automated  techniques. 
They  concluded  that  dehumaniza- 
tion by  men  and  machines  does 
occur,  and  that  nurses  should  learn 


to  use  machines  as  tools,  while  con- 
centrating on  their  own  human  role 
with  the  patient.*^ 

validity  and  completeness 

Thirty-four  histories  were  ran- 
domly selected  and  the  charts  re- 
viewed to  compare  final  information 
with  information  obtained  from  the 
screening  history.  In  only  one  of 
the  thirty-four  histories  was  there  a 
significant  omission  in  the  auto- 
mated history.  This  was  in  a patient 
with  carpal  tunnel  syndrome.  It  is 
not  clear  why  an  indication  of  this 
problem  was  not  obtained.  The  com- 
puter consistently  over-interpreted 
cold  hands  as  Raynaud’s  disease. 
In  all  of  the  other  records  the  com- 
puter printout  indicated  the  prob- 
lems recorded  in  the  clinical  charts. 


However,  patients  frequently  objec- 
ted to  lack  of  completeness  in  the 
questions  presented,  and  physicians 
often  noted  a lack  of  diagnostic 
specificity  in  the  printout. 

Physicians  tended  to  feel  that  the 
questionnaire  was  more  thorough 
than  did  the  patients.  Table  3. 

The  tendency  was  for  patients 
to  over-report  symptoms,  i.e.,  to 
provide  false  positive  information. 
This  was  reduced  when  the  nurse 
explained  to  the  patient  the  purpose 
of  a screening  history  and  told  him 
to  indicate  problems  only  if  they 
were  of  significance  worth  discussing 
with  the  physician.  The  histories 
were  found  to  be  especially  helpful 


in  sensitive  areas,  such  as  sexual 
history  and  psychiatric  areas.^H^^ 
The  computer  asks  the  same  basic 
set  of  screening  questions  of  each 
patient,  eliminating  a source  of  error 
in  manual  history-taking.^^  Collen 
et  aP'*  have  shown  that  the  format 
in  which  patients  are  asked  ques- 
tions is  a more  important  factor  in 
the  quality  of  data  collected  than 
the  reliability  of  patient  responses. 
The  information  denied  by  the  pa- 
tient on  the  automated  question- 
naire appeared  to  be  completely  re- 
liable in  this  study.  Positive  inform- 
ation required  validation  and  further 
elaboration  by  physician  interview 
of  the  patient. 

Physicians’  suggestions  for  im- 
proving the  completeness  of  the 
automated  history  included:  1.  A 

more  complete  list  of  laboratory 


procedures  that  might  help  docu- 
ment illnesses;  2.  A list  of  the  more 
common  medications  and  foods  to 
which  the  patient  may  be  sensitive; 
3.  A mental  status  examination. 

Only  occasional  difficulty  was 
experienced  with  patient  compre- 
hension of  the  questionnaire.  Boyle 
has  shown  that  patients  and  physi- 
cians differ  in  their  definitions  of 
about  15  percent  of  common  medi- 
cal terms,  and  others  have  explored 
regional  differences  in  use  of  collo- 
quial terms  and  non-specificity  of 
terminology.^*”^^  Don’t  understand 
options  leading  to  special  explana- 
tory frames  were  a help,  though  we 
have  no  record  of  their  frequency  of 
use.  Erase  and  Go  Back  buttons 
made  it  easy  for  patients  to  re- 
answer questions  if  they  wished, 
and  memory  of  the  initial  responses 
was  automatically  erased  from  disc 
storage.  Since  progression  from 
frame  to  frame  requires  a response 
from  the  patient,  the  resulting  re- 
cords had  no  missing  data.^*>^^ 
Problem-oriented  data  acquisition, 
in  combination  with  on-line  tech- 
niques, such  as  the  Searle-Medidata 
system  described  in  this  paper,  can 
avoid  some  of  the  problems  experi- 
enced with  earlier  approaches  that 
tried  to  branch  patient  question- 
naires as  an  offline  process. 

conclusion 

In  a general  Medical  Clinical  trial, 
the  automated  medical  history  sys- 
tem was  found  to  be  feasible  for 
more  than  90  percent  of  general 
medical  clinic  patients  using  exist- 
ing space  and  personnel.  The  sys- 
tem was  reliable  in  operation  and, 
when  properly  explained,  was  well 
accepted  by  patients  and  staff.  The 
printouts  were  useful  in  obtaining 
and  legibly  recording  general  health- 
screening information,  and  frequent- 
ly saved  substantial  physician  time. 

It  is  easy  to  say  where  the  auto- 
mated history  system  is  least  applic- 
able. Patients  with  low  intelligence, 
reading  problems,  blindness,  acute 
distress  or  severe  motor-neurological 
problems  are  not  suited  for  this 
form  of  interview.  On  the  other 
hand,  if  there  is  a language  barrier 
this  system  may  be  helpful  because 
the  patient  is  less  rushed.  Also,  it 
would  be  possible  to  load  a tray  of 
slides  with  the  questions  in  any 
foreign  language  so  that  the  com- 


TABLE  3 

PROBLEM  AREAS  NOT 
COVERED  (34  Histories) 


Physician 

Response 


No 

Yes 

No 

17 

4 

Patient 

Response 

Yes 

8 

5 

21 


13 


25 
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i 


purer  system  would  act  as  an  “inter- 
preter” since  the  printouts  are  all  in 
English.  The  computer  should  be 
particularly  useful  for  deaf  patients 
and  patients  with  slow  response 
time  to  questions.  Family  members 
can  assist  the  patient. 

Further  experience  with  the  self- 
administered  approach  to  informa- 
tion-gathering should  bring  a new 


definition  of  problem-seeking  and 
problem-solving  in  the  clinician’s 
approach  to  comprehensive  medical 
care,  and  reserve  a more  purely  pro- 
fessional role  for  the  physician. 

University  of  Washington 
School  of  Medicine,  SK-30 
(98195) 
(Dr.  Yarnall) 
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Pacifism  that  Works 

Where  else  can  one  find  such  a hotbed  of  hostility  as  in  a court  of  law?  Each  case  is 
born  of  conflict,  nutured  on  resentment,  and  brought  to  maturity  in  the  grim  certainty 
that  one  side  is  right  and  the  other  side  is  wrong. 

The  individual  litigants,  seeking  their  “day  in  court,”  make  up  a veritable  parade  of 
angry  men.  Here  we  find  the  wrathful  motorist,  the  indignant  neighbor,  the  outraged 
customer,  the  irate  stockholder.  Their  grievances  are  the  kind  that,  in  a tavern  or  on  a 
street  corner,  would  very  likely  explode  into  violence. 

Yet,  violence  is  seldom  seen  in  the  courtroom.  Even  after  the  decision,  when  one  of 
the  parties  has  tasted  defeat,  the  loser  usually  takes  it  with  astonishingly  good  grace.  As 
Eederal  Judge  Henry  J.  Friendly  wrote:  “/  always  feel  pride,  and  some  wonder,  when, 
after  a heated  and  bitter  argument,  a word  passes  from  the  bench  and  quiet  descends.  ” 

What  defuses  the  explosion?  Surely  the  secret  lies  in  the  basic  method  of  the  court- 
room — the  method  of  settling  disputes  by  allowing  each  side  to  be  heard,  with  a neutral 
third  party  deciding  which  one  shall  win. 

To  be  sure,  the  method  has  faults.  Legal  technicalities  slow  it.  Human  frailties  flaw  it. 
Not  every  judge  is  impartial,  not  every  juror  wise.  But  the  method  does  succeed  in  set- 
tling a vast  number  of  potentially  violent  disputes  — peacefully.  “On  the  whole,  ” observed 
Judge  Friendly,  “it  works.  ” 

Pacifism  does  not  deny  that  conflicts  will  inevitably  arise  in  the  ordinary  course  of 
human  affairs.  Pacifism  seeks  only  to  resolve  these  conflicts  without  violence.  The  court- 
room is  demonstrating  daily  that  it  can  be  done. 

Will  Bernard,  It’s  the  Law,  presented  by  the  Washington  State  Bar  Association 
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The  Admission  Process  at  the  University 
of  Washington  School  of  Medicine 

M.  ROY  SCHWARZ,  M.D.,  Seattle,  Washington 


A question  heard  with  increasing 
frequency  in  the  Pacific  Northwest 
is,  “Why  wasn’t  John  Doe  admitted 
to  medical  school?”  This  query  is 
usually  followed  by  a detailed  des- 
cription of  the  candidate’s  superla- 
tive credentials  and  a concluding 
denunciation  of  the  “admissions 
committee”  which  is  playing  God 
with  young  people’s  lives.  The  crit- 
icism laid  at  the  feet  of  the  “two- 
headed  monster”  responsible  for 
candidate  selection  becomes  espe- 
cially severe  if  the  questioner  feels, 
with  good  authority,  that  the  candi- 
date is  “better  than  1 was  when  I 
was  admitted.”  In  short,  many 
have  seriously  asked  whether  the 
admissions  procedure,  as  currently 
employed,  is  rational  and  fair,  or 
whether  many  of  the  myths  about 
admissions  are  indeed  true.*  The 
present  article  will,  therefore,  at- 
tempt to  outline  the  admissions  pro- 
cedure at  the  University  of  Wash- 
ington, making  no  judgment  as  to 
its  rationality  since  this  judgment, 
like  beauty,  lies  in  the  eyes  of  the 
beholder. 

the  dilemma 

The  admissions  committees  of 
the  medical  schools  of  the  United 
States  are  currently  faced  with  a 
frustrating  and  challenging  problem 
which  is  not  to  their  liking  nor  is  it 
of  their  choosing.  While  the  com- 
mittees may  attempt  to  ignore  the 
problem,  its  magnitude  is  so  great 
that  it  creeps  repeatedly  into  the 
decision-making  process  with  monu- 
mental effects.  This  problem  is,  in 
simplest  terms,  an  exploding  appli- 
cant pool  with  numbers  far  exceed- 
ing the  available  positions  in  medical 
schools.  Specifically,  at  a national 
level,  this  pool  increased  73.6  per- 
cent from  1960  to  1970  or  from 
14,397  to  24,987.^’^  For  compar- 
ison, the  number  of  positions  avail- 
able in  medical  schools  increased 
only  32.6  percent  during  the  same 
period  or  from  8,560  to  11,348. 
Hence,  the  percent  acceptance  rate 
dropped  from  59.5  to  46.0.  It  is  not 


surprising  that  the  University  of 
Washington  has  not  escaped  the  ef- 
fects of  this  explosion,  as  evidenced 
by  an  increase  of  applicants  from 
453  in  1960  to  2,309  in  1971.  Al- 
though most  of  these  applicants 
have  applied  to  three  or  four  medi- 
cal schools,  most  place  Washington 
high  on  their  preference  list.  In  the 
same  period,  the  number  of  posi- 
tions at  Washington  increased  from 
75  to  108.  The  result  has  been  that, 
for  each  applicant  accepted  for  the 
class  entering  the  fall  of  1971,  at 
least  one  qualified  student  had  to  be 
excluded  from  the  study  of  medi- 
cine at  Washington  or  some  other 
medical  school. 

Simultaneously  with  the  increase 
in  the  applicant  pool  has  come  the 
realization  that  there  is  a growing 
shortage  of  physicians  in  the  United 
States.  Some  estimates  have  placed 
the  shortage  as  high  as  50,000  physi- 
cians.'* In  the  Pacific  Northwest,  this 
shortage  is  manifested  in  the  phy- 
sician: population  ratios  of  Alaska 
(62:100,000),  Idaho  (89:100,000), 
Montana  (100:100,000)  and  Wash- 
ington (160:100,000).  Moreover,  it 
is  generally  agreed  that  the  need  in 
the  Northwest  is  rural  in  nature  and 
that  the  shortage  is  growing  pro- 
gressively more  acute.  This  shortage 
becomes  doubly  challenging  since 
there  is  evidence  that  students  from 
rural  America  are  more  likely  to  re- 
turn to  rural  areas  to  practice®  and 
that  students  from  predominantly 
rural  states  without  medical  schools 
are  experiencing  greater  difficulty  in 
being  admitted  than  are  their  coun- 
terparts from  the  more  populous 
areas  of  the  country.®  In  the  center 
of  this  dilemma  sits  the  medical 
school  which  feels  the  pressures 
from  both  crises  but  which,  because 
of  funding  limitations,  is  unable  to 
respond  as  it  would  desire.  In  this 
setting,  admissions  procedures  and 
policies  become  of  preeminent  con- 
cern and  importance  to  all  parties 
concerned  including  applicants,  par- 
ents, advisors  and  the  admissions 
committee. 


admissions  committee 

The  admissions  committee  at  the 
University  of  Washington,  as  cur- 
rently structured,  is  divided  into 
three  subcommittees.  Included  are 
two  interviewing  committees  and  a 
screening  committee.  Each  inter- 
viewing committee  is  composed  of  a 
physician  from  private  practice,  a 
basic  science  faculty  member,  a 
member  of  the  full  time  clinical 
faculty,  a student,  and  the  admis- 
sions officer.  Usually,  there  is  an 
additional  faculty  member  from  ei- 
ther the  basic  or  clinical  sciences. 
These  two  committees  interview  the 
candidates  and  make  the  final  deci- 
sions as  to  their  acceptability.  The 
screening  committee  has  the  same 
composition  as  an  interviewing  com- 
mittee, and  serves  the  function  of 
reviewing  the  completed  applica- 
tions and  recommending  interviews 
for  appropriate  candidates.  Mem- 
bers of  the  screening  committee 
serve  as  substitutes  for  members  of 
an  interviewing  committee  when 
necessary. 

admissions  procedure 

At  the  present  time,  the  Uni- 
versity of  Washington  is  using  the 
American  Medical  College  Applica- 
tion Service  (AMCAS)  form  for  ad- 
mission. Roughly  60  schools  cur- 
rently employ  this  form  which  re- 
quests, in  a standard  way,  infor- 
mation relative  to  academic  work, 
extracurricular  activities,  vital  sta- 
tistics, and  honors.  It  also  allows 
the  student  to  make  a short  state- 
ment on  any  subject  he  chooses. 
This  completed  application  is  mailed 
by  the  student  to  the  AMCAS  offi- 
ces in  Washington,  D.C.,  where  it  is 
reproduced  and  sent  to  any  of  the 
60  participating  medical  schools.  In 
this  way,  multiple  applications, 
which  are  time  consuming,  repeti- 
tious and  expensive,  are  avoided. 
For  all  applicants  from  Washington 
and  states  without  medical  schools, 
including  Alaska,  Montana,  Idaho 
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and  Wyoming,  we  request  supple- 
mental information,  not  supplied  on 
the  AMCAS  application.  This  in- 
cludes, among  other  things,  an  auto- 
biography, an  essay  on  a subject  of 
the  applicant’s  choosing,  names  of 
at  least  five  people  who  will  supply 
letters  of  recommendation,  and  a 
list  of  courses  to  be  taken  during 
the  year.  For  some  candidates,  a 
single  letter  is  received  from  a pre- 
medical advising  committee.  For 
others,  individual  letters  are  solici- 
ted by  the  applicant.  They  are 
usually  written  on  a standard  form 
supplied  by  the  University  of  Wash- 
ington. Once  the  above  information 
is  assembled,  the  application  is  com- 
plete. The  screening  committee  then 
evaluates  the  applicants  using  the 
following  major  and  minor  criteria: 

I.  MAJOR  CRITERIA 

A.  Residency 

Since  the  University  of  Wash- 
ington is  a state  supported  insti- 
tution, the  majority  of  candi- 
dates accepted  each  year  are 
residents  of  the  State  of  Wash- 
ington. Second  priority  is  given 
to  residents  of  states  that  parti- 
cipate in  the  Western  Interstate 
Commission  on  Higher  Educa- 
tion (WICHE),  and  do  not  have 
medical  schools. 

B.  Academic  Record 

The  academic  performance  of 
the  candidate  is  evaluated  for 
excellence  in  science  and  in  non- 
science subjects.  In  addition, 
his  yearly  progress  is  scrutinized 
as  are  his  major  areas  of  weak- 
ness and  strength.  No  special 
emphasis  is  placed  upon  the 
candidate's  major  as  long  as  he 
has  completed  the  premedical 
requirements.  In  spite  of  this, 
the  majority  of  applicants  are 
either  chemistry  or  biology- 
zoology  majors,  although  a pro- 
gressively larger  number  of  ap- 
plicants with  majors  in  psychol- 
ogy are  now  being  seen.  All 
candidates  are  required  to  have 
completed  18  quarter  hours  of 
chemistry  and  12  each  of  biol- 
ogy and  physics. 

C.  Letters  of  Recommendation 

If  the  letters  of  recommenda- 
tion are  written  by  individuals 
or  groups  of  individuals  who 
know  the  candidate  well,  and 
the  letters  contain  both  the 


strengths  and  weaknesses  of  the 
candidate,  they  can  be  of  enor- 
mous importance.  This  follows, 
since  such  letters  will  contain 
information  relative  to  the  in- 
tegrity, maturity,  psycho-social 
development,  motivation  and 
understanding  of  medicine  that 
the  candidate  possesses. 

D.  Medical  College  Admissions 
Test  (MCA  Tj 

Of  the  four  divisions  of  this 
test,  only  the  science  score  is  of 
major  importance  in  that  it  cor- 
relates reasonably  well  with  aca- 
demic success  in  medical  school. 

II.  MINOR  CRITERIA 

A.  MCA  T 

The  verbal  ability,  general  in- 
formation, and  quantitative  abil- 
ity sections  are  of  lesser  impor- 
tance than  the  science  score. 
The  quantitative  ability,  how- 
ever, is  considered  more  impor- 
tant than  are  the  other  two 
scores. 

B.  Extracurricular  Involvement 
This  criterion,  which  becomes 

a major  factor  in  selection  of 
many  candidates,  attempts  to 
define  the  breadth  of  a person's 
interest,  his  psycho-social  devel- 
opment, maturity  and  human- 
ness. An  individual's  work  rec- 
ord becomes  an  integral  part  of 
this  evaluation  as  does  his  in- 
volvement in  service  organiza- 
tions. 

C.  Miscellaneous  Vital  Statistics 
Among  these  items  will  be 

found  the  candidate's  age,  which 
becomes  a major  consideration 
after  28-30  years  of  age,  physi- 
cal handicaps,  and  the  ability 
to  communicate  in  writing. 

It  should  be  re-emphasized  that 
the  importance  that  any  of  the 
above  criteria  has  may  vary  between 
candidates  so  that  in  any  given  in- 
stance, a criterion  listed  as  minor 
may  become  major  and  vice  versa. 
In  addition,  there  is  no  standard 
rank  ordering  of  criteria  within  the 
major  or  minor  groups. 

As  a result  of  its  evaluation,  the 
screening  committee  decides  whe- 
ther the  candidate  warrants  an  inter- 
view, and  if  so,  whether  it  should  be 
by  one  member  of  the  committee  or 
by  the  entire  interviewing  commit- 
tee. Alternatively,  they  may  decide 


that  an  interview  is  not  warranted, 
or  that  the  interview  should  be  de- 
ferred until  other  candidates  have 
been  screened. 

Once  a candidate  is  selected  for 
an  interview,  a mutually  agreeable 
time  is  arranged  for  him  to  meet  the 
interviewing  committee.  Usually, 
the  interviews  are  for  30-40  min- 
utes, whether  the  interview  is  con- 
ducted in  a one-to-one  or  a group 
setting.  During  the  interview,  an 
attempt  is  made  to  determine  the 
applicant’s  motivation  toward,  and 
his  understanding  of,  medicine.  In 
addition,  an  attempt  is  made  to  eval- 
uate his  psycho-social  development, 
his  breadth  of  interest  in,  knowledge 
of,  and  involvement  in,  events  out- 
side of  academic  pursuits.  Finally, 
his  understanding  of  human  prob- 
lems and  failings,  and  his  ability  to 
communicate  and  think  logically  are 
assessed.  Other  strengths  and  weak- 
nesses that  may  have  been  suggested 
elsewhere  in  his  application  may  be- 
come additional  items.  Following 
the  interview,  the  committee  decides 
by  majority  vote  whether  or  not  to 
accept  the  candidate  immediately 
or  whether  to  defer  a final  decision 
pending  comparison  with  other  can- 
didates or  the  acquisition  of  more 
information.  In  the  case  of  the  one- 
to-one  interview,  if  the  committee 
member  is  favorably  impressed,  the 
candidate  may  be  referred  to  the 
total  committee  for  a group  inter- 
view. After  the  class  is  filled,  a vary- 
ing number  of  desirable  candidates 
are  designated  as  alternates.  This 
designation  assures  them  of  being 
re-evaluated  each  time  an  opening 
appears  in  the  class. 

time  schedule 

Application  for  medical  school 
can  be  made  in  April  of  the  year 
preceding  the  year  in  which  the 
candidate  wishes  to  begin  medical 
studies.  Once  applications  are  com- 
pleted, or  about  October  1,  the 
screening  committees  begin  their 
evaluation.  Applications  are  accept- 
ed until  December  15,  which  is  usu- 
ally four  to  six  weeks  after  formal 
interviews  have  commenced.  Under 
normal  circumstances,  final  deci- 
sions are  made  by  March  15  of  the 
year  in  which  the  class  will  com- 
mence, although  final  decision  on 
applicants  on  the  alternate  list  may 
be  made  as  late  as  September,  when 
the  class  begins. 
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the  result 

As  a consequence  of  the  efforts 
employed,  truly  outstanding  classes 
have  been  assembled  for  the  Univer- 
sity of  Washington  Medical  School. 
Each  member  of  the  committee  is 
aware,  however,  of  the  large  number 
of  qualified  applicants  who  cannot 
be  admitted  to  medical  school  at  the 
present  time.  Some  of  the  rejected 
candidates,  however,  are  accepted 
for  a later  class  after  additional 
study  and  maturation. 

There  is  also  suggestive  evidence 
that  quality  in  the  pool  of  appli- 
cants to  the  University  of  Washing- 
ton creates  more  intense  competi- 
tion than  is  met  in  the  national  pool, 
since  45  percent  of  the  rejected  can- 
didates from  Washington,  Alaska, 
Montana,  Idaho  and  Wyoming  are 
admitted  to  other  medical  schools.^ 
In  addition,  90-95  percent  of  those 
candidates  who  are  offered  positions 
at  the  University  of  Washington  ac- 
cept the  positions.  This  is  exceed- 


ingly high  when  compared  to  other 
schools. 

Realization  of  the  shortage  of 
physicians,  the  - shortage  of  posi- 
tions in  medical  schools  compared 
to  the  number  of  qualified  appli- 
cants, and  the  inability  of  schools 
to  respond  because  of  limited  finan- 
cial resources,  has  stimulated  a num- 
ber of  responses  from  the  University 
of  Washington  School  of  Medicine. 
The  first  was  a plan  for  expansion 
of  the  physical  plant  to  accommo- 
date 125  students  by  the  fall  of 
1972.  A second  was  a change  in  the 
curriculum,  in  1968,  that  shortened 
the  time  necessary  to  complete 
undergraduate  medical  training,  in- 
troduced greater  degrees  of  flexibil- 
ity of  curricular  choice,  and  allowed 
expansion  of  the  class  by  22  per- 
cent without  additional  space  and 
faculty.  Finally,  the  WAMI  Pro- 
gram of  regionalized  medical  educa- 
tion was  initiated  in  March,  1971. 
This  program,  labeled  by  an  eponym 
for  Washington,  Alaska,  Montana 


and  Idaho,  is  designed  to  increase 
medical  training  opportunities  for 
students  from  all  states  by  capitaliz- 
ing on  faculties  and  facilities  already 
in  existence  in  universities  and  com- 
munities in  the  Pacific  Northwest. 
If  its  goals  are  achieved,  a giant  step 
will  have  been  made  in  meeting  the 
crisis  that  exists  in  the  Pacific  North- 
west. In  so  doing,  a larger  number 
of  the  qualified  applicants  available 
will  be  admitted  and,  consequently, 
the  admissions  eommittee  may  once 
again  be  looked  upon  as  consisting 
of  a group  of  rational  human  beings 
who  are  trying  valiantly  to  make  the 
best  of  a challenging  situation. 

University  of  Washington 
School  of  Medicine,  SD-IO 
(98195) 


Dr.  Schwarz  is  a former  Chairman  of 
the  Committee.  Any  inquiries  should  be 
addressed  to  The  Admissions  Committee. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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Let's 

Get 

Involved 


AUGUSTUS  M.  TANAKA,  M.D. 


At  last,  after  several  months,  1 have  been  able  to 
prepare  another  message  to  the  OMA  membership 
through  the  pages  of  Northwest  Medicine.  It  has  been 
most  difficult  for  me  to  meet  the  press  deadline  since 
1 have  found  it  necessary  to  be  away  from  home  ap- 
proximately forty  percent  of  the  time  to  attend  to  a 
variety  of  OMA-related  activities,  and  with  three  kids 
still  in  high  school  I find  that  I do,  indeed,  have  to 
attend  to  my  practice  also. 

Since  my  last  message  to  the  Association,  1 have 
visited  approximately  seventy-five  percent  of  the 
County  Societies  and  expect  to  call  upon  the  rest  dur- 
ing this  spring.  In  addition,  I have  had  an  approxi- 
mately seven  percent  response  to  my  recent  letter  to 
each  of  the  2,400  members  requesting  comments, 
suggestions  and  criticisms  of  the  Oregon  Medical 
Association. 

As  a result  of  these  contacts,  I have  undertaken 
steps  for  the  Association  to  review  critically  the  pres- 
ent organizational  structures,  its  priorities  and  its 
future  programs. 

As  1 have  traveled  and  listened,  I have  learned  that 
there  is  widespread  feeling  that  the  OMA  is  not  doing 
all  it  should  for  its  individual  members  or  for  the 
people  of  the  state.  However,  I am  left  a little  per- 


plexed as  to  how  the  Association  should  function. 
The  entire  spectrum  of  opinions  by  the  members 
would  make  it  impossible  for  the  Association  to  ac- 
commodate everyone’s  wishes  inasmuch  as  some  hold 
opinions  that  are  diametrically  opposed.  Some  state 
that  OMA  should  scrap  OMPAC,  while  others  feel 
that  it  should  be  strengthened.  There  are  those  who 
feel  that  legislative  matters  are  not  receiving  enough 
attention  by  the  Association  and  there  are  those  who 
state  that  it  is  none  of  the  Association’s  business. 
Many  applaud  the  efforts  of  our  Continuing  Medical 
Education  program,  but  some  object  to  certain  details 
in  the  present  approaches,  while  others  believe  that  it 
represents  an  intrusion  on  the  members’  individual 
prerogatives.  There  are  those  who  feel  that  the  Associ- 
ation should  take  a position  of  leadership  in  regard  to 
policing  the  fee  structure  of  physicians  and  there  are 
those  who  state  that  it  is  not  a proper  matter  for  the 
Association  to  be  concerned  about.  A number  have 
expressed  a desire  for  the  Association  to  tighten  the 
ethics  of  our  profession  and  there  are  those  w’ho  feel 
that  the  Association  is  already  too  deeply  concerned 
about  these  matters  at  the  present  time. 

It  is  obvious  that  the  Association  must  develop  a 
course  which  will  accommodate  the  largest  numbers 
of  members  in  regard  to  each  of  these,  as  well  as  other 
issues,  and  this  can  come  about  only  by  wholehearted 
participation  of  the  entire  membership  if  any  conclu- 
sions are  to  have  validity. 

After  reviewing  the  variety  of  comments  and  com- 
plaints, I feel  that  most  of  these  feelings  stem  basically 
from  a feeling  of  noninvolvement  and  nonrepresenta- 
tion — a feeling  that  the  democratic  process  has  fal- 
tered. In  general,  however,  the  Association  is  struc- 
tured to  provide  maximal  opportunity  for  member- 
ship involvement  short  of  a statewide  “town  hall” 
meeting  involving  all  members,  which  would  probably 
not  be  practical  or  effective. 

To  promote  stronger  representation  and  participa- 
tion by  the  membership,  I make  the  following  sugges- 
tions: First,  it  is  incumbent  upon  members  of  every 
component  society  to  see  to  it  that  they  send  the 
ablest  people  as  delegates  to  the  House  of  Delegates 
and  elect  their  most  responsible  members  as  Trustees 
to  the  association.  Second,  members  should  speak  to 
their  delegates  and  trustees  about  any  matter  which 
concerns  or  upsets  them.  These  people  should  be 
knowledgeable  concerning  the  issues  before  the  Asso- 

continued  on  page  200 
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Helps  control 
the  underlying  problem 
anxiety 


Miltowrf 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem; Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEC  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  ederna, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids^ 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 

absorption  REV.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS 
^Cranbury,N.J.  08512 
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ciation.  In  several  weeks  a preliminary  Delegates’ 
handbook  will  be  mailed  to  them,  as  well  as  to  your 
component  society  president.  These  should  be  dis- 
cussed at  a meeting  of  your  component  society,  and 
this  will  be  your  opportunity  to  instruct  your  repre- 
sentatives. It  will  provide  your  delegate  with  informa- 
tion so  that  he  may  truly  represent  his  constituency. 
Third,  when  the  delegates  and  trustees  return  home, 
each  should  report  to  his  society  the  actions  of  the 
House  of  Delegates  and,  in  the  case  of  the  Trustees, 
the  action  of  the  Board  of  Trustees  at  the  monthly 
meeting.  Fourth,  if  you  are  unhappy  about  any  of  the 
actions,  you  may,  through  appropriate  resolutions 
passed  through  your  county  society’,  seek  to  amend  or 
reverse  the  previous  action. 

Offhand,  1 can  identify  nine  methods  by  which  a 
member  may  be  heard  effectively.  First,  a resolution 
can  be  introduced  at  your  component  society  meet- 
ing and,  if  approved,  it  can  be  passed  on  to  the  OMA 
House  of  Delegates.  Second,  it  is  possible  for  an  indi- 
vidual member  to  have  any  resolution  introduced 
directly  to  the  House  of  Delegates  by  having  his  dele- 
gate or  trustee  sponsor  the  resolution  on  the  member’s 
behalf.  Third,  between  meetings  of  the  House,  a 
member  may  ask  his  trustee  to  bring  his  concerns  to 
the  Board  of  Trustees  or  to  the  Executive  Committee. 
Fourth,  a member  may  express  his  concerns  directly 
to  an  appropriate  existing  committee  of  the  Associa- 
tion for  its  consideration.  Fifth,  any  member  has  the 
right  to  be  present  at  and  testify  before  any  Reference 
Committee  of  the  House  of  Delegates  when  it  is  con- 
sidering matters  properly  introduced  as  the  business 
of  the  House.  A member  does  not  have  to  be  a dele- 


gate to  speak.  Sixth,  any  matter  of  concern  can  be 
taken  up  directly  with  the  Oregon  Medical  Association 
office  either  verbally  or  in  writing,  the  latter  being 
preferred  for  the  sake  of  accuracy.  Seventh,  any 
member  is  encouraged  to  contact  me,  personally, 
either  verbally  or  in  writing  (my  office  phone  number 
in  Ontario  is  889-5341).  Eighth,  if  repeated  actions 
of  the  House  of  Delegates  or  the  Board  of  Trustees  do 
not  appear  to  reflect  grass  roots  opinion  there  is  a 
little-used  mechanism,  the  statewide  referendum,  de- 
tails of  which  are  described  in  the  bylaws  of  the  Asso- 
ciation. Copies  are  available  through  your  delegate  or 
trustee.  Ninth,  when  all  else  fails,  we  have  an  Ombuds- 
man Committee  whose  sole  charge  is  to  hear  from  and 
act  on  behalf  of  any  member  who  feels  he  has  no 
place  to  turn  to  present  his  problem. 

The  democratic  process  of  representation  is  freely 
available  to  all  members.  Failure  to  exercise  these  pre- 
rogatives results  in  loss  of  representation  and  creates  a 
sense  of  frustration  and  noninvolvement. 

Let  us  all  be  good  citizens  in  the  medical  commu- 
nity and  let  us  all  get  together  to  create  a better 
climate  for  medicine  and  to  build  a stronger  nation. 
Let  us  all  be  proud  of  our  collective  achievements 
and  contributions,  and  when  we  find  ourselves  in  the 
minority,  let  us  accept  the  will  of  the  majority  with 
grace,  knowing  that  bad  decisions  can  always  be 
changed. 


Respectfully, 


Casterline  Named  Federation  President 


RAY  CASTERLINE,  M.D. 


Ray  L.  Casterline,  of  Medford,  was  named  President 
of  the  Federation  of  State  Medical  Boards  of  the 
United  States  on  February  3,  during  its  1972  annual 
meeting  in  Chicago. 

Dr.  Casterline,  an  Oregon  resident  for  over  25  years, 
started  his  practice  in  Portland  and  moved  to  Medford 
in  1950.  His  first  involvement  with  the  Board  of  Med- 


ical Examiners  began  with  an  appointment  in  1959  to 
the  Oregon  State  Board.  Since  then  he  has  had  three 
gubernatorial  reappointments  and  has  served  as  Presi- 
dent of  the  Board  for  two  terms. 

His  first  project  for  the  Federation  of  State  Medical 
Boards  involved  membership  on  the  committee  that 
developed  the  Federation  Licensing  Examination 
(FLEX)  concept  in  1964.  He  remains  active  in  the 
FLEX  program  and  has  chaired  the  committee  for  the 
past  two  years.  FLEX,  now  in  its  fifth  year,  was  given 
in  seven  states  in  June  1968,  and  in  December  1971  it 
was  used  to  examine  more  than  4,300  candidates  for 
medical  licensure  in  35  states.  In  June  1972  some  43 
states  and  one  Canadian  province  will  be  using  FLEX. 

For  the  past  three  years.  Dr.  Casterline  has  been 
editor  of  the  Federation  Bulletin,  a monthly  publica- 
tion featuring  scientific  papers  and  news  articles 
related  to  licensure,  discipline  and  similar  subjects. 
He  also  has  written  many  medical  papers  and  serves 
on  the  Editorial  Advisory  Board  of  NORTHWEST 
MEDICINE. 

For  years.  Dr.  Casterline  has  represented  the  Feder- 
ation on  the  National  Board  of  Medical  Examiners, 
the  Philadelphia-based  examining  agency. 

Dr.  Casterline  graduated  from  Northwestern  Uni- 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola' 
products. 


licious  flavor 


cohtdtw:  f>ure 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 
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versity  Medical  School  in  Chicago,  then  served  with 
the  U.S.  Navy  Medical  Corps  during  World  War  II  and 
the  Korean  War.  He  was  discharged  a Lieutenant 
Commander,  Medical  Corps,  USNR. 

Now  a board-certified  internist.  Dr.  Casterline  is 
also  a fellow  of  the  American  College  of  Physicians 
and  holds  membership  in  the  Jackson  County  Medical 
Society,  OMA,  AMA  and  numerous  other  professional 
societies  and  organizations.  His  community  interests 
include  serving  as  an  elder  in  the  Presbyterian  Church 
and  membership  in  the  Medford  Rotary  Club,  of 
which  he  is  a past  director. 

Physicians  Study  EMCRO 

More  than  100  physicians  and  their  wives  gathered 
at  Salishan  Lodge  on  the  Oregon  coast  February  11-1 3 
to  learn  more  about  Experimental  Medical  Care  Re- 
view Organizations  (EMCRO). 

Gerald  Besson,  DHEW  co-chairman  of  the  EMCRO 
steering  committee,  warned  the  physicians  that  the 
alternative  to  EMCROs  and  other  peer  review  mech- 
anisms was  most  likely  review  by  non-medical  organi- 
zations, such  as  insurance  firms. 

“Insurance  companies  are  interested  in  cost  sav- 
ings,” said  Dr.  Besson.  “Their  idea  of  maximum 
quality  is  maximum  profit.” 

The  eight  EMCRO  projects  now  operating  in  the 
U.S.  are  the  offspring  of  the  National  Center  for 
Health  Services  Research  and  Development.  That 
agency  was  charged  with  finding  solutions  to  the 
pressing  public  problems  of  quality,  cost  and  access  to 
medical  care. 

In  turn,  it  established  and  funded  EMCRO  projects 
to  give  physicians  the  opportunity  to  provide  the 
answers.  Dr.  Besson  reported  that  30  more  projects 
will  probably  be  funded  this  July. 

Oregon  physicians  heard  the  experiences  of  two 
operational  EMCROs.  Alan  R.  Nelson,  chairman  of 
the  Utah  Professional  Review  Council,  and  James  J. 
Schubert,  president  of  the  Medical  Care  Foundation 
of  Sacramento,  described  the  methods  they  used  to 
gather  data.  John  W.  Bussman,  president  of  the  Mult- 
nomah Foundation  for  Medical  Care  reported  to  the 
group  plans  that  are  now  underway  in  Multnomah 
County’s  EMCRO  project. 

“Our  EMCRO  project  is  a ‘total’  concept,”  said  Dr. 
Bussman.  It’s  easier  to  review  the  hospitalized  patient, 
but  physician-patient  encounters  are  10  times  as  fre- 
quent as  hospital-patient  encounters. 

“We  will  follow  the  patient  through  the  whole 
process,  starting  with  the  office  call,  going  with  him  to 
the  hospital,  through  extended  care  or  whatever  fol- 
lows, and  back  to  the  office.” 

Drs.  Besson,  Alan,  Schubert  and  Bussman  all  em- 
phasized that  the  aim  of  peer  review  was  educational, 
not  punitive.  “If  we  find  individuals  or  groups  who 
are  not  delivering  optimal  quality  of  care,  we  can 
work  with  them  to  correct  their  deficiencies,  through 
education,”  said  Bussman. 

Dale  Reynolds,  Multnomah  County  Medical  Society 
president,  told  the  conference,  “Peer  review  started 
out  as  a political  promise  and  has  ended  up  as  a pro- 
fessional challenge.  If  we  can  influence  it,  hopefully 
it  will  not  end  up  as  a federally  funded  fiasco.” 


Peer  Review  Proposed 

OMA  has  applied  for  a contract  with  the  Regional 
Medical  Program  to  finance  the  developmental  stage 
of  a statewide  peer  review  program,  with  the  following 
objectives  as  stated  in  the  proposal: 

7.  To  create  a statewide  peer  review  organizational 
structure  to  embrace  the  medical  care  delivered  by 
all  doctors  of  Medicine  and  Osteopathy  in  Oregon, 
whether  the  care  is  rendered  in  a physician's  office, 
hospital,  other  institution  or  HMO. 

2.  To  identify  existing  levels  of  peer  review  in  the 
State. 

3.  To  establish  peer  review  districts  composed  of 
regions  of  the  State  having  common  socio-economic 
and  geographic  relationships. 

4.  To  develop  district  peer  review  procedures  and 
mechanisms  for  claims  review,  utilizing  physician 
consultation. 

5.  To  determine  methods  of  collecting  data  which 
will: 

a.  Reflect  existing  practice  and  delivery  pat- 
terns in  the  State. 

b.  Establish  standards  of  optima!  care. 

c.  Compare  existing  practices  with  established 
standards. 

d.  Reveal  substandard  medical  care. 

e.  Reflect  the  cost  of  medical  care  and  services. 

f.  Uncover  further  educational  needs. 

g.  Identify  physicians  who  over-utilize  or  over- 
charge for  medical  services,  according  to  estab- 
lished standards. 

6.  To  establish  mechanisms  and  procedures  for  the 
second  phase  of  the  project  (the  experimental 
phase)  to  test  the  utilization  and  application  of 
established  procedures  on  a segment  of  the  insured 
population  involving  one  or  more  third-party 
carriers. 

It  is  anticipated  the  development  phase  will  take 
one  year  to  complete. 

Ferguson  Elected 

OMPAC,  at  its  annual  meeting  February  1 1 at  Sali- 
shan, elected  Bill  B.  Ferguson,  Hillsboro  general  prac- 
titioner, as  its  1972-73  Chairman.  Dr.  Ferguson  has 
served  on  the  OMPAC  Board  of  Directors  for  four 
years.  His  wife  Gloria  is  currently  State  Auxiliary 
President. 

Serving  a second  term  as  Vice-Chairman  is  Louis  O. 
Machlan,  Portland.  Gene  Bogaty,  Portland,  was  newly 
elected  as  OMPAC’s  Secretary-Treasurer,  and  Clinton 
S.  McGill,  Portland,  was  re-elected  Director  of  Educa- 
tion. 

OMA  Malpractice  Prevention  Program 

A brochure  on  malpractice  prevention  is  being 
developed  by  the  OMA  Professional  Consultation 
Committee  and  will  be  published  and  distributed  to 
OMA  member  physicians  early  this  spring. 

The  brochure  will  include  a checklist  of  legal  re- 
quirements against  which  a physician  can  compare  his 


202 

Northwest  Medicine,  March  1972 


I 


h 


e 


TepanirTen-ta 

■ (continuous  release  form) 

(diethylpropion  hydrochloride^N.R) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
I support  for  the  weight  control  program  you  recommend. 

' TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
: less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
I tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
^ this  drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  abuse. 

: Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  coufion  in 
< potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
•n  relofively  low  Incidence.  As  is  characteristic  of  sympathomimetic  ogents,  it  may 
occosionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  onxiety, 
ond  iiiieriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
I voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordial  pain. 


orrhythmio,  polpitotion.  ond  Increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolofed  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostroinfestino/  effects  such  os  diarrhea, 
constipotion,  nausea,  vomiting,  and  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  ogranulocytosis,  and  leukopenio.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  toblef 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  cn  odditionol  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  i-332s  (2876) 

Z'  X MERRELL- NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson -Merrell  Inc. 

V ^ Cincinnati.  Ohio  45215 


un\^lcome  bedfellow 
for  any  patient- 


including  those  with  arthritis, 
diabetes  or  PVD 


Painful 
night  leg 
cramps... 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information — Composition:  Eoch  white,  beveled,  compressed  foblet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  ond  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  ossocioted  with  arthritis,  diabetes,  voricose  veins,  thrombophlebitis, 
arteriosclerosis  and  stotic  foot  deformities.  Contraindications:  Quinomm  is  con- 
troindicoted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  moy  produce  intestinol  cromps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  os  tinnitus,  dizziness,  and  gos- 
trointestinol  disturbonce.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rosh, 
or  visuol  disturbances  occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  following  the  evening  meol  ond  one  toblet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  t-ssosoosoi 


^Merrell^ 


Division  of  Richordson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


Trodemork;  Quinomm 


GHiinamm 

^^(quinif>e  suHote  260  mq.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 
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practice;  steps  to  take  when  he  suspects  a possible 
malpractice  claim;  common  situations  that  could  lead 
to  a malpractice  claim,  and  other  material  relating  to 
a physician’s  legal  requirements  in  the  practice  of 
medicine. 

The  brochure  is  being  prepared  as  a part  of  the 
Committee’s  Malpractice  Prevention  Education  Pro- 
gram, in  cooperation  with  CNA  Insurance,  the  carrier 
of  the  OMA-sponsored  professional  liability  insurance 
plan. 

The  Committee  has  also  put  together  a direct  pre- 
sentation on  malpractice  prevention,  available  to  inter- 
ested county  medical  societies,  which  consists  of  a 
traveling  team:  a physician  member  of  the  Profession- 
al Consultation  Committee,  an  insurance  adjuster  or 
agent,  and  an  attorney.  Any  component  society  wish- 
ing to  schedule  the  program  at  a meeting  may  make 
arrangements  through  OMA.  The  group  made  its  first 
appearance  at  a meeting  of  the  Jackson  County  Medi- 
cal Society  in  Medford  in  February. 


Physicians  Needed 

Two  Oregon  areas  have  applied  to  the  National 
Health  Service  Corps  for  physicians  to  alleviate  critical 
medical  shortages.  The  National  Health  Service  re- 
cruits young  physicians  and  assigns  them  to  shortage 
areas  for  two-year  periods  on  a salary  basis. 

Curry  County,  on  the  Southern  Oregon  coast,  in- 
cludes Port  Orford,  Gold  Beach  and  Brookings.  There 
are  five  physicians  in  the  area  to  serve  13,000  resi- 
dents, resulting  in  a physician/patient  ratio  of  1:2601. 

In  North  Central  Oregon,  Gilliam,  Wheeler  and 
Morrow  Counties  have  a total  population  of  6,624, 
with  only  three  physicians  to  cover  an  area  of  5,000 
square  miles. 

Delegates  to  Meet 

Plans  are  underway  for  the  1972  midyear  meeting 
of  the  OMA  House  of  Delegates  to  be  held  at  the 
Country  Squire  in  Eugene,  April  12-14. 


Multnomah  Hospital  Administrator  Dies 


JARVIS  GOULD,  M.D. 


DR.  JARVIS  GOULD,  long-time  administrator  of  Mult- 
nomah Hospital,  died  Sunday,  February  13,  1972,  of 
a heart  attack  at  his  Lake  Oswego,  Oregon  home.  He 
had  suffered  another  severe  attack  ten  years  previously. 

Dr.  Gould  also  served  as  associate  administrator  and 
associate  medical  director  at  the  University  of  Oregon 
Medical  School  Hospitals  and  Clinics  at  the  time  of 
death,  and,  in  addition,  held  a full  professorship. 

Dr.  Gould  was  born  March  23,  1915,  and  graduated 
from  the  University  of  Oregon  in  1939.  He  received 
his  doctorate  in  medicine  in  1941  and  served  his  in- 
ternship and  residency  in  the  University  of  Oregon 
Medical  School's  hospitals  and  clinics. 

Dr.  Gould’s  stint  with  the  U.S.  Army  Medical 
Corps  in  World  War  II  won  him  a number  of  medals, 
including  a citation  from  the  French  government  for 
his  service  throughout  Europe. 

He  was  assistant  chief  of  medicine  at  the  Veterans’ 


Administration  Hospital  in  Portland  when  he  received 
an  appointment  to  the  UOMS  faculty  in  1948  as  a 
clinical  instructor  in  medicine.  In  1951,  he  became  an 
assistant  professor  of  medicine  and  assistant  medical 
director  and  assistant  administrator  of  the  school’s 
hospitals.  In  1955,  Dr.  Gould  became  administrator 
of  Multnomah  Hospital  and  served  as  an  associate 
professor  of  medicine  and  assistant  medical  director 
of  hospitals  and  clinics  before  being  named  to  the 
present  administrative  post  at  the  Medical  School  in 
1970. 

Survivors  include  his  wife,  A.  Dixon  Gould;  a son, 
Robert,  of  Portland;  a daughter,  Karen,  of  Dorset, 
England,  and  a brother,  Phillip,  of  Bend. 

The  family  suggests  that  remembrances  be  contri- 
butions to  the  Laurence  Selling  Chair  of  Medicine 
Eoundation,  in  care  of  the  University  of  Oregon 
Medical  School. 

more  Oregon  news  on  page  210 
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Ta  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid* 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED  | , 

THYROID  STATUS  IS  : 
SO  SMOOTH  FOR  THE  ’ 
SYNTHROID  PATIENT. 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Glfpose 
ti[e  Stnootii 

...to  tffyroid  replacemei\t  tt^rapy' 


TOLL 

AHFAn 


MERGING 

TRAFFIC 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3  ? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  L.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
i>ne  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID"* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE- COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  1.  »■  a.  «.  s 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content.”# 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  Crystalline  T4  is  used.  Purity  is  verified 

by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"Ts  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.’’# 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.’’’’ 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine."# 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature. >'■ 
11.  IS.  14, 15, 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels.”'* 

1.  Mangieri,  C.  N.  and  Lund.  M.  H.:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogentc  assay  in 
rats.  J.  Clin.  Endocrinol.  Metab.,  30:102-4.  1970. 

2.  Lavietes,  P.  H.  and  Epstein.  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man.  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ—1—  IM  2/71. 

4.  Abelson,  D.  M,:  Hypothyroidism,  Med.  Sci,,  10:442-8.  1961. 

5.  McGregor,  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32,  1961. 

6.  Hart,  F.  D.  and  Maclagen.  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema,  Brit.  Med.  J.,  7:512-8,  1950. 

7.  Goodman,  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed,  p.  1479,  New  York:  Macmillan,  1970. 

8.  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  6th  ed,  p.  456. 
Philadelphia:  Blakiston,  1970 


9,  Braverman,  L,  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine. 

New  Eng.  J.  Med.,  270:439-42,  1964. 

10.  Green,  W.  L.:  Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

N.  Amer.,  52:432-50,  1968. 

11.  Dowling,  J.  T.:  Hypothyroidism  in  Current  Therapy,  Conn.  H.  F.,  ed. 
pp.  345-7,  Philadelphia:  Saunders,  1964. 

12.  Dunn.  J.  T.:  Excessive  dose  of  thyroid  medication  in  hypothyroidism, 

J.  Am.  Med.  Assn.,  276:152,  1971. 

13.  Runyan,  J.  W.:  Hypothyroidism  and  myxedema.  J.  Tenn.  State  Med. 
Assn..  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise. 

15.  Catz,  B.:  Ginsburg,  E.  and  Salenger,  S.:  Clinically  inactive  thyroid 
U.S.P.:  a preliminary  report.  New  Eng.  J.  Med.,  266:136-7,  1962. 

16.  Bartuska,  D.  G.,et  al.:  Desiccated  thyroid  U.S.P.  or  sodium  l-thyroxine?, 
J.  Amer.  Med.  Women's  Assn.,  27:137-9,  1966, 


See  next  pages  for  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman^. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALER; 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occui 
are  related  to  excessive  dosage^ 
Caution  should  be  exercised  in 
administering  the  drug  to  patient 
with  cardiovascular  disease.  Re? 
the  accompanying  prescribing 
information  for  additional  data  c 
write  Flint  Laboratories. 


Glipose 
tije  Soiootii 

„.to  tffyroid  replacement  tliprapy" 


FREE  TAB-MINDER  medica- 
dispensers— color-coded  in  4 
age  strengths— get  patients 
a good  start  and  encourage 
ular  habit  patterns.  Contain 
4-weeks’  supply  of  SYNTHR  D I 
and  are  reusable  for  maintemf 
dosage.  [J  y 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  Ta 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  Ta-T4 

Desiccated 
(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  Ta 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  V4  gr. 

Va  gr. 

0.025  mg. 

N.A. 

1/2 

1/2 

unscored  V2  gr. 

V2  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

IV2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  w/ithout  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions;  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


♦Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

♦♦Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

♦♦Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Synthroid 

(sodium  levothpxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 

r OFFER: 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 

Address 

City 

State 

Zip 

I 
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Physicians  Succumb 


DR.  JOSEPH  BEEMEN,  60,  of  Tucson,  Arizona,  former 
director  of  the  Oregon  State  Police  Crime  Laboratory 
at  the  University  of  Oregon  Medical  School,  died  Nov- 
ember 21 , 1971.  He  was  a forensic  pathologist,  an  ex- 
pert on  poison  detection,  and  was  active  in  scientific 
investigations  of  more  than  3,500  criminal  cases  in 
Oregon.  He  was  born  in  Portland,  and  was  a 1937 
graduate  of  the  University  of  Oregon  Medical  School. 
He  practiced  in  Boise  for  a time,  and  then  in  Tucson, 
where  he  was  in  private  practice  and  also  worked  as  a 
pathologist  for  the  Veterans  Administration.  He  re- 
tired in  1969  because  of  ill  health  following  a stroke. 


DR.  DUNCAN  R.  NEILSON,  60,  o/  Milwaukie,  Oregon, 
died  December  7,  1971,  of  an  acute  myocardial  infarc- 
tion. He  suffered  from  severe  coronary  atherosclero- 
sis. An  obstetrician  and  gynecologist,  he  was  the 
organizer  and  chief  of  staff  of  the  medical  program  at 
the  Salvation  Army’s  White  Shield  Home  in  Portland, 
where  he  had  served  since  1951.  He  was  also  associate 
clinical  professor  of  obstetrics  and  gynecology  at  the 
University  of  Oregon  Medical  School.  He  was  born  in 
Wyoming,  and  graduated  from  the  University  of  Ore- 
gon Medical  School  in  1939.  Dr.  Neilson  worked  in 
partnership  with  his  twin  brother.  Dr.  Ronald  Neilson, 
until  the  latter  died  ten  years  ago. 


Congressional  Contacts  Listed 


The  OMA  has  been  receiving  numerous  calls  from 
members  wanting  to  contact  Oregon  senators  and 
representatives  and  their  staff  personnel.  Following 
is  a list  of  names  and  numbers: 


I 


MARK  O.  HATFIELD,  Senafo/- 

Samuel  Mallicoat,  Administrative  Assistant 
Walter  H.  Evans  and  Frank  Cook,  Legislative 
Assistants. 

Marilyn  Scapanski,  Administrative  Secretary. 
Leolyn  Barnett,  Appointment  Secretary. 

Wes  Michaelsen,  Executive  Assistant. 

Oregon  office  — John  Oberdorf,  Standard  Insurance 
Building,  475  Cottage  Street  N.E.,  Salem  97301 
(585-1793  Ext.  228). 

BOB  PACKWOOD,  Senator 

William  Mayer,  Administrative  Assistant 
Millie  Cummack,  Executive  Secretary 
Lamar  Crosby,  Executive  and  Press  Assistant 
Cathy  C.  Wagner,  Personal  Secretary 
Oregon  office  — Marilyn  Greer,  Rm.  700  — 1002 
N.E.  Holladay,  Portland  97232  (233-4471). 
WENDELL  WYATT,  Representative,  First  District 
Stanley  Kemp,  Administrative  Assistant 
Louise  Carlson,  Executive  Secretary 
Don  Jepsen,  Press  Assistant 
Oregon  office  — Charles  Hoyt,  985  42nd  Street, 
Milwaukie  97222  (654-8408). 


AL  ULLMAN,  Representative,  Second  District 
Loren  Cox,  Administrative  Assistant 
Jim  Conmey,  Legislative  Assistant 
Audrey  U\ar\oe\,  Appointment  Secretary 
Oregon  office  — Adelene  Chavez,  Post  Office  Bldg. 
(PO  Box  247)  Salem  97308  (585-1793  Ext.  220). 


EDITH  GREEN,  Representative,  Third  District 
Paul  Vanture,  Legislative  Assistant 
Joe  Ballard,  Legislative  Assistant 
Sue  E\ack,  Appointment  Secretary 
Oregon  office  — Stan  Swan,  345  U.S.  Court  House, 
Portland  97205  (221-2123). 


JOHN  DELLENBACK,  Representative,  Fourth 
District 

Fred  Hansen,  Administrative  Secretary 
Nancy  Heim,  Legislative  Assistant  for  Education 
and  Labor 

Ed  Jacobson,  Press  Aide 

Oregon  office  — Donald  Powell,  163  E.  12th  Ave., 
Eugene  97401  (342-5141  Ext.  475). 
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J^L TENDER 
E C AND  PRIVATE 


WASH! 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Companyi 
Syracuse,  New  York  13201 


i 


i 


I 

I 


problems 
makinp  her 
a fixture 
in  your  office? 


‘MilpatK  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/ pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension 


For  most  patients: 

‘Milpath’-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  ^ mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

‘MilpatK-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride^  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Useful  as  adjunctive  therapy  in  peptic  ulcer  and  in  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis, 
and  functional  gastrointestinal  disorders),  especially  when  accompanied 
by  anxiety  or  tension, 

CONTRAINDICATIONS;  Tridihexethyl  chloride:  Previous  allergic  or 
idiosyncratic  reactions  to  tridihexethyl  chloride  or  related  compounds; 
urinary  bladder-neck  obstructions  (e.g.,  prostatic  obstructions  due  to 
hypertrophy);  pyloric  obstructions  because  of  reduced  motility  and  tonus; 
organic  cardiospasm  (megaesophagus);  glaucoma;  possibly  in  stenosing 
gastric  or  duodenal  ulcers  with  significant  gastric  retention.  Mepro- 
bamate: Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reac- 
tions to  meprobamate  or  related  compounds  such  as  carisoprodol,  mebu- 
tamate,  tybamate,  carbromal. 

WARNINGS;  Meprobamate;  Drug  Dependence:  Physical  and  psy- 
chological dependence  and  abuse  have  occurred.  Chronic  intoxication, 
from  prolonged  use  and  usually  greater  than  recommended  doses, 
leads  to  ataxia,  slurred  speech,  vertigo.  Carefully  supervise  dose  and 
amounts  prescribed,  and  avoid  prolonged  use,  especially  in  alcoholics 
and  addiction-prone  persons.  Sudden  withdrawal  after  prolonged  and 
excessive  use  may  precipitate  recurrence  of  pre-existing  symptoms 
(e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal  reactions  (e.g.,  vomiting, 
atoia,  tremors,  muscle  twitching,  confusional  states,  hallucinosis:  rarely 
convulsive  seizures,  more  likely  in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders).  Therefore,  reduce  dosage  grad- 
ually (1-2  weeks)  or  substitute  a short-acting  barbiturate,  then  gradually 
withdraw.  Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or  operat- 
ing machinery.  Additive  Effects:  Possible  additive  effects  between  mepro- 
bamate. alcohol,  and  other  CNS  depressants  or  psychotropic  drugs. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  potential 
benefits  against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the  maximum 
recommended  human  dose  show  reduction  in  litter  size  due  to  resorp- 
tion. Meprobamate  appears  in  umbilical  cord  blood  at  or  near  maternal 
plasma  levels,  and  in  breast  milk  at  levels  2-4  times  that  of  maternal  plasma. 
PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid  over- 
sedation, use  lowest  effective  dose,  particularly  in  elderly  and/or  debili- 
tated patients.  Consider  possibility  of  suicide  attempts;  dispense  least 
amount  of  drug  feasible  at  any  one  time.  To  avoid  excess  accumulation, 
use  caution  in  patients  with  compromised  liver  or  kidney  function.  Mepro- 
bamate may  precipitate  seizures  in  epileptics. 

ADVERSE  REACTIONS;  Following  reactions  to  components  may 
occur  with  'Milpath'  (meprobamate  + tridihexethyl  chlonde).  Tridihex- 
ethyl chloride;  Severe  effects  rare  at  recommended  dosage.  Anti- 


cholinergic effects:  dry  mouth  (fairly  frequent  at  oral  doses  of  100  mg), 
constipation  or  "bloated"  feeling.  Possible:  tachycardia,  bradycardia, 
dilated  pupils,  increased  ocular  tension,  weakness,  nausea,  vomiting, 
headache,  drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System:  Drowsiness,  ataxia,  dizziness,  slurred 
speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation,  paradoxical  excitement,  fast 
EEC  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Cardiovas- 
cular: Palpitations,  tachycardia,  various  forms  of  arrhythmia,  transient 
ECG  changes,  syncope:  also  hypotensive  crises  (including  one  fatal 
case).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
itchy,  urticarial,  or  eiyhematous  maculopapular  rash  (generalized  or 
confined  to  groin).  Others;  leukopenia,  acute  nonthrombocytopenic  pur- 
pura, petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenop- 
athy, fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meprobamate/ mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
neurotic edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
multiforme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
syndrome,  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
prednisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
epinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
tologic: Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 
relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One 'Milpath’-400  (meprobamate  400  mg 
-F  tridihexethyl  chloride  25  mg)  tablet  three  times  a day  at  mealtimes 
and  2 at  bedtime.  For  greater  anticholinergic  effect,  2 'Milpath'-200  (me- 
probamate 200  mg  -F  tridihexethyl  chloride  25  mg)  three  times  a day  at 
mealtimes  and  2 at  bedtime.  Meprobamate  dose  should  not  exceed 
2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  No  cases  reported  with  'Milpath'  (meprobamate  + tri- 
dihexethyl chloride);  information  on  components  follows.  Tridihexethyl 
chloride:  Acute  overdosage  can  produce  dry  mouth,  difficulty  swal- 
lowing, marked  thirst;  blurred  vision,  photophobia;  flushed,  hot,  dry  skin, 
rash;  hyperthermia;  palpitations,  tachycardia  with  weak  pulse,  elevated 
blood  pressure;  urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention;  restlessness,  confusion,  delirium  and  other  signs  suggesting 
acute  organic  psychosis.  Empty  stomach  after  administration  of  Uni- 
versal Antidote  and  treat  symptomatically  as  indicated.  Meprobamate: 
Suicidal  attempts  with  meprobamate,  alone  or  with  alcohol  or  other  CNS 
depressants  or  psychotropic  drugs,  have  produced  drowsiness,  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Meprobamate  is 
metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis 
have  been  used  successfully.  Carefully  monitor  urinary  output;  avoid 
overhydration;  observe  for  possible  relapse  due  to  incomplete  gastric 
emptying  and  delayed  absorption. 


REV  8/71  (a) 

WALLACE  PHARMACEUTICALS,  Cranbury,  N.J.  08512 


Relaxes  smooth  muscle  and  ps/che/ Milpath* 

(meprobamate+tridihexethyl  chloride) 


WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 
PRESIDENT 

Peter  T.  Brooks,  M.D.,  Walla  Walla 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


Abstracts  Needed  Now  for  Scientific  Program 

Physicians  planning  to  submit  abstracts  of  scientific 
papers  for  possible  presentation  at  WSMA  Annual 
Meeting  should  mail  them  to  the  Washington  State 
Medical  Association  no  later  than  April  15,  1972. 
The  Scientific  Program  Committee  is  considering  sev- 
eral subject  areas,  including  hyperalimentation;  the 
economics  of  medicine  and  its  relationship  to  the 
quality  of  care;  a multi-specialty  approach  to  the  treat- 
ment of  shock;  improving  care  in  the  hospital  emer- 
gency room;  and  new  advances  in  the  treatment  of 
hepatitis. 

The  abstract  of  two  or  three  paragraphs  with  title 
usually  is  sufficient  to  allow  the  Program  Committee 
to  determine  whether  the  paper  can  be  used  in  the 
programs  being  developed.  Abstracts  are  not  limited 
to  the  subject  matter  currently  being  considered  by 


the  Program  Committee  as  other  programs  will  be 
presented  if  sufficient  material  is  available.  Abstracts 
should  be  sent  as  soon  as  possible  to  Joseph  W.  Esch- 
bach,  M.D.,  Chairman,  WSMA  Scientific  Program  Com- 
mittee, 444  N.E.  Ravenna  Boulevard,  Seattle,  Wash- 
ington 98115. 


Scientific  Exhibit  Applications  Available 

Physicians  with  scientific  exhibits  they  would  like 
considered  for  showing  at  the  1972  WSMA  Annual 
Meeting,  September  17-20,  may  obtain  applications 
for  exhibit  space  by  writing  Donald  M.  Roser,  M.D., 
Chairman,  WSMA  Scientific  Exhibits  Committee  at 
the  Association  office  in  Seattle.  The  deadline  for  the 
receipt  of  completed  scientific  exhibit  applications  is 
April  15. 


Authorities  to  Speak  at  Spokane 
Surgical  Society  Meeting 


VICTOR  RICHARDS,  M.D. 


RUBIN  FLOCKS,  M.D. 


Physicians  of  the  Pacific  Northwest  are  invited  to 
attend  the  annual  meeting  of  the  Spokane  Surgical 
Society  April  1,  1972,  at  the  Davenport  Hotel, 
Spokane.  Internationally  recognized  authorities  in 
the  fields  of  urology,  surgery  and  colonoscopy  will 


join  with  members  of  the  Society  in  presenting  a pro- 
gram on  “What’s  New!” 

Rubin  Flocks,  head  of  the  Department  of  Urology 
at  the  University  of  Iowa  will  discuss  unusual  aspects 
of  prostatic  carcinoma  and  of  urinary  incontinence. 

continued  on  page  216 
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FROM  A TO  Z 


SCHERER  is  the  house  that  has  it... here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 

85005.  Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  * 1378  Longfellow  Avenue 
95926  .Telephone;  (916)  342-5612 

LOS  ANGELES  . 291  Coral  Circle 
El  Segundo,  California  . 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  . 95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Unda  Vista  Road 
921 10 ‘Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif. . 94080 
Telephone:  (415)  871-9543 

COLORADO 

COLORAM)  SPRINGS  ‘ 3626  N.  El  Paso 
a)907 ‘Telephone:  (303)  471-7370 

DOiVER  • 3865  South  Jason  Street 
Englewood,  Colorado . 80211 
Telephone;  (303)  255-1491 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  . 07066 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND . 5714  N.E.  Hassalo  St. 
97213* Telephone:  (5p3)  282-2295 

TEXAS 

HOUSTON  . 115  Hyde  Park  Blvd. 

770)1  .Telephone:  (713)  526-2011 

SAN  ANTONIO  > 138  W.  Rhapsody 
78216* Telephone;  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  * P.O.  Box  2396 
841 10 ‘Telephone:  (801)  487-1381 

WASHINGTON 
SEATTLE  ‘ P.O.  Box  88884 
Tukwila,  Washington  * 98188 
Telephone;  (206)  2424850 


NORTHWEST 

PORTLAND  • 5714  N.E. 
Hassalo  St.  • 97213 

(503)  282-2295 

SEAHLE  • P.O.  Box  88884 
Tukwila,  Washington  • 98188 

(206)  242-4850 


Scherer  Company 

MEDICAL  AND  SCIENTIFIC  SUPPLIES 


A BERGEN  BRUNSWIG  COMPANY 


continued  from  page  21 4 

A member  of  numerous  societies,  he  is  immediate 
past-president  of  the  American  Society  of  University 
Urologists. 

Victor  Richards  is  Professor  of  Surgery  both  at 
California  and  Stanford.  A prolific  author,  he  keeps 
up  with  advances  in  surgical  and  cancer  research, 
while  maintaining  a busy  private  practice  of  surgery. 
He  will  talk  on  newer  concepts  in  gastroesophageal 
reflux  (hiatus  hernia),  cancer  immunology  and  the 
treatment  and  monitoring  of  shock. 

Dr.  Hiromi  Shinya,  of  Beth  Israel  Hospital  and 
Mount  Sinai  School  of  Medicine,  New  York,  is  a Jap- 
anese-trained surgeon  whose  practice  is  now  virtually 
limited  to  colonoscopy  and  duodenogastroesophag- 
oscopy.  Within  the  past  year  he  has  given  illustrated 
talks  of  his  techniques  before  professional  societies 
throughout  the  world.  The  day  prior  to  the  annual 
meeting  he  will  hold  informal  demonstration  clinics  in 
Spokane  hospitals.  On  Saturday,  April  1st,  he  will 
show  some  unusual  movies. 

There  will  be  no  registration  fee.  Those  attending 
may  receive  seven  hours  of  AAFP  credit. 

Registration  will  begin  at  7 a.m.  in  the  mezzanine 
lobby  of  the  hotel,  and  a complimentary  buffet  break- 
fast is  to  be  served  at  7: 30.  The  program  will  begin  at 
8:10  a.m.,  with  a welcome  from  Robert  E.  Jensen, 
president  of  the  society. 

The  rest  of  the  day’s  program  follows: 

8:15  Panel  Discussion 

Gastroesophageal  Reflux 
Moderator:  Carl  Schlicke,  M.D. 

Panelists:  Victor  Richards,  M.D.,  Hiromi 
Shinyu,  M.D.,  John  Sonneland,  M.D.,  and 
James  Bonvallet,  M.D. 

9 : 30  Carcinoma  of  Prosta  te 
Rubin  Flocks,  M.D. 

10:10  Carcinoma  of  Kidney 

Alfred  E.  Dodson,  M.D. 

10:25  Photocoagulation  in  Diabetic  Retinopathy 
Ott  Jones,  M.D. 

10:45  Colonoscopy 

Hiromi  Shinya,  M.D. 

11:25  Laparoscopy 

Ray  Decker,  M.D. 

11:45  Surgery  for  Acute  Coronary  Occlusion 
George  Duvoisin,  M.D. 

12:05  Wha  t's  New  in  Neurosurgery 
Patrick  Lynch,  M.D. 

12:20  Luncheon 

Incontinence 

Rubin  Flocks,  M.D. 

1 : 30  The  Immunology  of  Cancer  — Changing 
Concepts 

Victor  Richards,  M.D. 

2:10  Surgical  Techniques  of  Vocal  Rehabilitation 
Following  Laryngectomy 
Dan  W.  Habel,  M.D. 

2:25  Total  Hip  Joint  Replacement  Arthroplasty 
with  Methyl  methacrylate 
William  Grainger,  M.D. 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

* trademark  JA72-1959-6 


Upjohifs  low-priced 
penicillin\^ 


100  r 

Uticillin  VK 

'K»ut  w«R» 

'^oJajsium  Phenoxifne*”’ 
•^enicitlin  Tablets.  U.S  r ’ 


Upjohn 


250  mg. 

(^,000  Units) 

Federal  law  -j 

without  1 


•4 


\ 


Upjohn  has  been  able  ' 

to  reduce  the  price  of  ' — ^ 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quality  you  expect  from  an  Upjohn  product. 


UtidlliriVK 


(potassium  phenoxymethyl  penicillin, 
US.E, Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 
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2:45  What's  New  in  Shock 

Victor  Richards,  M.D. 

3:25  Feta!  Monitoring 

Alfred  Derby,  M.D. 

3:40  Angiographic  Treatment  of  Gl  Bleeding  with 
Vasoconstrictors 

Edmund  E.  Lewis,  M.D. 


4:00  The  Role  of  the  Orthopedic  Hospital  in  the 

Shriner's  Burn  Program 
David  Sullivan,  M.D. 

8:30  Social  Hour 

9:30  Banquet 

Principles  of  Mountain  Survival  and  Acclima- 
tization to  High  Altitude 
James  States,  M.D. 


Publisher  to  Discuss  Peer  Review 


FRANCIS  A.  DAVIS,  M.D. 


Francis  A.  Davis,  publisher  of  Private  Practice,  will 
speak  on  “Peer  Review,  Penalties  and  Patients”  at  a 
dinner  meeting  April  10,  sponsored  by  the  King 


County  Chapter  of  the  Association  of  American  Phy- 
sicians and  Surgeons. 

Dr.  Davis,  who  has  been  in  general  practice  in 
Shawnee,  Oklahoma,  for  21  years,  was  organizer  and 
first  president  of  the  Oklahoma  Medical  Political  Ac- 
tion Committee,  president  and  member  of  the  State 
Board  of  Medical  Examiners,  and  organizer  and  first 
editor  of  Private  Practice,  the  journal  of  the  Congress 
of  County  Medical  Societies.  The  journal  is  intended 
to  aid  physicians  who  are  concerned  with  maintaining 
the  traditional  private  practice  in  the  face  of  “more 
and  more  restrictions,  regulations,  guidelines,  and  re- 
quired procedures,”  as  set  forth  in  the  statement  of 
editorial  goals. 

The  meeting,  to  be  held  at  the  Hilton  Hotel  in 
Seattle,  is  open  to  any  interested  persons.  Reserva- 
tions may  be  made  by  calling  Clayton  Noonan,  mem- 
bership chairman.  Information  may  also  be  obtained 
from  William  D.  Bacon,  president,  or  Louis  Sarro, 
secretary-treasurer  of  the  King  County  Chapter.  Cock- 
tails will  be  served  at  6 p.m.  and  the  dinner  is  sched- 
uled to  begin  promptly  at  7 p.m. 


Sports  Medicine  Clinic  Set 


More  than  300  physicians,  coaches  and  trainers  are 
expected  to  attend  the  one-day  regional  Sports  Medi- 
cine Clinic  at  the  Rivershore  Motor  Inn,  Richland,  on 
March  25.  The  clinic  is  sponsored  by  the  Washington 
State  Medical  Association,  the  Washington  Interschol- 
astic Activities  Association  and  the  Benton-Franklin 
County  Medical  Society. 


Richard  Pettee,  of  Richland,  is  clinic  chairman  and 
will  moderate  the  morning  program.  Harry  H.  Kretz- 
ler,  Seattle,  will  be  afternoon  moderator.  Topics  for 
discussion  include:  Diet  and  Drugs;  Weight  Problems 
in  Sports;  Common  Injuries  in  Sports;  Meeting  an 
Emergency;  and  Exercise  and  Conditioning. 


Early  Day  Physician  Dies 


DR.  GEORGE  WILLIAM  BEACH,  104,  of  Port  Townsend, 
Washington,  died  January  21,  1972.  He  had  made  his 
home  in  Port  Townsend  since  his  retirement  from 
medical  practice  in  1929,  and  in  recent  years  had  been 
a patient  at  St.  John  Hospital  there. 

Dr.  Beach  was  born  in  Binghamton,  New  York,  and 
after  completing  his  secondary  education  there  he 
spent  17  years  in  Europe.  He  received  his  medical 


degree  in  1894  at  the  Faculte  de  Medecine  de  TUniver- 
site  de  Paris.  He  was  particularly  interested  in  the 
treatment  of  tuberculosis,  and  helped  establish  and 
operate  hospitals  specializing  in  the  treatment  of  lung 
diseases  in  New  York,  Iowa,  Kentucky,  California, 
and  Washington.  At  one  time  he  served  as  president  of 
the  Upper  Mississippi  Valley  Medical  Society. 
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Cleopatra  and  Caesar, 
Wine  Lovers 


...a  st»ry  that 
every  Doctor  and 
Nurse  should  know 


JULIUS  CAESAR  wasn't  a doctor,  but 
thanks  partly  to  the  wiles  of  a young 
woman  named  Cleopatra  — who 
wasn't  a nurse  — he  changed  the  his- 
tory and  the  practice  of  medicine! 

(Incidentally,  Caesar  was  a tremen- 
dous influence  in  wine,  too.  He  spon- 
sored plantings  in  conquered  lands 
which  were  to  become  France,  Ger- 
many, Italy,  Switzerland,  Spain  and 
Portugal  — the  six  nations  from  which 
California  derives  its  classic  vine  and 
its  wine  traditions.) 

To  compress  history  just  a bit,  here's 
how  Caesar  did  it: 

Visiting  Egypt,  he  dallied  with  Cleo- 
patra in  Alexandria  (48-47  B.C.),  and 
sired  their  son  Caesarion.  He  also  ob- 
served the  wondrous  university  where 
Cleopatra's  Ptolemaic  Dynasty  had 
preserved  Greek  medical  and  scientific 
treasures  for  three  centuries — includ- 
ing the  teachings  of  Hippocrates! 

Impressed  by  Greek  genius  (Cleo- 
patra was  Greek,  too,  remember),  Cae- 
sar returned  to  Rome  and  freed  the 
Greek  doctor  slaves.  This  gave  them 
Roman  citizenship  and  the  right  to 
practice.  They  brought  into  Rome's 
primitive  patient  care  more  modern 
precepts,  ethics,  diagnostics,  and  wine 


Julius  Caesar  102-44  B.C. 


Cleopatra,  69-30  B.C.  For  their  first  secret  meeting,  she  had 
herself  "delivered"  to  Caesar  rolled  up  in  a rug. 


therapy,  thus  raising  medical  standards 
for  the  next  twenty  centuries. 

His  fascinating  lady  friend  had 
moved  to  Rome,  and  they  might  have 
lived  happily  ever  after — but  remem- 
ber the  Ides  of  March,  44  B.C. — Thou 
too,  Brutus^  Then  fall,  Caesar!  . . . And 
sadly  Cleopatra  Ptolemy  never  became 
Mrs.  Julius  Caesar,  queen  of  the  world. 

At  his  death,  Caesar  was  not  only 
master  of  the  world,  but  its  best 


^ WINE  9 \ 

/iccA, 


WINE  READING  PRESCRIPTION,  filled  without  charge 
for  Doctor,  Nurse,  Assistant,  Administrator,  Dietician,  , -fwP, 
or  other  members  of  the  medical  profession;  ' £P  ^ 

Circle  each  number  wanted: 


known  wine  connoisseur.  Two  years 
before,  he  had  celebrated  a triumph 
(Dictator  for  Life),  inviting  everybody 
in  Rome  to  a feast,  and  serving  them 
four  famous  vintage  wines,  those  of 
Falernum,  Chios,  Mamertinum,  and 
the  wine  of  Lesbos.  ^ 

MORE  WINE  READING? 

Below  is  our  latest  selection  of  read- 
ings on  wine  in  patient  care,  for  Doc- 
tor, Nurse,  and  Staff.  Also,  some  "fun" 
booklets  on  wine  cooking,  serving, 
tasting  and  entertaining — to  make  you 
the  veritable  Caesar  or  Cleopatra  of 
your  own  home! 

Just  circle  the  subjects  you  wish. 
They  are  yours  free.  And  thank  you 
for  your  generous  response  to  our 
previous  wine  messages. 


PLEASE  PRINT  YOUR  NAME,  title  as  member  of  medi- 
cal profession,  address  and  zip,  and  mail  to: 


1 A 160-page  paperback  book  that  every  Doctor,  Nurse, 


Dietician  and  Hospital  Administrator  should  own.  WINE 
AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia,  M.D.,  a PPP' 

practicing  physician  and  Professor  of  Medicine,  Emeritus, 

University  of  California.  This  noted  authority  on  wine  in  ther- 
apy gives  you  clinical  information  on  wine  in  convalescence,  in 
geriatrics,  stress,  cardiovascular  disorders,  diabetes,  etc.  Other  sub- 
jects are:  what  wine  is,  how  made,  food  values,  calories,  wine  in 
restricted  diets  (with  some  recipes),  bits  of  intriguing  wine  history, 
seasoned  with  famous  wine  quotations,  a list  of  wines  and  how  they 
taste.  Yours  with  our  compliments. 

USES  OE  WINE  IN  MEDICAL  PRACTICE,  64  pp.;  contains  references  to 
the  results  of  30  years  of  scientific  medical  research  in  U.S.  and  abroad 
on  wine  in  nutrition,  convalescence,  gastroenterology,  various  clinical 
conditions,  covers  Indications,  Contraindications,  Bibliography,  wine  in 
Hospital  and  Nursing  Homes. 

WINE  COOKERY  THE  EASY  WAY,  24  pp.,  53  recipes  for  "gourmet 
meals  in  a hurry”  with  convenience  foods;  and  CALIFORNIA  WINE 
COOKERY  AND  DRINKS,  24  pp.,  88  recipes,  ideas,  for  home 
fun  of  good  cooking,  serving,  and  entertaining.  Both 
booklets  free. 


DEPARTMENT  L13  WINE  ADVISORY  BOARD, 
717  MARKET  STREET,  SAN  FRANCISCO,  CA  94103 


Name, 


Title- 


Address. 


City. 


Slate. 


Zip_ 


Widowed  and  alone 

(with  irritable  colon  syndrome ) 

Loss  of  a loved  one.  Loneliness.  Job  insecurity.  The  high  correlation 
between  stress  factors  in  a patient’s  life  and  irritable  colon  syndrome  is 
a matter  of  clinical  experience. 

Deal  with  the  stress  factor 

Drug  therapy  for  these  patients  might  therefore  be  expected  to  do  two  things: 

(1)  allay  anxiety  associated  with  the  irritable  colon  syndrome,  and 

(2)  relax  colonic  spasm  while  checking  hypermotility. 

These  are  precisely  the  actions  that  define  the  effect  of  Librax.® 

Librax:  more  than  an  antispasmodic 

Librax  is  the  only  drug  that  delivers  the  antianxiety  action  of  Librium® 

(chlordiazepoxide  HCl)  plus  the  dependable  antisecretory/ antispasmodic 
action  of  Quarzan®  (clidinium  Br).  The  antisecretory/antispasmodic  component 
helps  control  gastrointestinal  hypermotility  and  spasm— the  immediate  cause 
of  the  patient’s  complaint.  At  the  same  time,  the  action  of  Librium  helps  ease 
the  anxiety  that  may  have  triggered  the  G.I.  distress  in  the  first  place. 

1 or  2 capsules,  3 or  4 times  daily 

The  dosage  of  Librax  should  be  adjusted  to  achieve  optimum  individual 
response— within  the  range  of  1 or  2 capsules,  3 or  4 times  daily.  In  most  cases, 
a satisfactory  effect  is  usually  obtained  with  1 capsule  before  each  meal  and 

2 at  bedtime.  Librax:  #60,  sig.  1 a.c.  and  2 h.s. 


Before  prescribing,  please  consult 
3mplete  product  information,  a summary 
f which  follows: 

Indications:  Indicated  as  adjunctive 
,ierapy  to  control  emotional  and  somatic 
I ictors  in  gastrointestinal  disorders. 

) Contraindications:  Patients  with 
aucoma;  prostatic  hypertrophy  and 
snign  bladder  neck  obstruction;  known 
ypersensitivity  to  chlordiazepoxide 
■ /drochloride  and/or  clidinium  bromide. 

I ' Warnings:  Caution  patients  about 
ossible  combined  effects  with  alcohol 
nd  other  CNS  depressants.  As  with  all 
iiNS-acting  drugs,  caution  patients 
!?ainst  hazardous  occupations  requiring 
jmplete  mental  alertness  (e.g.,  operating 
jiachinery,  driving).  Though  physical  and 
jjychological  dependence  have  rarely 
iJen  reported  on  recommended  doses, 

5e  caution  in  administering  Librium 
|:hlordiazepoxide  hydrochloride)  to 

Iiown  addiction-prone  individuals  or 
iiose  who  might  increase  dosage;  with- 
rawal  symptoms  (including  convulsions), 
'Mowing  discontinuation  of  the  drug  and 
milar  to  those  seen  with  barbiturates, 
bve  been  reported.  Use  of  any  drug  in 
regnancy,  lactation,  or  in  women  of 
pildbearing  age  requires  that  its  potential 
ynefits  be  weighed  against  its  possible 
I jzards.  As  with  all  anticholinergic  drugs, 
n inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debili- 
ted,  limit  dosage  to  smallest  effective 
ount  to  preclude  development  of 
ia,  oversedation  or  confusion  (not 
than  two  capsules  per  day  initially; 


increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potenti- 
ating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 

Adverse  Reactions:  No  side  effects 
or  manifestations  not  seen  with  either 
compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  infre- 
quent and  generally  controlled  with  dosage 


reduction;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  /.e.,  dryness  of  mouth, 
blurring  of  vision,  urinaty  hesitancy  and 
constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low 
residue  diets. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 

As  adjunctive 

therapy 

Dual-action 

Librax’ 

Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

Calms  anxiety,  calms  the  G.I.  tract 


IDAHO  Medical  Association 


407  West  Bannock  St,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 
J.  Gordon  Daines,  M.D.,  Boise 


House  of  Delegates  at  Twin  Falls 


Fourth  Interim  Session  of  the  House  of  Delegates 
of  Idaho  Medical  Association  was  held  at  the  Holiday 
Inn,  Twin  Falls,  February  4-5,  1972.  The  House  ap- 
proved a voluntary  self-evaluation  program;  approved 
a Joint  Practice  Commission  of  the  Idaho  Medical 
Association  and  the  Idaho  Nurse  Association;  urged 
legislation  to  allow  the  MEDEX  program  to  become 
active  in  Idaho;  adopted  a bylaws  amendment  con- 
cerning disciplinary  action;  accepted  the  principle  of 
the  relative  value  system  for  industrial  insurance  fees; 
again  urged  merger  of  the  North  Idaho  and  South 
Idaho  Medical  Service  Bureaus;  moved  to  support 
AMA  president,  Wesley  Hall,  in  his  plea  for  changes  in 
AMA;  and  supported  action  of  the  officers  and  coun- 
cilors on  an  improperly  announced  meeting  of  a com- 
prehensive planning  organization.  The  House  again 
rejected  a resolution  on  birth  control  that  included 
provision  for  sterilization  after  birth  of  the  second 
child,  and  rejected  an  amendment  to  the  bylaws  that 
would  have  eliminated  mail  ballot  for  election  of 
officers. 

president's  address 

Shortly  after  Speaker  James  Kircher  opened  the 
meeting.  President  George  Warner  presented  an  ad- 
dress prepared  specifically  for  delegate  information. 
He  reported  steady  growth  of  membership,  predicting 
as  many  as  650  by  the  end  of  the  year.  One  factor  is 
the  favorable  situation  created  by  a professional  liabil- 
ity insurance  program  that  offers  many  advantages. 
It  now  covers  more  than  300  members  and  coverage 
will  increase  rapidly  with  termination  of  policies  with 
other  insurers. 

He  expressed  disappointment  that  the  North  Idaho 
and  South  Idaho  Bureaus  had  not  yet  been  merged, 
having  anticipated  development  of  a health  mainten- 
ance organization  after  merger. 

Dr.  Warner  also  deplored  the  attempts  to  exercise 
political  control  over  the  Board  of  Health.  He  feels 
that  the  Administrator  should  be  able  to  carry  out  his 
duties  unimpeded  by  political  whims  of  the  individual 
in  the  Governor’s  chair.  He  commended  the  Board 
for  developing  rules  and  regulations  for  expanding 
the  role  of  nurses.  He  suggested  that  the  Board  of 
Medicine  be  empowered  to  regulate  the  activities  of 
medex  and  other  physicians’  assistants. 


He  reported  that  132  Idaho  students  were  receiving 
education  under  WICHE  agreements,  58  in  medicine, 
38  in  dentistry,  32  in  veterinary  medicine  and  4 in 
physical  therapy. 

A state  director  of  medical  education  has  not  yet 
been  appointed  but  the  WAMI  program  has  had  sup- 
port from  private  donors.  The  program  will  be  starting 
soon.  The  Association  will  act  as  fiscal  agent  for  the 
donated  funds. 

Boise  State  College  is  receiving  a grant  of  $445,000 
with  which  to  establish  an  experimental  health  service 
delivery  system  in  Southwestern  Idaho  and  Eastern 
Oregon.  After  the  grant  had  been  awarded,  the  Asso- 
ciation was  asked  to  support  it  but  has  not  done  so. 
A questionnaire  to  IMA  members  last  year  revealed 
that  few  were  interested  in  the  project.  Report  of  the 
survey  was  considered  vague  and,  therefore,  has  not 
been  published.  Nevertheless,  a leak  occurred  and  the 
promoters  were  apprised.  The  data  they  released  were 
distorted,  and  erroneous  statements  were  made  about 
the  position  of  Idaho  Medical  Association. 

In  the  meantime  a committee  is  making  a study  of 
the  entire  field  of  nurse  training  in  Idaho.  Joseph 
Marshall,  of  Twin  Falls,  is  a member  of  the  Committee. 

the  professional  liability  insurance  program 

A report  was  presented  by  Mr.  Henry  Gimmel  of 
the  Argonaut  organization  and  Mr.  James  Perry  of 
the  Perry  Agency  in  Boise.  The  insurance  program, 
authorized  at  the  Third  Interim  Session  at  Boise  last 
year,  has  developed  well.  More  than  300  members 
are  now  enrolled  and  a substantial  reserve  fund  has 
been  established.  Less  than  $3,000  has  been  paid  out, 
but  special  reserves  have  been  set  aside  as  protection 
on  five  reported  events  that  may  or  may  not  create 
claims.  Numerous  questions  from  the  delegates  were 
answered.  Twelve  of  58  hospitals  in  Idaho  are  covered 
by  Argonaut. 

reports  and  resolu  tions 

The  House  considered  14  reports  and  15  resolu- 
tions. 

The  Medical  Benevolent  Committee  has  received 
no  applications  but  reminds  members  that  tax  deduct- 
ible contributions  can  be  made  to  the  fund.  It  receives 
$5  of  each  member’s  annual  dues. 
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The  Education  Committee  has  made  an  extensive 
study  of  continuing  education  plans,  including  one 
requiring  certain  credits  for  maintenance  of  member- 
ship. The  Committee  feels  that  compulsion  is  not  de- 
sirable and  mentioned  a self-evaluation  program  devel- 
oped by  the  Philadelphia  County  Medical  Society.  It 
is  voluntary,  and  the  examination  forms  are  to  be  pur- 
chased by  those  wishing  to  use  them.  They  include 
answers.  This  plan  was  approved  by  the  House. 

An  over-view  of  Association  interests  and  activities 
was  provided  in  the  Summary  of  Officers  and  Council- 
ors Meetings,  presented  by  Secretary-Treasurer  J. 
Gordon  Daines.  It  follows: 

Members  of  the  House  of  Delegates: 

Your  Officers  and  Councilors  met  to  conduct  asso- 
ciation business  daily  during  the  79th  annual  meeting 
at  Sun  Valley  June  30-July  3,  1971;  at  Sun  Valley 
September  23-25,  1971,  and  at  Idaho  Falls  on  Novem- 
ber 12-13,  1971. 

Sun  Valley,  June  30-July  3,  1971 

Reviewed  resolutions  and  reports  and  approved 
assignments  to  reference  committees;  approved  request 
by  Ada  County  Medical  Society  to  expend  $1,000  in 
polio  funds  in  behalf  of  WAMI  Program;  welcomed  R. 
George  Wolff,  Caldwell,  newly-elected  Councilor  for 
District  No.  2 to  succeed  J.  B.  Marcusen,  Nampa,  to 
the  Council;  reviewed  current  meeting  and  expressed 
thanks  to  G.  E.  Rosenheim,  Boise,  Program  Chairman, 
and  the  committee,  for  an  excellent  session;  discussed 
plans  for  the  80th  annual  meeting  with  1972  Program 
Chairman,  Elmer  M.  Wright,  Twin  Falls,  and  1973 
Chairman,  Richard  B.  Gresham,  Pocatello;  discussed 
proposal  for  statewide  continuing  medical  education 
program. 

Sun  Valley,  September  23-25,  1971 

Directed  that  Executive  Committees  of  the  North 
Idaho  Medical  Service  Bureau  and  the  South  Idaho 
Medical  Service  Bureau  be  asked  to  attend  the  next 
meeting  of  the  Officers  and  Councilors  to  discuss  mer- 
ger negotiations;  reviewed  committee  reports  and  a 
detailed  report  on  the  79th  annual  meeting;  discussed 
arrangements  for  the  Interim  Session  of  the  House  of 
Delegates  to  be  held  February  3-5, 1972  at  the  Holiday 
Inn  in  Twin  Falls; approved  IMPAC-AMPAC  Breakfast 
February  4,  during  Interim  Session;  approved  sugges- 
tion that  component  societies  reimburse  delegates  for 
costs  involved  in  attending  House  of  Delegates  sessions. 

Reviewed  matters  connected  with  1972  Idaho  Leg- 
islature; agreed  to  support  introduction  of  a Medical 
Examiners  Law;  agreed  to  seek  amendment  of  laws  to 
permit  physicians  to  serve  on  county  and  district  hos- 
pital boards;  support  legislation  regarding  privileged 
communications;  agreed  to  pay  expenses  of  Idaho 
legislator  to  attend  a conference  on  chiropractic  and 
quackery;  discussed  arrangements  for  Legislative  Dis- 
pensary; approved  plans  for  association  to  act  as  fiscal 
agent  for  the  WAMI  Program;  agreed  to  ask  for  more 
information  justifying  proposed  Boise  State  College 
nurse-practitioner  training  program  prior  to  consider- 
ing endorsement;  referred  proposed  program  on  Con- 


tinuing Medical  Education  to  Medical  Education 
Committee. 

Reviewed  membership  statistics;  reviewed  and  ap- 
proved budget  for  1972;  discussed  activities  of  Budget 
and  Finance  Committee.  Considered  the  Professional 
Liability  Insurance  program  and  approved  an  addition- 
al informational  mailing  to  all  members  on  the  pro- 
gram; directed  that  all  insurance  programs  involving 
the  association  be  referred  to  Special  Insurance  Com- 
mittee for  review  and  comment. 

Agreed  to  hold  next  Officers  and  Councilors  meet- 
ing on  November  12-13  in  Idaho  Falls;  assigned  re- 
sponsibility for  activities  in  connection  with  health 
care  for  the  poor  to  the  Indian  Health  Advisory  Com- 
mittee; appointed  Past-President  Tregoning  to  Advi- 
sory Committee  to  the  Idaho  Legislative  Council's 
Committee  on  Workmen's  Compensation;  ordered 
preparation  of  a letter  protesting  federal  interference 
in  the  provision  of  medical  care  after  reviewing  a series 
of  requests  for  endorsement  of  programs;  nominated 
Councilor  Fox  to  represent  the  association  on  the 
Idaho  Cancer  Coordinating  Committee;  heard  Merrill 
J.  Sharp,  Pocatello,  and  Lester  J.  Petersen,  Rexburg, 
members  of  the  Idaho  State  Board  of  Health  discuss 
proposed  reorganization  plans  for  Department  of 
Health. 

Idaho  Falls,  November  12-13,  1971 

Noted  that  C.  A.  Hoffman,  Huntington,  West  Vir- 
ginia, President-Elect  of  the  AMA,  has  accepted  invita- 
tion to  be  featured  speaker  at  80th  annual  meeting. 
Sun  Valley,  June  28-July  1,  1972;  agreed  to  invite 
Blair  Henningsgaard,  Jr.,  Astoria,  Oregon,  member  of 
the  AMPAC  Board  of  Directors,  to  address  IMPAC 
luncheon  session  February  4,  at  the  Interim  Session; 
considered  reports  from  Bylaws  Committee;  Industrial 
Medical  Committee;  Professional  Assistants  Develop- 
ment Committee  and  Medical  Education  Committee. 
Accepted  reports  of  Councilor  R.  George  Wolff  on 
Board  of  Health  reorganization  hearing  in  Boise  and 
meeting  of  AMA  Council  on  Environmental  Health  in 
Seattle;  recommended  use  by  IMA  members  of  the 
1969  California  Relative  Value  Studies;  considered 
report  on  liability  insurance  program  and  received  as 
information  the  description  of  the  Maricopa  County, 
Arizona,  prepaid  medical  care  program,  being  admin- 
istered by  an  Idaho  insurance  company. 

Received  information  on  Boise  Veterans  Adminis- 
tration Area  Health  Education  Centers;  heard  progress 
report  on  proposed  rules  and  regulations  for  Nurse- 
Physician's  Assistants;  referred  to  Medical  Practice  Act 
Review  Committee  letter  regarding  proposed  legisla- 
tion for  physician's  assistants'  endorsed  Student  Amer- 
ican Medical  Association's  MECO  Project  under  which 
medical  students  work  in  various  communities. 

Heard  a report  by  Fred  0.  Graeber,  Boise,  acting 
director  for  the  Treasure  Valley  Experimental  Health 
Services  Delivery  System,  which  is  contracting  with 
the  Equitable  for  a feasibility  study  for  a Health 
Maintenance  Organization  in  Treasure  Valley;  reviewed 
a proposed  contract  for  providing  emergency  room 
service;  heard  a report  on  merger  negotiations  between 
the  North  and  South  Idaho  Medical  Service  Bureaus; 
discussed  the  possibility  of  appointing  a committee 
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to  study  medical  foundations;  discussed  Medicare 
guidelines;  approved  a letter  requesting  approval  of 
check,  rather  than  claim  form,  endorsement  in  connec- 
tion with  Medicaid  claims;  approved  a proposal  to  in-' 
vite  members  of  the  AMA  House  of  Delegates  who 
will  be  attending  the  annual  meeting  in  San  Francisco 
in  June  1972,  to  stop  by  the  80th  annual  meeting  of 
the  IMA  at  Sun  Valley;  reviewed  a proposed  "certif- 
icate of  need"  measure,  and  approved  asking  the 
component  medical  societies  to  again  furnish  the 
names  of  component  society  legislative  committees 
to  the  state  association. 

The  following  resolutions  were  submitted: 

72-A  Deadline  for  resolutions,  submitted  by 
Bonner-Boundary  District,  Shoshone  County  and 
Kootenai-Benewah  District  Medical  Societies.  Estab- 
lishes 10-day  deadline  prior  to  meetings  of  the  House. 
ADOPTED. 

72-B  Physician  recognition  award,  submitted 
by  Bonner-Boundary  District,  Shoshone  County,  and 
Kootenai-Benewah  District  Medical  Societies.  Strong- 
ly recommends  that  each  member  in  practice  qual- 
ify during  the  ensuing  year  for  the  AMA  Award. 
ADOPTED. 

72-C  Not  considered  — replaced  by  72-P. 

72-D  Bylaws  revision,  disciplinary  action,  sub- 
mitted by  Bylaws  Committee.  ADOPTED. 

72-E  Bylaws  revision,  nominations  and  elec- 
tions, submitted  by  Bylaws  Committee.  NOT  ADOPT- 
ED. 

72-F  Consent  of  treatment.  EXPUNGED. 

72-G  , Privileged  records,  submitted  by  Ada 

County  Medical  Society.  Support  for  legislation  ex- 
tending privilege  to  records  of  hearings  of  complaints 
against  physicians.  ADOPTED. 

72-H  MEDEX  legislation,  submitted  by  Ada 
County  Medical  Society,  supports  legislation  giving 
Board  of  Medicine  power  to  permit  the  MEDEX  pro- 
gram to  become  active  in  Idaho.  ADOPTED. 

72-1  Physician  immunity,  emergency  room, 

submitted  by  ADA  County  Medical  Society.  Supports 
legislation  to  relieve  physicians,  medical  staffs,  and 
hospital  personnel  from  unreasonable  standards  and 
liability  for  what  is  done  in  good  faith.  ADOPTED. 

72-J  Uniform  prescription  blank,  submitted  by 

Ada  County  Medical  Society.  ADOPTED. 

72-K  Psychiatric  social  workers,  submitted  by 
Ada  County  Medical  Society.  Opposes  legislation 
that  would  allow  psychiatric  social  workers  to  be 
designated  examiners  for  courts.  ADOPTED. 

72-L  MEDEX  legislation,  submitted  by  Bonner- 
Boundary  District  Medical  Society.  In  view  of  72-H, 
NOT  ADOPTED. 

72-M  Birth  control,  submitted  by  Idaho  Falls 
Medical  Society.  Would  urge  free  access  to  informa- 
tion and  government  payment  for  voluntary  steriliza- 
tion after  second  pregnancy.  NOT  ADOPTED. 

72-N  AMA  organization,  submitted  by  North 
Idaho  District  Medical  Society.  Supports  AMA  Presi- 
dent, Wesley  Hall.  ADOPTED. 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facmring  have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

♦trademark  JA  72-1985-6 
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(tetracyclif® 

250  mg. 


, law  prohi?!*s 
caution:  prescript'®  • 

dispensing 


and  cost  down 


Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quahty  you  expect 
from  an  Upjohn  product. 


Panmycin 

(tetracycline  HCl^Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml. 


Keeping  quality  up 
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72-0  Planning  meeting.  EXPUNGED. 

7 2-P  Merger,  Medical  Service  Bureaus  (Replaced’ 
72-C)  submitted  by  Kootenai-Benwah  District  and 
Bonner  Boundary  District  Medical  Societies.  Requests 
the  Bureaus  to  proceed  diligently  toward  merger,  and 
failing  this,  to  create  a third  corporation  to  serve  as 

fiscal  agent.  ADOPTED. 

^ H.  L.  H. 


Nurse  Role  Hearing  Held 

A public  hearing  was  held  in  Boise  January  28  on 
the  Proposed  Rules  and  Regulations  for  the  Expanded 
Role  of  the  Nurse.  Several  physicians  responded  with 
letters.  Following  the  hearing,  it  was  determined  that 
the  proposal  should  undergo  further  revision,  and  this 
is  being  done  by  the  Board  of  Medicine  and  the  Board 
of  Nursing. 


Warner  and  Kircher  Comment  on 
Interim  Session 


The  Fourth  Interim  Session  of  the  House  of  Dele- 
gates of  the  Idaho  Medical  Association  at  Twin  Falls, 
February  3-5  was  a most  productive  session.  President 
George  W.  Warner,  Twin  Falls,  and  Speaker  James  R. 
Kircher,  Burley,  said  following  the  meeting. 

Dr.  Warner  said  he  felt  the  accomplishments  of  the 
Interim  Session  should  relieve  the  pressure  on  the  next 
session  of  the  House  of  Delegates  to  be  held  at  Sun 
Valley  during  the  association’s  80th  Annual  Meeting, 
June  28-July  1. 

Nineteen  reports  of  the  association  Officers  and 
Councilors  and  Committees  were  considered  along 
with  1 5 resolutions.  AH  reports  were  approved,  and  1 1 
resolutions  were  adopted. 

A report  which  drew  considerable  attention  con- 
cerned the  association-sponsored  Professional  Liability 
Program  carried  through  the  Argonaut  Insurance  Com- 


pany and  administered  for  the  association  by  the 
James  W.  Perry  Agency,  Boise. 

Mr.  Perry  reported  that  applications  are  still  being 
received  and  processed  without  delay,  and  urged  mem- 
bers who  were  not  participating  to  consider  their  posi- 
tion and  file  applications  for  coverage  immediately. 

The  Scientific  Program  for  the  Interim  Session 
presented  by  the  Intermountain  Regional  Medical 
Program,  under  the  direction  of  Robert  M.  Satovick, 
Salt  Lake  City,  Coordinator,  was  truly  outstanding. 

Speakers  were;  Joseph  L.  Thorne,  Associate  Pro- 
fessor of  Medicine,  Division  of  Cardiology;  Herbert  D. 
Ruttenberg,  Chief,  Pediatric  Cardiology,  Department 
of  Pediatrics;  and  Richard  K.  Hughes,  Chief,  Division 
of  Cardiovascular  and  Thoracic  Surgery,  all  from  the 
University  of  Utah  College  of  Medicine. 


Winter  Clinics  Held 

The  Annual  Winter  Clinics  of  the  Ada  County 
Medical  Society  and  the  Southwestern  Idaho  District 
Medical  Society,  were  held  at  Shore  Lodge,  March  3-5. 

Speakers  for  the  scientific  program,  arranged  by 
Jude  N.  Werth,  Boise,  were:  Hugh  V.  Firor,  Chicago, 
Chairman,  Department  of  Pediatric  Surgery,  Cook 
County  Hospital,  Associate  Professor  of  Surgery, 
Abraham  Lincoln  School  of  Medicine,  University  of 
Illinois;  Gary  E.  Leinbach,  Seattle,  Head,  Division  of 
Gastroenterology,  Harborview  Medical  Center,  Assist- 
ant Professor  of  Medicine,  University  of  Washington 
School  of  Medicine;  Richard  G.  Spademan,  Belmont, 
California,  Assistant  Professor  of  Orthopedic  Surgery, 
Stanford  University  School  of  Medicine;  David  E. 
Smith,  San  Francisco,  Director,  Haight  Ashbury  Free 
Medical  Clinic,  and  Assistant  Clinical  Professor  of 
Toxicology,  University  of  California  School  of  Medi- 
cine, San  Francisco;  and  Walter  C.  Lobitz,  Jr.,  Port- 
land, Professor  and  Chairman,  Department  of  Derma- 
tology, University  of  Oregon  Medical  School. 

John  E.  Comstock,  Pocatello,  President-Elect  of  the 
Idaho  Medical  Association,  also  addressed  the  meeting. 
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STANFORD  UNIVERSITY 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
and 

THE  DIVISION  OF  IMMUNOLOGY,  DEPARTMENT  OF  MEDICINE 

announce  a course 

CLINICAL  IMMUNOLOGY 

May  26  and  27,  1972 


This  course  has  been  designed  for  physicians  who  wish  to  expand  their  knowledge  of  practical  immunology.  The  program 
emphasizes  cose  presentations  and  clinical  discussions  to  illustrate  basic  and  applied  concepts. 

Topics  covered  include;  immunologic  deficiency  in  the  immuno  suppressed  patient;  multiple  myeloma,  amyloidosis,  and  monoclo- 
nal gammopathy;  allergic  asthma;  glomerulo-  and  lupus  nephritis;  viruses  and  autoimmune  disease;  extra-articular  and  vasculitic 
manifestations  of  rheumatoid  arthritis. 


COURSE  OUTLINE 


Humoral  and  cellular  immunity  in  relation  to  immunologic 
deficiency 

Cellular  basis  of  antibody  formation 
Structure  and  function  of  immunoglobulins 
Immunologic  deficiency  syndromes:  agammaglobulin- 
emia, the  immuno-suppressed  patient 

The  clinical  manifestations  of  plasma  cell  neoplasia 

Myeloma  proteins — laboratory  methods  for  identifi- 
cation and  quantitation 
Amyloidosis — case  presentation  and  discussion 

The  role  of  IgE  in  reaginic  hypersensitivity 

Mechanisms  of  reaginic  hypersensitivity 
Allergic  asthma— case  presentation  and  discussion 


Antigen-antibody  complexes  in  clinical  states 

Pathogenesis  of  antigen-antibody  complex-induced 
tissue  injury 

Lupus  nephritis — case  presentation  with  a discussion 

of  autoantibodies  to  assess  course  and  guide 
management 

The  role  of  viruses  and  Australia  antigen  in  antigen- 
antibody  complex  disease 

The  extra-articular  and  vosulitic  manifestations  of  rheuma- 
toid arthritis 

Rheumatoid  lung  disease,  rheumatoid  vasculitis— case 
presentations  and  discussion 


VISITING  FACULTY 


Charles  G.  Cochrane,  M.D.,  Member,  Department  of  Experi- 
mental Pathology,  Scripps  Clinic  and  Research  Foundation, 
Lo  Jolla 


Michael  B.  A.  Oldstone,  M.D.,  Associate  Member,  Department 
of  Experimental  Pathology,  Scripps  Clinic  and  Research 
Foundation,  Lo  Jolla 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  FACULTY 


James  F.  Fries,  M.D.,  Assistant  Professor  of  Medicine  (Immun- 
ology) 

Hoisted  R.  Holman,  M.D.,  Berthold  and  Belle  N.  Guggenhime 
Professor  of  Medicine 

Hugh  O.  McDevitt,  M.D.,  Associate  Professor  of  Medicine  (Im- 
munology) and  Head,  Division  of  Immunology 


Jack  S.  Remington,  M.D.,  Associate  Professor  of  Medicine  (In- 
fectious Diseases) 

Samuel  Strober,  M.D.,  Instructor  in  Medicine  (Immunology) 

Abba  I.  Terr,  M.D.,  Clinical  Associate  Professor  of  Medicine 
(Immunology)  and  Chief  of  the  Allergy  Clinic 


Enrollment  is  open  to  all  practicing  physicians,  but  advance  registration  is  required  as  attendance  is  limited.  No  registrations 
will  be  accepted  after  May  24.  The  enrollment  fee  of  $80  Includes  all  lectures  and  luncheon  on  both  days.  A refund  of  $65  will  be 
provided  if  notice  of  concellotion  is  received  prior  to  the  first  day  of  the  course. 

The  Postgraduate  Medical  Education  Program  of  Stanford  University  School  of  Medicine  is  fully  accredited  by  the  Ameri- 
can Medical  Associatian  and  is  acceptable  for  Group  A credit  toward  the  California  Medical  Association's  Certificate.  Credit  for 
this  course  is  15  hours  and  a certificate  of  attendance  will  be  available  upon  request. 


CLINICAL  IMMUNOLOGY 


APPLICATION  FORM 


May  26-27,  1972 
Fee;  $80 


NAME 

Last 

ADDRESS 


First 


Middle 


Street  City  State  Zip  Code 

MEDICAL  SCHOOL Degree Year 

TYPE  OF  PRACTICE- Daytime  Phone 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Educotion,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 
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New  Officers  and  Delegates 

New  officers  and  delegates  and  alternate  delegates 
for  the  coming  year  include: 

Upper  Snake  River  Medical  Society 

President:  Shelby  E.  Jarrell,  St.  Anthony;  Vice- 

President:  Blaine  H.  Passey,  Rexburg;  Secretary- 

Treasurer:  A.  Lloyd  Barrott,  St.  Anthony;  Delegates: 
Asael  Tall,  Rigby,  and  Lester  J.  Petersen,  Rexburg; 
Alternate  Delegates:  LaVar  M.  Withers,  Rexburg,  and 
A.  A.  Krueger,  Ashton. 


Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  societies; 
North  Idaho  District  Medical  Society 
Charles  E.  Guess,  Moscow. 

Ada  County  Medical  Society 

Clyde  Gerhard,  Fred  W.  Nolan,  John  C.  Day,  Mary 
Lynn  O’Brien,  Michael  O’Brien,  Garry  L.  Snodgrass, 
Avery  D.  Pratt,  John  M.  Havlina,  David  H.  Rasmussen, 
Joseph  J.  Callanan,  John  C.  Hylen,  George  B.  Pfoert- 
ner,  and  Dean  E.  Sorensen,  all  of  Boise. 

Charles  E.  Krause,  Boise  (Caldwell)  transfer  from 
Southwestern  Idaho  District  Medical  Society. 


Personals 


Vaughn  M.  Pond,  Twin  Falls,  was  honored  by  the 
Utah  State  University  Alumni  Association  for  his 
“significant  personal  achievement  and  contributions 
to  the  medical  welfare  in  Idaho.” 

Mrs.  Betty  Daley,  Boise,  who  has  been  Executive 
Director  of  the  Idaho  Nurses  Association  for  the  past 
16  years  has  resigned.  A successor  has  not  been 
named. 

Mr.  Douglas  M.  Mitchell,  formerly  with  the  Hospi- 
tal Research  and  Educational  Trust,  Chicago,  has  been 


appointed  director  of  the  Treasure  Valley  Experi- 
mental Health  Services  Delivery  System  (EHSDS). 
He  succeeds  Fred  O.  Graeber,  who  acted  as  Temporary 
Director.  The  EHSDS  operates  under  a contract  be- 
tween Boise  State  College,  as  fiscal  agent,  and  the 
Health  Services  and  Mental  Health  Administration 
division  of  the  Department  of  Health,  Education  and 
Welfare  for  the  development  of  a model  health  care 
delivery  system.  It  is  one  of  12  such  contracts  in  the 
U.S. 


LIFESAVING  BRACELETS 

More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetero. 

A 24-hour  a day  collect  telephone  number  and  an 
Individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 


State  Board  of  Medicine  Section 

Temporary  licenses  were  granted  to  the  following 
physicians  during  January: 

Timothy  J.  Sullivan,  Boise.  Graduate,  Marquette 
University  School  of  Medicine,  Milwaukee,  Wisconsin, 
June  5,  1966.  Internship,  Naval  Hospital,  Camp 
Pendleton,  California,  1966-67.  Anesthesiology  resi- 
dency, Naval  Hospital,  Boston,  Chelsea,  Massachu- 
setts, 1967-69.  Granted  TL-515,  January  21,  1972. 
Anesthesiology. 

R.  Mason  Wilkins,  Nampa.  Graduate,  Bowman- 
Gray  School  of  Medicine,  Winston-Salem,  North  Car- 
olina, June  3,  1963.  Internship,  The  University  of 
Colorado  Medical  Center,  Denver,  Colorado,  1963-64. 
Residency,  Duke  University  Medical  Center,  Durham, 
North  Carolina,  1964-65,  Gastroenterology;  1967-68, 
Internal  Medicine.  Granted  TL-516,  January  28,  1972. 
Internal  .Medicine  - Gastroenterology. 

Thomas  E.  Henson,  Boise.  Graduate,  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  Indiana, 
June  4,  1962.  Internship,  Indiana  University  Medical 
Center  Hospital,  Indianapolis,  1962-63.  Residency, 
Indiana  University  Medical  Center,  1963-66.  Granted 
TL-5 17,  January  31,  1972.  Neurology. 
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Former  Idaho  Medical  Association 
President  Dies 


O.  D.  HOFFMAN.  M.D. 


DR.  O.  D.  HOFFMAN,  61, a Past-President  of 
the  Idaho  Medical  Association,  died  January  26,  1972. 

Born  in  Logan,  Utah,  May  24,  1910,  he  received  a 
Bachelor  of  Science  degree  in  1932.  He  attended  the 
University  of  Utah  College  of  Medicine  in  Salt  Lake 
City  for  two  years,  then  transferred  to  the  University 
of  Louisville  School  of  Medicine,  Louisville,  Kentucky, 
receiving  his  M.D.  degree  in  June  1937.  Dr  Hoffman 
completed  his  internship  at  the  Thomas  D.  Dee  Hospi- 
tal, Ogden,  Utah,  in  1938. 

He  served  as  U.S.  Army  contract  surgeon  in  Nevada 
for  one  year,  and  on  May  19,  1939,  he  received  license 
No.  M-I597  to  practice  medicine  and  surgery  in  Idaho. 
He  entered  practice  in  Driggs,  where  he  remained  un- 
til moving  to  Rexburg  in  1946. 

Dr.  Hoffman  was  a member  of  the  Upper  Snake 
River  District  Medical  Society,  the  Idaho  Medical 
Association  and  the  American  Medical  Association. 


He  served  as  Delegate  to  the  IMA  for  several  years 
and  became  Councilor  for  District  4 in  1963,  an  office 
he  held  until  he  was  elected  President-Elect  in  1967. 
He  served  as  President  in  1968-69. 

While  residing  in  Driggs,  Dr.  Hoffman  was  a mem- 
ber of  the  Teton  County  Board  of  Education  and 
President  of  the  Driggs  Rotary  Club. 

In  Rexburg,  he  served  as  Chief  of  Staff  of  the 
Madison  Memorial  Hospital,  and  was  a member  of  the 
courtesy  staffs  of  the  Sacred  Heart  and  LDS  Hospitals 
in  Idaho  Ealls. 

He  was  a recipient  of  the  Distinguished  Senior 
Alumnus  Award  of  the  University  of  Utah  and  its 
medical  alumni  association. 

He  was  a member  of  the  Board  of  Directors  of  the 
Rexburg  Chamber  of  Commerce,  and  a member  of  the 
Lions  and  Rotary  Clubs  in  Rexburg. 


College  Medical  Director  Dies 


DR.  BRUCE  C.  BUDGE,  63,  Boise,  died  February  9, 
1972. 

Born  September  16,  1908  in  Paris,  Idaho,  he  was 
graduated  from  Boise  High  School  and  attended  the 
College  of  Idaho,  Caldwell,  for  his  pre-medical  work. 
He  received  his  M.D.  degree  from  Northwestern  Uni- 
versity School  of  Medicine,  Chicago,  in  1932,  and 
completed  general  and  surgical  internships  at  the 
Illinois  Masonic  Hospital  and  the  San  Francisco  City 
and  County  Hospital. 

On  October  4,  1933,  Dr.  Budge  received  license 
No.  M-1412  to  practice  medicine  and  surgery  in  Idaho. 

From  1937  to  1941  he  was  professor  and  head  of 
the  Boise  Junior  College  Department  of  Biology.  From 
1941  to  1946,  he  was  on  active  duty  with  the  U.S. 
Army,  retiring  as  a lieutenant  colonel. 


Upon  resuming  his  practice  in  Boise  in  1946,  he 
became  medical  director  for  the  college,  a position  he 
held  until  retiring  because  of  illness  in  1971. 

Dr.  Budge  was  a member  of  the  Ada  County  Med- 
ical Society,  the  Idaho  Medical  Association  and  the 
American  Medical  Association,  as  well  as  the  American 
College  of  Surgeons,  the  International  College  of  Sur- 
geons, the  American  Society  of  Abdominal  Surgeons, 
the  Association  of  Military  Surgeons,  the  Northwest- 
ern Medical  Society  and  the  Idaho  State  Society  of 
Obstetricians  and  Gynecologists. 

Dr.  Budge  was  a member  of  the  Masonic  Lodge  and 
was  active  in  civic  affairs. 

Among  survivors  are  Dr.  Alfred  LI.  Budge,  Boise, 
and  former  Congressman  Hamer  H.  Budge,  Minne- 
apolis, Minnesota. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  aonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  acti/e  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  meg/ ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications;  Acute  gonarrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications;  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ^1972  The  Upjohn  Company 


Warnings;  Antibiotics  used  to  treat  gonorrhea  may  mask  c 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  b 
carefully  examined  and  monthly  serological  follow-up  for  c 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  nc 
been  established. 

Precautions;  The  usual  precautions  should  be  observed  wi: 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  1 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoea 

Adverse  reactions;  The  following  reactions  were  observe 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  sit 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norm 
human  volunteers,  the  following  were  noted:  a decrease  in  hem 


Irobkin* 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

sinsle-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serologicalfollow-upfor  at  Ieast3  months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  **Diognosis  was  confirmed  by  cultural  identiticotion  of  N.  gonorrhoeae  on  Thoyer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  ■’*”  ® 


globin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femo/e —single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampaule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Mich{gan  49001 


CONTINUE 

Compiled  by  Washington/Alaska  Regional  Medical  ^ 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

ALLERGY  AND 
IMMUNOLOGY 

Paul  P.  Van  Arsdel,  M.D.,  Chairman; 
Richard  Farr,  M.D.,  and  Elliott 
Middleton,  Jr.,  M.D.,  both  of 
Colorado  School  of  Medicine 

University  of  Washington 
School  of  Medicine,  Department 
of  Medicine  and  Division  of  Con- 
tinuing Medical  Education;  Wash- 
ington/Alaska Regional  Medical 
Program;  Washington  State  Med- 
ical Association 

Room  150,  Child  Devel-  Physicians 
opment  and  Mental  Retard- 
ation Center,  Health  Sciences 
Complex,  University  of 
Washington 

CORONARY  CARE 
COURSE 

Stephen  R.  Yarnall,  M.D.,  and 
Werner  Samson,  M.D.,  Co-Chair- 
man 

University  of  Washington 
School  of  Medicine,  Division  of 
Continuing  Medical  Education; 
Washington/Alaska  Regional 
Medical  Program,  Washington 
State  Medical  Association 

Samuel’s  Wing  Lounge, 
University  Hospital, 
Seattle 

Physicians 
AAFP  credit:  35l 

! 

BETTER  UNDER- 
STANDING OF  THE 
EMOTIONALLY  ILL 

Grant  B.  Hughes,  M.D.;  Mary 
Siberz,  R.  N.,  Psychiatric 
Coordinator,  Holloday  Park 
Hospital 

Oregon  Association  of  Hospitals 

Timber  Inn,  Coos  Bay, 
Oregon 

Health  institutio! 
personnel  ( 

1 

POSTGRADUATE 
CARDIAC  PROGRAM 
ON  CORONARY 
DISEASE 

To  be  announced 

Salem  Memorial  Hospital; 
Oregon  Regional  Medical 
Program 

Salem  Memorial  Hospital, 
Salem,  Oregon 

Physicians  | 

CORONARY  ARTERY 
DISEASE 

University  of  Oregon  Medical 
School  Faculty 

University  of  Oregon  Medical 
School  Circuit  Course  Program, 
Oregon  Regional  Medical 
Program 

April  5:  Physicians 

Holy  Rosary  Hospital,  OAGP  credit:  41 1( 
Ontario,  Oregon  1 

April  6:  j 

Grande  Rhonde  Hospital,  1 

La  Grande,  Oregon 
April  7: 

St.  Anthony  Hospital, 

Pendleton,  Oregon 

BODY  MECHANICS 
AND  SAFETY  FAC- 
TORS IN  LIFTING 

Margaret  Prior,  Physical  Therapy 
Consultant,  Chronic  Disease  Sec- 
tion, Oregon  State  Health  Division 

Oregon  Association  of  Hospitals 

St.  Elizabeth  Hospital, 
Baker,  Oregon 

All  health  care  fill 
personnel 

TRANSIENT  ISCHEMIC 
CEREBRAL  ATTACKS  - 
SOME  ADVANCES  IN 
THE  DIAGNOSIS  AND 
TREATMENT 

University  of  Oregon  Medical 
School  Faculty 

University  of  Oregon  Medical 
School  Circuit  Course  Program; 
Oregon  Regional  Medical  Pro- 
gram 

April  1 1 : 

Magic  Valley  Memor- 
ial Hospital,  Twin  Falls 
Idaho 
April  12; 

Rodeway  Inn, 

Boise,  Idaho 

Physicians  i 

OAGP  credit;  4'ioi 

TRAUMATOLOGY 

John  C.  Kennedy,  M.D.,  Pro- 
fessor, Division  of  Orthopaedics, 
Department  of  Surgery,  Faculty 
of  Medicine,  The  University  of 
Western  Ontario,  and  Chief  of 
Orthopaedic  Surgery,  Victoria 
Hospital,  London,  Ontario, 

Workmen’s  Compensation 
Board  of  British  Columbia;  The 
University  of  British  Columbia, 
Faculty  of  Medicine,  Department 
of  Surgery,  Division  of  Ortho- 
paedics 

Christmas  Seal  Auditor- 
ium, 10th  Avenue  and 
Willow  Street,  Vancouver 
9,  British  Columbia 

Physicians 

ANTIBIOTICS  AND 
INFECTIOUS  DISEAS- 
ES 

University  of  Oregon  Medical 
School  Faculty 

University  of  Oregon  Medical 
School  Circuit  Course  Program; 
Oregon  Regional  Medical  Pro- 
gram 

April  19:  Physicians 

Sacred  Heart  General  OAGP  credit:  4' ho 
Hospital,  Eugene  Oregon 
April  26: 

Medford,  Oregon 
April  27: 

Presbyterian  Intercommunity 
Hospital,  Klamath  Falls,  Oregon 

PULMONARY  DIS- 
EASE 

University  of  Oregon  Medical 
School  Faculty 

University  of  Oregon  Medical 
School  Circuit  Course  Program; 
Oregon  Regional  Medical  Pro- 

Salem  Memorial  Hospital, 
Salem,  Oregon 

Physicians 
OAGP  credit:  ^(1"* 

gram 
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IDICAL  EDUCATION 

I Regional  Medical  Program,  Mountain  Stotes  Regional  Medical  Program. 

ENROLLMENT  LIMIT  DURATION  DATE  AND  HOUR  FEE  INFORMATION,  REGISTRATION 


100 

Two  days 

March  16,  17 
March  16  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
March  17  - 

Session:  9 a.m.  - 5 p.m. 

$75 

Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98195  (206)  543-1050 

21 

Five  days 

April  3-7  - 

Sessions:  8 a.m.  - 4 p.m. 

$75 

Stephen  R.  Yarnall,  M.D.,  Department 
of  Medicine,  University  of  Washington 
School  of  Medicine,  SK-30 
Seattle  98195  (206)  543-7340 

One  day 

April  4 - 

Session:  9:30  a.m.-  4 p.m. 

$5 

Preregistration  requested. 

Contact  the  Oregon  Association  of 
Hospitals,  220  SW  Morrison, 
Portland,  Oregon  (503)  228-5608 

Two  hours 


April  4 - 

Session:  7:30  p.m. 


No  fee 

9: 30  p.m. 


Salem  Memorial  Hospital 

Coronary  Care  Training 

Salem,  Oregon  97301  (503)  370-5241 


One-half  day 


April  5,  6,  7 $10 

Sessions:  1:30  p.m.  - 6 p.m. 


Director,  Circuit  Course  Program 
University  of  Oregon  Medical  Program 
3181  SW  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)  228-9181, 
extension  1181 


One  day 


April  11  - Oregon  Association  of  Hospitals 

Session:  9: 30  a. m.  - 4 p.m.  $5  220  SW  Morrison, 

Portland,  Oregon  (503)  228-5608 


One-half  day 


April  11,  12  $10 

Sessions:  1:30  p.m.  - 6 p.m. 


Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  SW  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)  228-9181, 
extension  1181 


No  limit 


Two  days  April  13,  14  $50  Continuing  Education  in  the  Health 

Sciences 

Task  Force  Building 
The  University  of  Britich  Columbia 
Vancouver  8,  British  Columbia 
(604)  228-2626 


One-half  day 


April  19  - $10 

Session:  9 a.m.  - 1:30  p.m. 

April  26,  27  - 

Sessions:  1:30  p.m.  - 6 p.m. 


Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  SW  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)  228-9181, 
extension  1181 


One-half  day  April  19  - 

Session:  1:30  p.m.  - 6 p.m. 


$10  Director,  Circuit  Course  Program 

University  of  Oregon  Medical  School 
3181  SW  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)  228-9181, 
extension  1181 


continued  on  next  two  pages 
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SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

RESPIRATORY  CARE 

Frederic  W.  Cheney,  M.D. 
Chairman 

University  of  Washington 
School  of  Medicine,  Depart- 
ments of  Anesthesiology  and 
Medicine,  and  Division  of 
Continuing  Medical  Education; 
Washington/Alaska  Regional 
Medical  Program;  Washington 
State  Medical  Association 

Room  150,  Child  Devel- 
ment  and  Mental  Retard- 
ation Center,  Health 
Sciences  Complex,  Uni- 
versity of  Washington 

Physicians,  thera 
and  other  health 
professionals 

LAPAROSCOPY 

Michael  R.  Smith,  M.D., 
David  C.  Smith,  M.D., 
Co-Chairmen 

The  Virginia  Mason  Medical 
Medical  Center;  Washington/ 
Alaska  Regional  Medical 
Program 

The  Mason  Clinic, 
Seattle 

Obstetricians  and 
gynecologists 

CARDIOLOGY  ’72 

Physicians 

Department  of  Medicine  and 
Surgery,  Faculty  of  Medicine, 
The  University  of  British 
Columbia 

Christmas  Seal  Auditor- 
ium, 10th  Avenue  and 
Willow  Street,  Vancouver 
9,  British  Columbia 

Physicians 

1 

1 

POSTGRADUATE 
PRECEPTORSHIPS; 
Individualized  refresher 
courses  are  arranged  in 
most  medical  specialties 

Practicing  physicians 

Washington/ Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine;  Washington 
State  Medical  Association 

Hospitals  in  Seattle, 
Spokane,  Tacoma  and 
Yakima 

Physicians 
AAFP  credit 

Walter  C.  Stolov,  M.D., 
Donald  R.  Silverman,  M.D. 

Washington/Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 
47,  Yakima; 

7,  Spokane; 

10,  Pullman; 

10,  Portland 

Physicians  and 
allied  health 

ID 

MEDICAL  TELEVISION: 
March  14  - 

Stroke  Rehabilitation, 
Part  I 

March  21  - 

Part  II 
March  28  - 
Part  III 

April  4 - Channels  9 and  47  only 

Stroke  Rehabilitation  live  telecast,  with  course 
instructors  andswering  phone  questions. 

Call  toll-free  Channel  9,  (206)  543-2000 
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ENROLLMENT  LIMIT 


DURATION 


DATE  AND  HOUR 


FEE 


INFORMATION,  REGISTRATION 


100 


Two  days 


April  20,  21  - 
April  20  - 

Registration:  8:15  a.m. 
Session:  9 a.m.  - 5 p.m. 
April  21  - 

Session:  9 a.m.  - 5 p.m. 


Physicians: 

S75 

Others: 

$35 


Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98195  (206)  543-1050 


10 


One  and  one-half  April  21,  22  - 

days  April  21  - 

Session:  8:30  a.m.  - 5 p.m. 
April  22  - 

Session:  8 a.m.  - 12  noon 


$100  Preregistration  requested. 

Contact  Kenneth  R.  WUske,  M.D. 

Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 

1111  Terry  Avenue,  Seattle  98101 
(206)  MA  3-3700,  extension  470 


No  limit  Two  days  April  27,  28  $55  Continuing  Education  in  the  Health 

Sciences 

Task  Force  Building 
The  University  of  British  Columbia 
Vancouver  8,  British  Columbia 
(604)  228-2626 


To  be  individually  To  be  individually  arranged  No  fee  Postgraduate  Preceptorship  Project, 

arranged  Washington/Alaska  Regional  Medical 

Program,  530  “U”  District  Building, 
Seattle  98105  (206)  543-8525 


Telecasts  are  every  Tuesday  at  7:30  a.m. 

Repeat  programs  at  8 a.m.  and  at  10:30  p.m.  or 
11:00  p.m.  (Chck  local  listing.) 

April  4 live  telecast  is  7:30  a.m.  - 8:30  a.m.  on 
Channels  9 and  47.  Session  is  taped  and  retelecast 
at  close  of  broadcast  day. 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  go  to  Joan  Kelday,  530 
University  District  Building,  Seattle,  Washington  98105; 
phone  (206)  543-8525.  Deadline  is  the  6th  of  the  month 
preceding  the  month  of  publication,  and  not  less  than  60 
days  before  the  meeting. 
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CONTEST  FOR  OUALITY  - 1972 


"A  medical  journal  cannot  create  excellence  - 

it  can  only  reflect  the  quality  of  the  area  it  serves.  ” 


The  medical  manuscript  contest  for  interns  and 
residents  authorized  by  the  Board  of  Trustees  of 
Northwest  Medical  Publishing  Association  and  sup- 
ported by  Encyclopaedia  Britannica  cannot  create  ex- 
cellence in  medical  communication.  It  permits  young 


physicians  to  make  the  attempt.  Much  needed  skill  in 
communication  should  be  developed  simultaneously 
with  clinical  skills.  Entries  in  this^  Sixth  Annual  Con- 
test will  reflect  the  quality  of  the  training  programs  in 
which  th^  poo^OTants  are  enrolled. 


INNER  WILL  RECEIVE 


‘$200  IN  CASH  FROM 
A BRONZE 
A BRONZE  PL 
A 24-VOLUME  SET^F  THE 


IClNl 

ICIT 

5R1TANNICA 
FTfe^M  ENCYCLOPAEDIA  BRITANNICA 


1.  Those  eligible  to  compete  must  be  enrolled 
an  internship  or  residency  approved  by  the  American 
Medical  Association. 

2.  The  article  may  present  any  subject  in  the  gen- 
eral field  of  medicine.  If  in  the  field  of  fundamental 
investigation,  current  or  future  application  to  clinical 
medicine  will  be  considered  by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than 
five  and  one-half  double-spaced,  typewritten  pages, 
exclusive  of  tabular  matter  and  illustrations.  The 
manuscript  should  be  submitted  in  form  described  in 
a printed  list  of  requirements,  obtainable  from  the 
editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of 


NORTHWEST  MEDICINE,  not  later  than  1 July  1972. 
Accompanying  letter  must  indicate  entry  in  this  com- 
petition and  status  of  the  author. 

5.  Manuscripts  will  be  judged  by  a committee  of 
the  Editorial  Advisory  Board  of  NORTHWEST  MEDI- 
CINE. 

6.  The  winning  manuscript  will  be  published  in 
NORTHWEST  MEDICINE  Other  manuscripts  may 
be  accepted  for  publication  if  recommended  by  the 
judges.  Such  selection  shall  constitute  an  Honorable 
Mention  award. 

7.  Prize  award  will  be  made  at  the  1972  annual 
meeting  of  the  state  medical  association  of  the  state 
from  which  the  manuscript  originated. 


=- 
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HIGHLIGHTS 


WASHIMGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  SEATTLE,  WflSHINGTDN  98105 


• WSMA  endorses  Patient  Care 
Appraisal  — Editorial 

• Tacoma  pediatrician  commended 
for  community  service— Spotlight 

• Alaska  to  get  health  manpower 
assistance 


OL.  5,  NO.  2 


MARCH,  1972 


REGIONAL  CANCER  CENTER  APPROVED 


UNDS  TO  INITIATE 
IVE  NEW  PROJECTS 

A total  of  $1,661,333  was  awarded 
//ARMP  this  year  to  fund  its  new  and 
ontinuing  activities  developed  by 
ealth  professionals  and  laymen  to 
emonstrate  methods  of  improving 
ealth  care  delivery. 

The  grant  is  a 10%  increase  over 
ist  year’s  budget  and  will  be  used  to 
jpport  efforts  in  the  following  areas: 
eart  and  kidney  disease  control, 
ancer,  stroke,  continuing  education 
nd  community  health  services. 

New  projects  being  funded  are 
laska  Allied  Health  Care,  Alaska 
anpower  Corp.  (see  pg.  2),  Stroke 
pecialist  Nurse,  Seattle  Urban  In- 
lan  Health  Clinic  (funds  for  adminis- 
ation  purposes),  and  vital  statistics 
reject  in  the  Kidney  Disease  Pro- 
ram. 


A regional  cancer  research  center 
will  be  built  in  Seattle  with  funds  from 
a $5  million  award  from  the  U.  S.  De- 
partment of  Health,  Education  and 
Welfare. 

The  RMP  National  Advisory  Coun- 
cil, which  reviewed  the  application  for 
the  grant,  recommended  approval  last 
month.  Announcement  of  the  award 
was  made  by  Washington  Senator 
Warren  G.  Magnuson. 

This  funding  action  culminated  six 
years  of  planning  for  a cancer  facility 
by  the  Pacific  N.W.  Research  Founda- 
tion and  other  interested  individuals 
and  groups. 

Named  the  “Fred  Hutchinson  Can- 
cer Research  Center,”  the  new  facil- 
ity will  engage  in  basic  and  clinical 
research  and  in  educational  pro- 
grams with  other  institutions,  agen- 


cies and  hospitals.  It  will  also  develop 
a cancer  data  information  network 
for  professionals  and  laymen. 

The  Center  will  not  compete  with 
care  of  cancer  patients  in  the  region, 
and  will  accept  only  those  patients 
whose  cancer  is  related  to  specific 
research  being  done  there.  Patients 
at  the  Center  will  have  the  benefit  of 
specialized  knowledge  and  expertise, 
as  well  as  a multi-disciplinary  team 
approach. 

The  six-story  structure,  to  be  lo- 
cated next  to  Swedish  Hospital,  will 
be  unique  in  that  it  is  being  funded 
by  RMP  and,  therefore,  must  meet  re- 
gional needs  in  Washington,  Oregon, 
Idaho,  Alaska  and  Montana.  Impor- 
continued  page  4 


SCENES  IN  A FILM  on  hospital  shar- 
ing arrangements  were  taken  at  Wil- 
lapa  Harbor  Hospital  in  South  Bend 
last  month  by  W/ARMP.  Principals 
were  staffs  of  Willapa  Harbor  and 
Virginia  Mason  hospitals  which 
formed  a cooperative  relationship  re- 
sulting in  an  improved  hospital  formu- 
lary for  Willapa  Harbor,  staff  ex- 
changes, consultant  services  and 
other  benefits.  The  W/ARMP  Commu- 
nity Health  Services  staff,  headed  by 
Ron  Hammett,  will  show  the  film  to 
interested  groups  and  discuss  sharing 
arrangements.  From  left  are  Robert 
Boyle,  VM  assistant  administrator; 
Gerald  Baker,  Willapa  Harbor,  and 
Austin  Ross,  VM,  both  administrators. 


W7ARMF  SPOTLIGHT 


For  eight  years,  Dr.  George  Tan- 
bara,  Tacoma  pediatrician,  was  so 
busy  he  couldn't  accept  any  new  pa- 
tients. A month  ago  he  added  a Pedi- 
atric Nurse  Asso- 
ciate to  help  him 
with  physical  ex- 
ams and  other 
time  - consuming, 
routine  proce- 
dures. Now,  he 
says  he  can  see 
“anyone  who 
walks  in  the  door.” 
‘The  other  phy- 
sicians don’t  know 
what  they’re  missing,”  Dr.  Tanbara 
said,  when  asked  how  he  liked  having 
the  extra  “nursepower.” 

Expanded  use  of  allied  health  per- 
sonnel is  just  one  of  the  many 
“causes”  that  Dr.  Tanbara  is  promot- 
ing. Active  in  helping  underprivileged 
and  low-income  families  receive  med- 
ical care  and  gain  entry  into  the 
health  delivery  system,  he  was  instru- 
mental in  establishing  a free  clinic  in 
the  lowest  income  section  in  Pierce 
County.  The  East- 
side  Clinic,  open 
one  night  a week 
and  voluntarily 
staffed  by  Dr.  Tan- 
bara  and  Dr. 
George  Race, 
serves  an  area  of 
4,000  residents 
and  often  has  as 
many  as  80  per- 
sons in  the  waiting 
room.  The  clinic  also  helps  patients 
get  financial  aid  from  public  and  pri- 
vate sources. 


Screening,  education  and  counsel- 
ing for  sickle  cell  anemia  are  other 
interests  of  the  Tacoma  physician 
who  heads  a medical  advisory  group 
involved  in  this  effort.  Voluntary 
screening  and  counseling  programs 
are  already  underway  in  Tacoma 
Schools. 

Since  1954,  when  Dr.  Tanbara 
opened  his  one-man  office  at  the  Ta- 
coma Medical  Center,  the  community 
has  benefitted  by  his  gentle,  but  effec- 
tive leadership  in  civic  health  and 
welfare  projects.  The  Washington 
State  Medical  Association  recognized 
his  contributions  and  presented  him 
with  a “Community  Service  Award” 
in  1971. 


A guardian  of  living  standards  for 
minority  and  poverty  groups,  he 
served  on  a civic  commission  which 
obtained  significant  improvements  in 
central  area  housing,  such  as  elevat- 
ing dwelling  standards,  establishing 


NEW  HEALTH  PERSONNEL  DUE  ALASKA! 


The  Alaska  Health  Manpower  Corp. 
is  moving  ahead  with  its  plan  to  dem- 
onstrate a practical  and  acceptable 
method  for  supplying  health  personnel 
to  medically-deprived  communities. 

Two  staff  members  have  been  hired 
to  coordinate  the  activities  of  the  cor- 
poration, funded  by  the  RMP,  and  ap- 
plication has  been  made  to  the  Na- 
tional Health  Service  Corps  for  a phy- 
sician and  two  medical  assistants. 

Project  Coordinator  is  William 
De’ak,  M.D.,  who  will  assume  his  new 
post  August  1.  In  the  meantime,  Lois 
Pillifant,  his  administrative  assistant, 
is  serving  as  Acting  Coordinator  in 
Anchorage. 

Dr.  De’ak  is  completing  his  work  at 
the  State  University  of  New  York 
where  he  developed  a training  pro- 
gram for  physicians’  assistants.  Prior 


an  open  housing  code  and  acquiring 
new  housing  for  the  residents. 

He  is  also  chairman  of  the  subcom- 
mittee of  the  Pierce  County  Medical 
Society  to  develop  an  ambulatory 
care  center  in  Tacoma’s  central  area. 
Planning  monies  are  being  provided 
by  W/ARMP. 

Interested  in 
changes  on  the 
medical  care  hori- 
zon, he  regularly 
attends  work- 
shops and  meet- 
ings regarding 
proposed  legisla- 
tion, including 
Health  Mainten- 
ance Organiza- 
tions. Dr.  Tanbara 
frankly  admits,  however,  that  he  is 
looking  out  for  the  solo  practitioner,  a 
role  which  he  thinks  should  be  pre- 
served. At  the  same  time  he  sees  ways 
to  improve  the  system. 

Greater  use  of  allied  health  person- 
nel is  a “must,”  he  feels.  Besides  hav- 
ing the  only  Pediatric  Nurse  Asso- 
ciate in  Tacoma,  he  is  training  a sec- 
retary from  the  Tacoma  Community 
College  and  two  medical  assistants 
from  Clover  Park  Vocational  School 
in  his  office. 

The  Portland  native  was  graduated 
from  the  U.  of  Minnesota  Medical 
School  in  1951,  interned  at  Harbor- 
view  Hospital  and  completed  a resi- 
dency there  and  at  Children’s  Ortho- 
pedic Hospital.  He’s  a fellow  of  the 
American  Academy  of  Pediatricians. 

He  and  his  wife  have  four  children, 
a boy,  19  and  three  girls,  17,  15,  and  8. 

When  the  Tacoma  medical  commu- 
nity says,  “Let  George  do  it,”  they 
probably  mean  George  Tanbara.  They 
know  he’ll  get  the  job  done. 


to  that  he  headed  the  Yukon-Kusho-I 
kwim  Health  Corp.,  in  Bethel,  Alaska.! 

The  two  physicians’  assistants  from 
the  National  Health  Service  Corps  will, 
be  assigned  to  live  in  remote  villages 
where  they  will  provide  routine  and 
emergency  care.  They  will  be  superj 
vised  by  the  National  Health  Servic 
physician  who  will  maintain  contact| 
by  phone,  radio  or  personal  visits. 

The  physician  will  also  give  direc-j 
service  while  visiting  the  villages  anc 
will  coordinate  the  work  of  the  assist 
ants  with  the  visiting  public  health 
nurse,  Alaska  Native  Health  Service 
field  staff  and  others. 

Initially,  two  or  three  communitie.| 
will  participate  in  the  experimenta 
stage  of  the  project,  but  it  is  hopetl 
that  the  system  for  utilizing  paramedj 
ical  personnel  may  be  applied  else! 
where  in  Alaska,  according  to  Dr.  Pat] 
Eneboe,  project  director. 

The  Corporation  has  also  arrange^ 
for  seven  Medex  to  assist  physician 
in  Anchorage,  Fairbanks,  Nome  an 
Kenai.  They  are  expected  to  be  o 
the  job  some  time  this  month,  said  Di 
Eneboe. 

Other  progress  includes  the  first  ir' 
clusive  survey  of  active  and  inactivi 
health  manpower  in  Alaska. 

Members  of  the  Corporation  are  a; 
so  preparing  an  application  for  func, 
to  develop  a state-wide  Area  Healli 
Education  Center  as  recommended 
the  Carnegie  Report  and  subsequen 
ly  included  in  the  President’s  Heali|j 
Message. 


MEDICAL  TV  SCHEDUl 


pdt  ■ 

frc 


MARCH  14— Stroke  Rehabilitation, 
Evaluation 

MARCH  21, 28-Stroke  Rehabilitatio 
Retraining 

APRIL  4— “Live”  wrap-up.  Participar 
answer  phone-in  questions 
viewers. 

Course  instructors  for  this  serii 
are  Drs.  Donald  R.  Silverman  ai 
Walter  C.  Stolov. 

APRIL  11— Crisis  Nursing 
APRIL  18— Medex  Program  I 
APRIL  25— Medex  Program  II 
MAY  2,  9,  16,  23— Series’  subject  to  J 
announced. 

All  above  programs  are  broadc  t 
at  7:30  a.m.  and  repeated  at  8:00  a., 
and  at  10:30  or  11  p.m.  on  educatio'  I 
or  local  cable  stations  in  Washingti 
and  parts  of  Oregon  and  Idaho.  P - 
grams  are  produced  by  W ARMP. 
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00  MANY  COOKS  can’t  "spoil  this  broth"— not  when  the  recipe  is  from  "south 
f the  border"  and  prepared  by  Mexican-American  housewives.  Here  the  cooks 
re  showing  dietician  Maryann  Fuess,  right,  of  the  BMP  Community  Health 
ervices  staff,  a popular  dish  among  migrant  workers  in  Mt.  Vernon.  The  women 
re  members  of  an  advisory  group  in  a nutrition  education  program  coordinated 
y Miss  Fuess,  who  is  helping  them  develop  economical  and  well-balanced 
fenus  using  foods  they  prefer.  The  program  will  set  up  nutrition  education 
lasses,  a food-buying  club  and  a bilingual  food  glossary.  From  left  are:  Aurora 
alazar,  Lupe  Mejia  and  Maria  Flores. 


MERGENCY  CARE  UPGRADED  BY  MEDIC  I PROGRAM 


When  Seattle’s  first  mobile  inten- 
ve/coronary  care  unit  has  its  sec- 
id  birthday  this  month,  it’ll  be  cele- 
'ating  much  more  than  its  life-saving 
!Cord. 

Nicknamed  “Medic  I’’  by  the  Seat- 
i Fire  Department,  this  well-known 
irdiac  aid  vehicle  makes  about  250 
ills  a month.  During  its  first  18 
onths,  the  crew  “saved”  66  lives,  42 
Dm  ventricular  fibrillation. 

In  addition  to  the  statistics  which 
ipport  the  capabilities  of  the  unit, 
pledic  I”  has  focused  attention  on  all 
;.pects  of  emergency  transportation 
jid  care,  and  has  resulted  in  a gen- 
al  upgrading  of  equipment  and  train- 
ig.  Improvements  have  also  been 
ade  in  laws  governing  paramedical 
.irsonnel’s  involvement  in  emer- 
I'ncy  care. 

Many  Washington  State  communi- 
|!S,  including  Yakima,  Bellevue, 
igle  Lake,  Burien  and  Tacoma,  have 
iirchased  vehicles  which  are  identi- 
'I  or  similar  to  the  “bubble-top” 
Jdic  I van.  The  Seattle  Fire  Depart- 
Jnt  has  replaced  its  10  aid  cars  with 
idic  I units  designed  to  carry  car- 
3C  equipment  and  personnel. 

Other  cities  in  the  U.S.,  and  even 
■ Canada  and  Mexico,  have  re- 
ested  information  about  setting  up 
'^edic  I system  or  have  sent  visitors 
observe  the  operation. 

Interest  in  cardio-pulmonary  resus- 
ation  training  for  the  public  has 


skyrocketed  as  a result  of  Medic  I’s 
popularity.  At  least  10,000  persons 
have  taken  the  three-hour  class 
taught  by  the  Medic  I crew  in  C-PR 
since  last  October. 

Advanced  emergency  care  courses 
for  ambulance  attendants,  firemen 
and  policemen  and  others  involved  in 
rescue  and  first  aid  have  been  devel- 
oped by  the  Seattle  Fire  Department, 
and  Harborview  Medical  Center  phy- 
sicians. Included  are  85  hours  of  lec- 
tures, plus  laboratory,  morgue  and 
emergency  room  experience.  Similar 
“Emergency  Medical  Technician’’ 
courses  are  also  being  offered  at 
community  colleges  in  Puget  Sound. 

Training  for  the  Medic  I staff  has 
been  expanded  to  a 500-hour  program 
including  all  types  of  care,  such  as 
trauma,  child  birth,  multiple  fractures 
and  psychological  crises. 

Thirty  firemen  have  completed  the 
comprehensive  Medic  I training  and 
20  more  will  graduate  in  June. 

Support  of  the  Medic  I operation  is 
another  success  story  in  itself.  Initial- 
ly, funding  came  from  W/ARMP,  the 
Washington  State  Health  Department 
and  Heart  Association.  Public  dona- 
tions, prompted  by  a fund-raising 
drive  last  year,  have  reached  an  ex- 
cess of  $200,000,  and  memorials  are 
still  being  received.  C-PR  classes  are 
being  funded  by  the  Seattle  Rotary 
Club  and  the  Washington  State  Heart 
Association. 


GROUPS  GET  FUNDS 
TO  DEVELOP  HMOS 

First  of  the  1972  grants  for  planning 
and  development  of  Health  Mainte- 
ance  Organizations  (HMOs)  in  Wash- 
ington State  were  announced  recently 
by  David  W.  Johnson,  M.D.,  Regional 
Health  Director  of  HEW  Region  X. 

The  Puget  Sound  Health  Care  Corp. 
in  Tacoma  was  awarded  $96,200  and 
Bainbridge  Island  HMO,  Inc.  received 
$25,900. 

Each  will  develop  a different  form 
of  HMO.  The  Tacoma  plan  will  be  hos- 
pital-based, directed  by  a community 
board  to  serve  an  urban  area.  The 
Bainbridge  Island  HMO  will  serve  a 
small,  rural  area  and  will  be  directed 
by  physicians  in  group  practice. 

Last  year.  Group  Health  Coopera- 
tive of  Puget  Sound  received  a re- 
gional grant  for  development  of  an 
HMO  in  Olympia,  plus  a national  grant 
to  develop  a consumer-cooperative 
model. 

Currently,  three  more  applications 
for  grants  from  Washington  State  and 
several  applications  from  Alaskan 
groups  are  anticipated. 

HMOs,  which  received  impetus 
from  the  President  in  his  1971  Health 
Message,  are  an  organised  system  of 
health  care  providing  specific  com- 
prehensive health  care  services  to 
voluntarily  enrolled  subscribers  who 
pay  a pre-determined  annual  fee. 

These  pre-paid  health  plans  can  be 
organized  and  sponsored  by  medical 
foundations,  community  groups,  labor 
unions,  governmental  units,  profit  and 
non-profit  groups  allied  with  an  insur- 
ance company  or  some  other  financ- 
ing institution. 

One  advantage  claimed  is  that 
HMOs  would  promote  preventive 
medicine  since  they  have  a financial 
stake  in  keeping  the  patient  in  good 
health,  as  they  operate  on  fixed  fees. 
The  expectation  is  that  this  would  im- 
prove efficiency,  shorten  hospitaliza- 
tion and  provide  better  and  expanded 
use  of  paramedical  personnel. 

No  bills  have  yet  emerged  from 
Congress  to  provide  specific  authori- 
zation or  funding  for  HMOs  but  HEW’s 
Health  Services  and  Mental  Health 
Administration,  is  already  allocating 
dollars,  taken  from  other  programs, 
for  planning  and  development. 

The  RMP  role  will  be  to  interpret  the 
HMO  concept,  to  help  with  planning 
upon  request,  and  to  develop  tech- 
niques for  measuring  the  quality  of 
care.  Nationally,  $16  million  of  RMP 
funds  for  1972  have  been  allocated 
for  this  assistance. 
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EDITORIAL 


by  Peter  T.  Brooks,  M.D.,  President, 
Washington  State  Medical  Association 

After  long  and  thoughtful  consideration 
of  all  continuing  education  avenues  open 
to  physicians,  the  WSMA  Continuing  Med- 
ical Education  Committee  has  decided 
that  the  gradual  state-wide  application  of 
Patient  Care  Appraisal  be  its  primary  tar- 
get responsibility.  It  is  most  important  that 
all  physicians  fully  understand  first,  what 
PCA  really  is  and,  secondly,  the  objectives 
that  can  and  must  be  met  by  it. 

PCA  for  continuing  education  is  a proc- 
ess of  comparing  care  with  guidelines  gen- 
erated by  physicians  for  use  in  their  own 
hospitals.  Guidelines  are  also  available 
from  sources  such  as  the  Professional 
Activities  Study-Medical  Audit  program  in 
Ann  Arbor,  Michigan. 

PCA.  then,  is  designed  to  provide  the 
data  base  for  continuing  medical  educa- 
tion in  hospitals  and  physicians’  offices. 
(A  voluntary  audit  of  physicians’  office 
practices  is  being  conducted  in  West  Vir- 
ginia.) 

The  guidelines  are  used  by  the  PCA 
Committee  of  the  hospital  to  evaluate  the 
treatment  of  certain  disease  entities.  If 
deficiencies  in  any  treatment  program  be- 
come apparent,  then  it  becomes  obvious 
where  the  need  lies  for  continuing  staff 
education. 

After  appropriate  educational  programs 
have  been  undertaken,  reappraisal  of  re- 
sults can  be  made  and  the  effectiveness 
of  the  educational  effort  ascertained. 

This  is  a capsule  description  of  PCA. 
WSMA,  through  a TV  series  produced  by 
W/ARMP,  will  provide  a careful,  in-depth 
review  of  the  concept.  Everyone  should 
then  have  a better  understanding  of  it, 
and  then  implementation,  as  it  may  apply 
to  each  hospital,  could  be  relatively  easy 
and  effective. 

The  first  program  will  be  a documentary 
report  on  the  experiences  that  several  Se- 
attle and  Spokane  hospitals  are  having 
with  this  method  of  care  appraisal. 

The  second  program  will  guide  a hypo- 
thetical small  hospital  staff  through  the 
procedure  of  selecting  those  criteria 
which  they  think  essential  for  the  care  of 
a given  common  patient  care  problem  in 
their  hospital. 

The  third  in  the  series  will  explore  an 
educational  strategy  to  meet  the  docu- 
mented deficits. 

Why  should  we  go  through  this  process? 
Perhaps  the  following  two  reasons  will 
satisfactorily  explain  this  and  the  need  for 
general  cooperation. 

No  one  denies,  with  the  rapid  explosion 
in  medical  knowledge,  that  simply  the 
completion  of  medical  school,  internship, 
for  some  a residency,  and  then  licensure, 
is  no  longer  enough  education  for  the 
practicing  physician. 

Continuing  medical  education  has  been 
fragmented  into  specialty  interests  and 
short  general  refresher  courses.  Present 
educational  practice  has  not  yet  formu- 
lated objectives  in  relationship  to  specific 
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LIBRARY  ADDS  FAST  JOURNAL  SERVICE 

Physicians,  nurses  and  other  health  MEDLINE  will  soon  have  access  to  T 


personnel  can  obtain  citations  to  jour- 
nal articles  pertaining  to  specific  med- 
ical subjects  in  one  day  through  a 
new  service  of  the  Pacific  Northwest 
Regional  Health  Sciences  Library. 

To  initiate  the'  instant  search,  one 
simply  fills  out  a brief  form  and  mails 
the  information,  or  phones,  if  urgent, 
to  the  P.N.  Regional  Health  Sciences 
Library  in  Seattle. 

The  searches  uses  a typewriter-like 
terminal  to  “call”  the  computer  at  the 
National  Library  of  Medicine  in  Beth- 
esda,  Maryland. 

This  new  service,  dubbed  MED- 
LINE meaning  MEDLARS  “on-line” 
for  immediate  contact  with  the  Medi- 
cal Literature  Analysis  and  Retrieval 
System,  allows  a two-way  exchange 
between  the  searcher  and  the  compu- 
ter to  obtain  relevant  information. 

For  example,  the  searcher  may 
learn  that  there  are  hundreds  of  cita- 
tions on  a specific  subject,  in  which 
case  she  may  wish  to  have  only  the  10 
most  recent  titles. 

The  computer  then  transmits  this 
bibliography  by  high-speed  printout 
to  the  Seattle-based  library  which,  in 
turn,  either  mails  or  phones  the  data 
to  the  requesting  person. 

To  obtain  copies  of  the  articles,  the 
person  may  check  his  personal  col- 
lection, his  hospital  library  or  college 
or  university  holdings. 

“The  Regional  Health  Sciences  Li- 
brary serves  as  a backup  if  articles 
aren’t  available  locally,”  said  Jim 
Ekendahl,  assistant  director.  “We  are 
encouraged  that  hospital  libraries  are 
increasing  their  inventory  and  provid- 
ing better  service  to  users.” 


goals  or  needs.  There  are  no  methods  now 
available  to  demonstrate  the  effectiveness 
of  the  majority  of  current  programs. 

It  is  felt  that  PCA  offers  an  excellent 
way  to  define  educational  needs,  to  take 
rational  measures  to  fulfill  the  needs,  and 
then  to  evaluate  the  results  of  the  educa- 
tional process. 

A second  reason  for  establishing  PCA 
is  to  develop  data  to  show  legislators  and 
the  public,  who  are  concerned  more  and 
more  with  the  quality  of  care,  that  steps 
are  being  taken  to  assure  continuing  com- 
petence of  the  practicing  physician. 

We  are  being  questioned — and  rightly — 
in  this  regard,  and  PCA  is  so  far  one  of 
the  best  ways  to  demonstrate  our  will  and 
ability  to  keep  up  with  change  in  the  med- 
ical world.  PCA  deserves  everyone’s  sup- 
port! ' 

(Editor’s  Note:  Personnel  is  available 
through  the  WSMA  to  assist  hospitals 
institute  PCA.  For  more  information, 
contact  Dr.  Bill  Johnson,  do  WSMA, 
444  N.E.  Ravenna  Blvd.,  Seattle  98115, 
phone  LA  3-9110.) 


400,000  citations  from  1,000  journals,  ' 
he  said.  “These  journals  will  be  the  ; 
cream  of  the  crop.” 

Two  other  search  capabilities  of- 
fered by  the  PNRHSL  are  the  MED-  | 
LARS,  which  requires  two  or  four  y 
weeks  for  retrieval  but  has  access  to  I 
more  than  a million  citations,  andfl' 
AIM-TWX,  a popular  on-line  service 
with  access  to  122  clinical  journals.  L 


BMP  RESULTS  is  published  by  the  | 

Washington/Alaska  Regional  Medical  Program 

500  University  District  Building  X 

Seattle,  Washington  98105  I 

543-8540  I 

Donal  R.  Sparkman,  M.D.  — Director  1 

Marion  Hoff  Johnson  — Editor  r 

Shirley  I.  Cannon  — Assistant  Editor  "i 


REGIONAL  CANCER  conf.  from pg.f[i 

tant  function  of  the  Center  will  be  tc 
serve  as  a focal  point  for  a coordinat- 
ed, cooperative  cancer  program  ir 
these  five  states.  i, 

The  Center’s  “outreach”  efforts  irj 
improving  cancer  care  throughout  thfl 
region  will  be  an  adjunct  to  the  reP 
search  going  on  within  its  own  wallsJ 
Key  vehicle  for  accomplishing  thi'l 
joint  cooperation  among  participatincl 
states  will  be  a broadly-based  Re 
gional  Cancer  Council,  which  was  rec 
ommended  by  a W/ARMP-appointet 
Task  Force. 

Plans  for  the  Council  are  being  de 
veloped  by  the  RMPs  in  the  five  state 
to  provide  a common  meeting  grouni 
for  an  interchange  of  ideas  and  dis 
semination  of  information  to  all  con 
cerned  in  cancer  programs. 

Cooperative  activities  for  the  Cer 
ter  are  planned  with  such  institution 
as  the  UW,  Virginia  Mason  Medic: 
Center  and  Children’s  Orthopedi 
Hospital  and  Medical  Center.  All  wer' 
major  contributors  in  planning  th 
Center.  | 

Others  which  have  given  their  su||| 
port  and  endorsement  to  the  Centi|l 
are;  U.  of  Oregon,  state  divisions  4 
the  American  Cancer  Society,  stal 
health  departments,  state  medical  arl 
hospital  associations,  plus  RMPs  arl 
CHPs  of  the  five  states.  I 

Construction  may  begin  next  yel 
on  the  new  building  with  completicl 
time  estimated  at  three  years.  ■ 
A 24-member  Board  of  Truste  I 
will  direct  the  activities  and  a Sciel 
tific  Board  comprised  of  physicial 
and  scientists  will  advise  on  progrrl 
content,  balance  and  priorities.  '■ 
President  and  Director  of  the  CtM 
ter  will  be  William  B.  Hutchinson,  M.  J 
brother  of  Fred  Hutchinson,  forrrjl 
Seattle  baseball  star  who  died  of  cw 
cer  at  age  45.  jl 


BMTWnLW 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 


You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 


Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2,  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


Tetanus  Prophylaxis 

GENERAL  PRINCIPLES 

I.  The  attending  physician  must  determine  for  each 
patient  with  a wound,  individually,  what  is  required 
for  adequate  prophylaxis  against  tetanus. 

II.  Regardless  of  the  active  immunization  status  of  the 
patient,  meticulous  surgical  care,  including  removal  of 
all  devitalized  tissue  and  foreign  bodies,  should  be 
provided  immediately  for  all  wounds.  Such  care  is  es- 
sential as  part  of  the  prophylaxis  against  tetanus. 

III.  Each  patient  with  a wound  should  receive  ad- 
sorbed tetanus  toxoid*  intramuscularly  at  the  time  of 
injury,  either  as  an  initial  immunizing  dose,  or  as  a 
booster  for  previous  immunization,  unless  he  has  re- 
ceived a booster  or  has  completed  his  initial  immuniza- 
tion series  within  the  past  12  months.  As  the  antigen 
concentration  varies  in  different  products,  specific  in- 
formation on  the  volume  of  a single  dose  is  provided 
on  the  label  of  the  package. 

IV.  Whether  to  provide  passive  immunization  with 
homologous  (human)  tetanus  immune  globulin  must 
be  decided  individually  for  each  patient.  The  charac- 
teristics of  the  wound,  conditions  under  which  it  was 
incurred,  and  the  previous  active  immunization  status 
of  the  patient  must  be  considered. 

V.  To  every  wounded  patient  give  a written  record  of 
the  immunization  provided,  instructing  him  to  carry 
the  record  at  all  times,  and  if  indicated,  to  complete 
active  immunization.  For  precise  tetanus  prophy- 
laxis, an  accurate  and  immediately  available  history 
regarding  previous  active  immunization  against  tetanus 
is  required. 

VI.  Basic  immunization  with  adsorbed  toxoid  requires 
three  injections.  A booster  of  adsorbed  toxoid  is  indi- 
cated 10  years  after  the  third  injection  or,  10  years 
after  an  intervening  wound  booster. 


* The  Public  Health  Service  Advisory  Committee  on  Immun- 
ization Practices  in  1969  recommended  DTP  (diphtheria  and 
tetanus  toxoids  combined  with  pertussis  vaccine)  for  basic 
immunization  in  infants  and  children  from  two  months 
through  the  sixth  year  of  age  and  Td  (combined  tetanus  and 
diphtheria  toxoids:  adult  type)  for  basic  immunization  of 

those  over  six  years  of  age.  For  the  latter  group,  Td  toxoid 
was  recommended  for  routine  or  wound  boosters,  but  pre- 
cautions against  sensitivity  to  the  diphtheria  component  were 
advised. 


If  the  patient  is  not  sensitive  to  equine  tetanus  antitoxin, 
and  if  the  decision  is  made  to  administer  it  for  passive 
immunization,  give  at  least  3,000  units. 

Do  not  administer  heterologous  antitoxin  (equine)  except 
where  tetanus  immune  globulin  (human)  is  not  available 
within  24  hours  and  only  if  the  possibility  of  tetanus  out- 
tveighs  the  danger  of  reaction  to  heterologous  tetanus  anti- 
toxin. Before  using  such  antitoxin,  question  the  patient 
for  a history  of  allergy  and  test  for  sensitivity.  If  the  pa- 
tient is  sensitive  to  heterologous  antitoxin,  do  not  use  it  as 
the  danger  of  anaphylaxis  probably  outweighs  the  danger 
of  tetanus;  rely  on  penicillin  or  oxy tetracycline.  Do  not 
attempt  desensitization  as  it  is  not  worthwhile. 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  {average  cost  of  therapy; 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  inft 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract 
factions  (primarily  cystitis,  pyelitis,  pyelonephritis)  d 
to  susceptible  organisms  (usually  £.  coli,  Klebsiel 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabit 
and,  less  frequently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  te 
are  not  always  reliable.  The  test  must  be  carefully  coor 
nated  with  bacteriologic  and  clinical  response.  When  t 
patient  is  already  taking  sulfonamides,  follow-up  cultui 
should  have  aminobenzoic  acid  added  to  the  culture  mec 
Currently,  the  increasing  frequency  of  resistant  organis 
is  a limitation  of  the  usefulness  of  antibacterial  agents 
eluding  the  sulfonamides,  especially  in  the  treatment 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in 
tients  receiving  sulfonamides  for  serious  infections  sir 
there  may  be  wide  variations  with  identical  doses;  20  rr 
100  ml  should  be  maximum  total  sulfonamide  level, 
adverse  reactions  occur  more  frequently  above  this  le\ 
Contraindications:  Hypersensitivity  to  sulfonamides, 
fants  less  than  2 months  of  age  (except  adjunctively  vi 
pyrimethamine  in  congenital  toxoplasmosis),  pregnat 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has 
been  established.  Sulfonamides  will  not  eradicate  gre 
A streptococci.  Deaths  associated  with  sulfonamide 
ministration  have  been  reported  from  hypersensiti' 
reactions,  agranulocytosis,  aplastic  anemia  and  ot 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fe\ 
pallor,  purpura  or  jaundice  may  be  early  indications 
serious  blood  disorders.  Complete  blood  counts  ; 
urinalyses  with  careful  microscopic  examination  sho 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal 
hepatic  function,  severe  allergy  or  bronchial  asthm. 
present.  In  glucose-6-phosphate  dehydrogenase-defici 
individuals,  hemolysis  (frequently  a dose-related  re 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  | 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytc 
aplastic  anemia,  thrombocytopenia,  leukopenia,  he 
lytic  anemia,  purpura,  hypoprothrombinemia,  methe 
globinemia.  A//erg/c  reactions:  Erythema  multiforme  ( 
vens-Johnson  syndrome),  generalized  skin  eruptic 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruri 
exfoliative  dermatitis,  anaphylactoid  reactions,  peric 
tal  edema,  conjunctival  and  scleral  injection,  photose 
tization,  arthralgia,  allergic  myocarditis.  Gastrointest 
reactions:  Nausea,  emesis,  abdominal  pains,  hepat 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  rt 
tions:  Headache,  peripheral  neuritis,  mental  depress 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  t 
nephrosis  with  oliguria  and  anuria.  Periarteritis  noc 
and  L.E.  phenomenon  have  occurred  with  sulfonanj 
therapy.  Sulfonamides  bear  certain  chemical  similari 
to  some  goitrogens,  diuretics  and  oral  hypoglycq 
agents.  Goiter  production,  diuresis  and  hypoglyce' 
have  occurred  rarely  in  patients  receiving  sulfonamij 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Rochej 
Nutley,  N.J.  07110 


',ute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUIIT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche* 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella- Aerobacler,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

1 

Generally  good  tolerance 

Because  of  Gantrisin’s  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1 002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 
For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser.  J.,  eta!.:  Arch.  Intern.  Med  . 128  399.  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazole/Roche* 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Tetanus  Prophylaxis,  continued 


SPECIFIC  MEASURES 

For  Previously  Immunized  Individuals 

A.  When  the  patient  has  been  actively  immunized 
within  the  past  ten  years. 

1.  To  the  great  majority  give  0.5  c.c.  of  adsorbed 
tetanus  toxoid  as  a booster  unless  it  is  certain  that  the 
patient  has  received  a booster  within  the  previous  12 
months. 

2.  To  those  with  severe,  neglected  and  old  (more  than 
24  hours)  tetanus-prone  wounds,  give  0.5  c.c.  of  ad- 
sorbed toxoid  unless  it  is  certain  that  a booster  was 
received  within  the  previous  six  months. 

B.  When  the  patient  received  active  immunization 
more  than  ten*  years  previously  and  has  not  received 
a booster  within  the  past  ten*  years. 

1.  To  the  great  majority  give  0.5  c.c.  of  adsorbed  tet- 
anus toxoid. 

2.  To  those  with  wounds  which  indicated  an  over- 
whelming possibility  that  tetanus  might  develop, 

a)  Give  0.5  c.c.  of  adsorbed  tetanus  toxoid,** 

b)  Give  250  units***  of  tetanus  immune  globulin 
(human),** 

c)  Consider  providing  oxytetracycline  or  penicillin 
prophylactically. 

For  Individuals  NOT  Previously  Immunized 

A.  With  clean  minor  wounds  in  which  tetanus  is  most 
unlikely,  give  0.5  c.c.  of  adsorbed  tetanus  toxoid 
(initial  immunizing  dose). 

B.  With  all  other  wounds 

1.  Give  0.5  c.c.  of  adsorbed  tetanus  toxoid  (initial 
immunizing  dose), 

2.  Give  250  units***  of  tetanus  immune  globulin 
(human), 

3.  Consider  providing  oxytetracycline  or  penicillin 
prophylactically. 


* Some  authorities  advise  six  rather  than  10  years,  particu- 
larly for  patients  with  severe,  neglected  and  old  tetanus-prone 
wounds  such  as  may  be  sustained  by  military  personnel  in 
combat. 

**  Use  different  syringes,  needles,  and  sites  of  injection. 

***  In  severe,  neglected  or  old  wounds,  500  units  of  tetanus 
immune  globulin  (human)  are  advisable. 

From  the  Bulletin  of  the  American  College  of  Surgeons, 

June  1971 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

♦TRADEMARK  J A 72- 1986-6 
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HOC  9-103-2 

E-Mycin®  250  mg. 

^ ({rythromycin) 


Upjohn  has  been  able 
to  reduce  the  price  of 
erythromycin  without  reducing  the  quahty  you  expect 
from  an  Upjohn  product. 


E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Keeping  quality  up 


and  cost  down 


RALEIGH  HILLS 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 


Raleigh  Hills  — Spokane 


Merle  C.  Lynch 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


PHYSICIANS 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
Psychiatrist 


C.  J.  English 
Administrator 
W.  1403  7th  Street 
Spokane,  Washington  99204 
Telephone:  (509)  624-5331 


PHYSICIANS 

Albert  S.  Weiland,  M.D. 

James  Sauer,  M.D. 
Robert  Huddleston,  M.D. 
James  Cunningham,  M.D. 
Donald  Woedtie,  M.D. 
Psychiatrist 


The  Freeman  — a 


monthly  journal  of  Ideas  on  Liberty 


Published  by  the  Foundation  for  Economic  Education,  Inc.,  a nonpolitical,  nonprofit, 
educational  champion  of  private  property,  the  free  market,  the  profit  and  loss  system, 
and  limited  government.  Any  interested  person  may  receive  its  publications  for  the  asking. 


The  Foundation  for  | 

Economic  Education,  Inc.  i 

Irvington-on-Hudson,  New  York  10533  | 

Please  add  my  name  to  FEE’s  mailing  list:  | 

Name j 

Street | 

State,  Zip  Code i 

i 


The  costs  of  Foundation 
projects  and  services, 
including  THE  FREEMAN, 
are  met  through 
voluntary  donations. 
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Old  winner, 
new  bottle. 


DBI®  phenformin  HCI 
tablets  of  25  mg. 

DBl-TD®  phenformin  HCI 
capsules  of  50  and  100  mg. 

Indications:  Stable  aault  diabetes  mellitus;  sulfo- 
nylurea failures,  primary  and  secondary;  adjunct 
to  insulin  therapy  of  unstable  diabetes  mellitus. 
Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on  in- 
sulin; acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal  dis- 
ease with  uremia;  cardiovascular  collapse  (shock); 
after  disease  states  associated  with  hypoglycemia. 
Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of 
relatively  normal  blood  and  urine  sugar,  may  re- 
sult from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohydrate 
intake.  Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate  this 
state.  Do  not  give  insulin  without  first  checking 
blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis.  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  stabilized 
on  phenformin,  or  phenformin  and  insulin,  who 
have  become  unstable.  If  electrolyte  imbalance  is 
suspected,  periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of 
;any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insu- 
lin or  a sulfonylurea  has  been  given  in  combina- 
tion with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia. 


DBl-TD 

phenformin  HCI 


Geigy 


nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 
has  been  reported,  as  have  gastrointestinal 
symptoms  such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

Distributors 


Thiswintei 
the  islets 

And  if  you  start  with  DBI-TD . . . 

there’s  once-a-day  dosage  for  many 
patients,  and  a convenient  range  of  , 
dosage  forms:  100-mg.  and  50-mg. 
capsules , and  25-mg.  DBI  tablets. 

For  sulfonylurea  failures  (primary  or 
secondary ) : Since  DBI-TD  doesn’t  | 
work  on  the  islets,  you  may  want  to  j 
add  it  to  sulfonylureas.  Or  replace 
them  entirely.  | 

Continuous  chemical  monitoring  of  blood  glucose:  DBI-TD  (timed-disintegration  capsules) 

A single  dose  of  the  controlled-release  form  produced 
a hypoglycemic  effect  apparent  in  15  minutes  and 
lasting  for  at  least  12  hours.  Patients  2,  5, 6,  7—50  mg. 
Patients  1,  3,4—100  mg. 

Blood  glucose  continuously  measured  in  seven 
ketoacidosis-resistant  diabetics  who  had  not  received 
oral  hypoglycemic  agents  or  insulin  for  48  hours; 
some  were  fasting,  others  were  fed.  Weller,  C.  and 
Linder,  M.:  Metabolism  10:669,  1961. 

Before  using  DBI-TD  or  any  oral  hypoglycemic, 
please  refer  to  the  prescribing  information  concerning 
warnings,  contraindications,  precautions  and  adverse 
reactions.  See  summary  on  preceding  page  of  this  ad. 


DBI-TD  Geigy 

phenformin  HCl 


Let’s  say  you’ve  decided  that  diet, 
weight  loss,  and  insulin  won’t  work  in 
your  adult-onset,  nonketotic  diabetic. 
You’re  considering  DBI-TD  or  a sul- 
fonylurea. Which? 

For  a new  patient,  it’s  your  choice. 
Both  lower  blood  sugar.  DBI-TD  does 
it  without  stimulating  insulin  from  the 
pancreas.  Actually,  it  may  decrease 
insulin  oversecretion. 


wl^go  to 
Langeilians? 


Interlobular 


Tissue 


Meetings  OF  MEDICAL  SOCIETIES 


Annual  — June  18-22,  1972,  San 
Francisco;  June  24-28,  1973,  New 
York;/n«e  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim;  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians— Region- 
al Meeting,  Sept.  29-30,  1972,  Seattle, 
Washington 

Oregon  Medical  Association  — Annu- 
al Meeting,  Sept.  13-17,  1972 

Washington  State  Medical  .Association  — 
.Annual  Meeting,  September  17-20, 
1972,  Seattle 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

North  Pacific  Pediatric  Society  — 105th 
Meeting,  Sept.  10-13,  1972,  Sun  River 
Lodge,  Bend 

Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

North  Pacific  Society  of  Neurology  and 
Psychiatry  — Annual  Meeting,  April 
5-8,  1972,  Salishan 
Pres.  Wolfgang  Klemperer,  Seattle 
Sec.  William  Sata,  Seattle 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
.Meeting,  May  12-13,  1972,  La  Playa 
Hotel,  Carmel,  California 
Pres.  George  Peirson,  Portland 
Sec.  Donald  R.  Silverman,  Seattle 

Northwest  Rheumatism  Society  — Annual 
Meeting,  October  5 and  7,  1972, 
Wilson  Motor  Inn,  Victoria,  B.C. 

Pres.  Kenneth  R.  WUske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Northivest  Society  of  Plastic  Surgeons  — 
.Annual  Meeting,  .April  3-4,  1972, 
Washington  Plaza  Hotel,  Seattle 
Pres.  Gilbert  Fade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Pacific  .Association  of  Pediatric  Surgeons 
— Fifth  Annual  Meeting,  June  13-16, 
1972,  Tokyo,  Japan 
Pres.  Alexander  H.  Bill,  Jr.,  Seattle 
Sec.  John  R.  Campbell,  Portland 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — Annual 
Meeting,  Nov.  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  PhoenLx 


OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  As.sembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 

Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan,- 
Nov.). 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  District  Branch  of  American  Psy- 
chiatric Association— (Jatu,Apr.,Oct. ). 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
mee  ting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct., Nov., Jan.,  through 
May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  .Anesthesiologists,  Inc. 
— 3rd  Fri.  (Oct.-April)  Portland; -May, 
Salishan;  Sept.,  Village  Green,  Cottage 
Grove 

Pres.  Paul  E.  Schaff,  Portland 
Sec.  K.  W.  Hillyer,  Eugene 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-April)  6: 30  P.M.,  Ramada  Inn, 
Portland.  Annual  .Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmology 

— 3rd  Tues.  (Oct.-April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  KUburn,  Kirkland 

Puget  Sound  Academy  of  Otolaryngology 

— 4th  Tues.  (Sept.,  Nov.,  Feb.,  Apr.) 
Annual  Meeting,  May  19-20,  1972, 
Olympic  Hotel,  Seattle 

Pres.  Roger  Lindeman,  Seattle 
Sec.  Richard  Voorhees,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Spokane  Surgical  Society  — .Annual Meet- 
ing, April  1,  1972,  Davenport  Hotel, 
Spokane 

Pres.  Robert  Jensen,  Spokane 
Sec.  Richard  Ahlquist,  Spokane 

Tacoma  Academy  of  Internal  Medicine  — 
Annual  Meeting,  March  23-24,  1972. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  General  Practice 
— Annual  Meeting,  May  1-3,  1972, 
Sea-Tac  Motor  Inn,  Seattle;  May  5-6, 
1972,  Sheraton  Waikiki,  Honolulu 
Pres.  Wayne  Zook,  Wenatchee 
Sec.  Paul  M.  Tueffers,  Seattle 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Maries,  Mar., June, Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept.-May),  members’  homes.Annu- 
al  Meeting,  May  1972,  Chinook  Hotel, 
Yakima. 

Pres.  Thomas  Mathieu,  Yakima 
Sec.  Michael  Taylor,  Yakima 
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he  got  three  new  clients^ 
four  rush  orders^ 
and  constipation. 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET"  Enema  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  bm'ning  they  can  cause.  More  physiological  in 
its  evacuation  jmttern  than  oral  laxatives,  it  is  less 
likely  to  distui’b  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  consti])ation-])rone  patients. 

Warning;;  Frecjuent  oi'  prolonged  use  of  enemas  may  result  in  deiiendenee. 

Take  only  when  needed  or  when  prescaibed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  nr  abdominal  pain  is  pi'esent.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  dii’ected  by  a physician. 

The  professional  aid  to  constipation  relief 


pliarmaceulicals J r.  b.  fleet co..  inc..  i.ynchburK,  \a.  2450.^) 
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Call  it  whatyouwill,it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Snd  Eyfud6X'(fluorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
luration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
Lised,  significant  numbers  of  lesions  recurred.^ 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
:oncentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
oegins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
;o  intense  inflammatory  response,  scaling  and  occasionally  moderate 
cenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
veeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
s stopped.  Within  two  weeks  of  discontinuing  medication,  the 
nflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
)e  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
jrune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
‘Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  Ilk,  Charles  C Thomas,  1968, 
>.  92.  3.  Belisario,  J.  C. : Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  57:14,  1968. 
k Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Clein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpi^entation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 
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PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eight-man  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
southwestern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  10th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOi- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1 ,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


GENERAL  PRACTICE  OPPORTUNITY  - To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


GENERAL  PRACTICE  OPPORTUNITY  — Active  ruraJ 

practice  close  to  Seattle-Tacoma.  Good  skiing,  boating,  fish- 
ing. Excellent  gross.  D.  A.  Tait,  M.D.,  Buckley,  Wa.  98321 


EMERGENCY  ROOM  PHYSICIAN  WANTED  - to  run 

emergency  room  service  at  McKenzie  Willamette  Memorial 
Hospital.  Congenial  physician  staff  willing  to  assist.  Guaran- 
tee by  hospital  for  9-5,  Monday  through  Friday  work  week. 
Overtime  available  for  extra  income  if  desired.  Service  is  not 
busy  now  but  is  expected  to  build  up.  Ideal  for  GP  who 
wishes  to  retire  to  40-hour  work  week,  or  young  physician 
who  wishes  to  earn  good  income  without  entanglement  and 
overhead  of  private  practice.  Emergency  room  service  is  pro- 
fessionally incorporated  for  deferred  income  and  other  advan- 
tages of  professional  incorporation.  Contact  J.  L.  Erickson, 
M.D.,  Emergency  Service,  McKenzie  Willamette  Memorial 
Hospital,  1460  “G”  Street,  Springfield,  Ore.  97477. 


GENERAL  PRACTICE,  LOCUM  TENENS  - is  avaU- 

able  May  through  June  1972.  May  lead  to  association  or  part- 
nership. Also  rental  office  space  available,  ample  parking  and 
2 blocks  to  hospital.  M.  E.  McIntyre,  M.D.,  950  Patterson, 
Eugene,  Ore.  97401,  phone  (503)  343-9276. 


ANOTHER  FAMILY  PHYSICIAN  IS  NEEDED  - on 

beautiful  Puget  Sound  residential  island;  15  minutes  to  3 met- 
ropolitan areas.  Concerned  population  working  to  find  addi- 
tional care  for  6,000  permanent  and  10,000  summer  residents. 
Please  contact  Physician  Recruitment  Committee,  Mrs.  Thos. 
E.  Douglas,  Rt.  1,  Box  417,  Burton,  Wa.  98013,  phone  (206) 
463-9815. 


SITUATIONS  WANTED 


MEDICAL  SECRETARIAL  SERVICE  — Serving  Beav- 
erton, Aloha,  Raleigh  Hills,  Ore.  Nine  years  experience.  9 
years  experience.  649-2876  or  649-2379  after  4 p.m.,  A. 
Gillespie. 


AVAILABLE  FOR  LOCUMS  JULY  AND  AUGUST - 

Prefer  busy  general  practice.  Considerable  experience  in  Ob- 
Gyn.  Also  available  any  time  in  next  two  years  for  up  to  two 
months  at  a time.  U.W.  grad.,  Washington  licensed.  Charles  A. 
Pilcher,  M.D.,  1022  Mountain  Drive,  Oak  Harbor,  Wa.  98277 


PHYSICIAN’S  ASSISTANT  — Surgical  assistant  with  15 
years  experience  as  operating  room  technician  desires  position 
with  surgeon.  Background  in  general,  thoracic,  orthopedic 
and  neurosurgery.  Accredited  by  Oregon  State  Board  of  Med- 
ical Examiners,  so  reciprocity  a consideration.  For  additional 
information,  contact  H.  M.  Schaur,  297  No.  Second  Court, 
Coos  Bay,  Ore.  97420 


WELL-QUALIFIED  MALE  LAB  TECH  — Wants  to  hear 

from  doctors  in  small  hospital  or  who  are  interested  in  open- 
ing up  medical  lab  privately  or  jointly.  Presently  doing  so- 
phisticated lab  work  in  large  laboratory.  Write  Box  35-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


RECENTGRAD.  WITH  1 YR.  INT.MED.-  wants  work 
with  Seattle  area  G.  P.  or  Internist,  full/part  time.  Wash,  li- 
cense. Begin  7/2/72.  Michael  Doman,  M.D.,  U.  of  Ore.  Med. 
School,  Portland  97201. 


OFFICE  SPACE 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 

OFFICE  SPACE  AVAILABLE  - 1 ,128  sq.  ft.,  air-condi- 
tioned, x-ray  room,  attractive  brick  building.  Three  miles  NW 
Lynnwood  (Meadowdale).  Physician  returning  to  Africa. 
Contact  Harold  Sogn,  DX>JS.,  743-0100  or  Jack  Wilson,  D.D.S., 
774-6533.  Edmonds,  Wa. 


CAMERA  FOR  SALE 


CORET  AUTOMATIC  ELECTRONIC  FLASH  CAM- 
ERA — with  multiple  applicators.  Excellent  for  dermatology 
surgery,  tumor  clinic  records,  gross  pathology.  Originally 
$349,  sale  price  $200.  Reason  for  sale  is  retirement.  C.  P. 
Wilson,  M.D.,  Veterans  Adm.  Hospital,  Roseburg,  Ore.  97470 


REAL  ESTATE 


YOUNG  14  ACRE  CHERRY  ORCHARD  — in  the  low- 
er Yakima  Valley.  Presently  operated  by  middle-aged  couple 
anxious  to  remain  in  house.  Small  trees  now  net  $10,000  - 
$15,000  per  year.  Will  double  as  trees  mature.  FuUy  equip- 
ped with  automatic  orchard  heating  system,  sprinkler  irriga- 
tion, tractor,  mower,  etc.  $65,000.  Cash  preferred  but  owner 
will  finance  if  necessary.  Retiring  in  few  years  is  reason  for 
selling.  Write  Mr.  Jack  Blunk,  Grandview,  Wa.,  or  call  (509) 
882-2515. 
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Breahthe 
ulcer  citniil 
to  hyperacidity, 

hypermotiiity  and 
uicer  pain. 


To-BantMne 

•ropantheline  bromide 

Relief  Factor  in  Peptic  Ulcer 


Vorry,  frustration,  job  pressure — all 
et  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine”insulates"  the  stom- 
ch,  the  duodenum  and  the  lower 
ntestinal  tract — the  sites  where 
bese  destructive  currents  take  their 
oil. 

This  "insulation”  helps  block  ex- 
essive  enteric  activity  and  acidity, 
lius  helping  to  provide  the  proper 
nvironment  for  the  healing  of  pep- 
ic  ulcers. 

It's  nice  to  know  that  Pro-Banthine 


I 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids . 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotiiity  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curore-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eltects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. 


SEARLE 


Research  in  the  Service  ol  Medicine 

Distributed  by  G.  D.  Searle  & Co.,  P.  O.  Box  51 1 0,  Chicago,  Illinois  60680 
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Important  Note:  This  drug  is  not  a simple  analgesic. 
Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients:  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia:  history  or  presence  of  drug  allergy:  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction: 
hypertension;  thyroid  disease:  systemic  edema: 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug:  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tioris.  Carefully  Instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  Is 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS.  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis.  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo-  j 
lytic  anemia,  anemia  due  to  blood  loss  including  I 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia  I 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema,  i 
plasma  dilution,  respiratory  alkalosis,  metabolic  ^ 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may  | 
or  may  not  be  prominent),  petechiae,  purpura  without  ‘ 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum 
erythema  multiforme,  Stevens^ohnson  syndrome. 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity, 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  rena 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  o 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goitei 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  compiete  details,  including  dosage,  please  see 
lull  prescribing  information. 


GEIGY  Pharmaceuticals 
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TA.835* -9 


Racet  Cream  is 
hdochlorhydrexyquin 

3.0% 

and  hydrocortisone 

as% 

ina  baseofstea  ricacid.cety  I alcohol,  pet  ro  la  turn.  polyoxyl40stearate,sorbitol,propyleneglycol,methylparaben,propylparaben,heatheraromaand  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  ( It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  ( It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  it’s  economical,  too. 


Brief  Summary: 

Contraindications:  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions;  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 
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To  get  the  water  out 
in  edema* 

To  lower  blood  pressure 
in  hypertension* 

lb  spare  potassium 
in  both 

There’s 

Dyazide 

of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

'Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy:  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  'Dyazide'  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 

Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 

Accordingly,  check  serum  potassium  during  therapy,  partic- 
ulariy  in  patients  with  suspected  or  confirmed  renal  insuf- 
ficiency (e.g.,  certain  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  'Dyazide',  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
pertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Accurate  Identification  of  Drugs 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Last  April,  my  editorial  “Coded-imprint  Drug  Iden- 
tification” pointed  out  that  13  of  the  72  manufactur- 
ers providing  illustrations  in  the  1971  PHYSICIAN’S 
DESK  REFERENCE  utilized  coded  imprints  on  their 
products  to  aid  in  identification  of  unknowns  — be 
they  involved  in  accidental  ingestions,  suicide  attempts 
or  simply  calls  for  prescription  renewals.  The  recently 
arrived  1972  PDR  includes  illustrations  by  78  manu- 
facturers; but  this  year  26  are  utilizing  coded  imprints 
on  one  or  more  of  their  product  illustrations  — 100 
percent  increment!  Moreover,  several  other  compa- 
nies — Eaton,  Norwich,  Dupont  — which  do  not  illus- 
trate, also  utilize  coded  imprints  derived  from  the 
National  Drug  Code. 

Physicians’ awareness  of  this  potential  for  achieving 
accurate  identification  of  unknowns  can  avoid  total 
reliance  on  bottle  labels  or  prescription  numbers.  Just 
last  week  we  saw  a child  being  treated  for  an  ingestion 
in  line  with  the  container  label  of  estrogens.  The  im- 
print refuted  that  product  — as  did  the  child  who  had 
just  consumed  the  same  with  the  former  indicating 
barbiturate  and  the  latter  evidencing  impending  coma. 
Remember:  federal  legislation  has  been  introduced 

for  imprints  to  be  included  on  all  solid  medication 
forms.  Here  is  yet  another  chance  for  the  physician  to 
act  on  the  basis  of  accurate  information  rather  than  a 
calculated  guesstimate. 

Sincerely, 

WILLIAM  0.  ROBERTSON,  M.D. 

Usefulness  is  Not  Enough 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Nothing  during  my  long  membership  on  the  Editor- 
ial Advisory  Boar.d  has  been  more  interesting  than 
your  recent  communication  about  one  of  the  manu- 


scripts I was  asked  to  evaluate.  From  your  letter  to 
the  members  of  the  review  committee  1 understand 
there  was  some  disagreement  and  possibly  some  mis- 
understanding. Perhaps  others  felt  that  you  had  over- 
emphasized the  “usefulness”  of  the  information  pro- 
vided by  the  author.  I did  not  get  that  impression.  If 
our  reading  were  limited  exclusively  to  those  articles 
which  are  useful  to  us,  we  would  be  eliminating  much 
that  is  interesting,  broadening,  and  worthwhile  for  its 
new  concepts,  insights,  and  literary  style.  I am  sure 
you  would  agree. 

I cannot  help  but  refer  to  the  constant  problem  my 
wife  is  facing,  especially  in  recent  years.  She  teaches 
senior  English  in  high  school.  Frequently  students 
who  intend  to  pursue  careers  in  science,  engineering, 
or  medicine,  are  virtually  illiterate.  They  refuse  to  see 
that  the  study  of  English  has  anything  to  do  with  the 
study  of  science.  Unfortunately,  many  of  our  science 
teachers,  and  more  specifically  medical  school  educa- 
tors who  are  exposing  our  young  high  school  students 
to  careers  in  medicine,  are  guilty  of  fostering  this 
notion. 

Further,  1 do  not  feel  that  an  author  should  be 
criticized  for  being  enthusiastic  about  his  subject,  un- 
less he  forfeits  accuracy  or  is  blinded  to  negative 
factors. 

Finally,  it  appears  that  some  of  the  criticism  is 
subjective.  That  is  unfortunate. 

Sincerely, 

CARL  G.  ASHLEY,  M.D. 

Probably  very  few  are  aware  of  the  contribution 
being  made  by  members  of  the  Editorial  Advisory 
Board  or  of  their  signal  interest  in  quality  of  the 
scientific  material  selected  for  publication  in  this 
journal.  The  Board  works.  It  is  not  just  a list  of 
names  on  the  masthead.  Review  reports  always  give 
evidence  of  careful  reading  and  sound  judgment. 
They  are  usually  in  agreement  on  the  value  of  a manu- 
script. Disagreements,  although  infrequent,  can  some- 
times stimulate  thoughtful,  helpful  comment.  Dr. 
Ashley’s  letter  illustrates.  Ed. 

Forum  continued  on  page  266 
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Something  new 
in  ampicillin 
therapy: 


low  cost 


Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


I 


BRISTOL 


BRISTOL  LABORATORIES  ^ 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201  V; 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


Forum  continued  from  page  264 

Automated  Medical  History 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE; 

The  paper  by  Yarnall,  et  al.,  in  the  March  issue  of 
NORTHWEST  MEDICINE,  enthusiastically  reports  a fav- 
orable experience  with  medical  histories  obtained  by 
use  of  a computer.  Our  experience  with  the  same 
machine  was  somewhat  different.  In  August,  1970, 
a computer  terminal  was  placed  in  The  Mason  Clinic 
on  a trial  basis.  The  agreement  was  to  lease  the  sys- 
tem for  twelve  months  at  a cost  of  $500.00  a month, 
which  fee  would  allow  for  one  hundred  histories 
(individual  cost  $5.00  per  history).  For  a number  of 
reasons,  no  more  than  fifty  histories  were  ever  obtain- 
ed in  any  one  month.  After  nine  months,  the  terminal 
was  used  so  infrequently  that  it  was  removed. 

During  this  brief  trial,  certain  features  of  the  com- 
puter became  apparent.  One  of  its  advertised  advan- 
tages is  the  saving  of  time  in  taking  a history.  If  this 
is  true  (and  it  is  not  definitely  documented  for  reasons 
described  below),  the  best  estimate  is  that  it  saves 
from  three  to  ten  minutes  of  an  experienced  internist’s 
time  with  each  patient.  However,  this  was  not  con- 
sistent, and  did  not  permit  scheduling  to  take  advan- 
tage of  time  saved. 

One  way  a computer  history  could  save  time  would 
be  by  presenting  a reliable,  readily  scannable  list  of 
negative  items  in  the  system  review.  We  did  not  find 
this  to  be  the  case  with  the  program  used. 

At  the  same  time  the  computer  was  installed,  we 
also  initiated  a system  whereby  some  patients  received 
a history  form  on  which  they  could  check  positive  or 
negative  answers  to  a system  review.  Both  the  com- 
puter print-out  and  this  check  list  required  the  physi- 
cian to  go  over  them  and  expand  and  rework  them. 
The  check  list  was  by  far  the  more  readily  scannable. 
Its  cost  was  less  than  five  cents,  compared  to  a mini- 
mum theoretic  cost  of  $5.00  for  the  computer  history 
(actual  cost  was  $10.00). 

In  recounting  positive  items  in  the  system  review, 
the  computer  was  unable  to  deliver  specific  informa- 
tion, at  least  with  the  limited  program  we  had  avail- 
able. For  example,  rather  than  state  that  the  patient 
had  a hysterectomy  in  1955,  the  print-out  stated  that 
she  had  an  operation.  It  did  not  list  medicines  by 
name. 

The  greatest  difficulties  were  encountered  in  the 
record  of  the  present  illness.  The  program  was  not 
able  to  grasp  the  relative  importance  or  severity  of 
various  symptoms,  the  circumstances  surrounding 
them,  nor  their  nuances.  In  an  attempt  to  give  empha- 
sis to  various  complaints  by  having  the  patient  de- 
scribe them  as  very  important,  moderately  important, 
or  not  so  important,  the  result  was  to  disjoint  the 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  ini 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  ( 
to  susceptible  organisms  (usually  £.  coli,  Klebsie 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirab, 
and  less  frequently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tc 
are  not  always  reliable.  The  test  must  be  carefully  coo 
nated  with  bacteriologic  and  clinical  response.  When 
patient  is  already  taking  sulfonamides,  follow-up  culti 
should  have  aminobenzoic  acid  added  to  the  culture  me 
Currently,  the  increasing  frequency  of  resistant  organ!; 
is  a limitation  of  the  usefulness  of  antibacterial  agents 
eluding  the  sulfonamides,  especially  in  the  treatment 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in 
tients  receiving  sulfonamides  for  serious  infections  si 
there  may  be  wide  variations  with  identical  doses;  20  n 
100  ml  should  be  maximum  total  sulfonamide  level, 
adverse  reactions  occur  more  frequently  above  this  le 
Contraindications:  Hypersensitivity  to  sulfonamides, 
fants  less  than  2 months  of  age  (except  adjunctively  v 
pyrimethamine  in  congenital  toxoplasmosis),  pregna 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy', has 
been  established.  Sulfonamides  will  not  eradicate  gr 
A streptococci.  Deaths  associated  with  sulfonamide 
ministration  have  been  reported  from  hypersensiti 
reactions,  agranulocytosis,  aplastic  anemia  and  ol 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fe' 
pallor,  purpura  or  jaundice  may  be  early  indicationr 
serious  blood  disorders.  Complete  blood  counts 
urinalyses  with  careful  microscopic  examination  she 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  rena 
hepatic  function,  severe  allergy  or  bronchial  asthm. 
present.  In  glucose-6-phosphate  dehydrogenase-defic 
individuals,  hemolysis  (frequently  a dose-related  n 
tion)  may  occur.  Maintain  adequate  fluid  intake  to 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytc 
aplastic  anemia,  thrombocytopenia,  leukopenia,  he 
lytic  anemia,  purpura,  hypoprothrombinemia,  methe 
globinemia.  A//erg;c  reactions:  Erythema  multiforme  ( 
vens-Johnson  syndrome),  generalized  skin  eruptii 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruri 
exfoliative  dermatitis,  anaphylactoid  reactions,  perk 
tal  edema,  conjunctival  and  scleral  injection,  photose 
tization,  arthralgia,  allergic  myocarditis.  Gastrointest 
reactions:  Nausea,  emesis,  abdominal  pains,  hepal 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  n 
tions:  Headache,  peripheral  neuritis,  mental  depress 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  t 
nephrosis  with  oliguria  and  anuria.  Periarteritis  noc 
and  L.E.  phenomeno’n  have  occurred  with  sulfonar 
therapy.  Sulfonamides  bear  certain  chemical  similar 
to  some  goitrogens,  diuretics  and  oral  hypoglyce 
agents.  Goiter  production,  diuresis  and  hypoglyc^ 
have  occurred  rarely  in  patients  receiving  sulfonamii 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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Division  of  Hoffmann-La  Roche 
Nutley,  N.J.  07110 


ute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulflsoxazole/Roche* 


3. 

High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 

4. 

Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 

Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 

5. 

Rapid  renal  clearance 

Gantrisin’s  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystaliuria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

egin  with 

^ntrisinn 

fisoxazole/Roche'  I 

Usual  adult  dosage:  JSSk 

4 to  8 tablets  stat 

2 to  4 tablets  q.i.d.  ^1^ 


begin  with 


Gantrisin 

sulfisoxazole 
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Story  and  distribute  it  throughout  the  present  illness, 
past  history,  and  system  review. 

In  our  experience,  the  computerized  history  cannot 
take  a chief  complaint  or  past  history,  but  can  often 
perform  an  adequate  system  review.  It  did  offer  the 
advantage  of  recording  this  review  in  typewritten 
form,  without  the  necessity  for  the  physician  to  dic- 
tate it  or  for  the  secretary  to  transcribe  it.  There  are 
four  situations  in  which  a computer  may  be  superior 
to  the  standard  history: 

7.  It  may  be  enthusiastically  received  by  a well 
patient  with  no  symptoms  and  a negative  system  re- 
view who  is  coming  for  a checkup. 

2.  The  neurotic  patient  with  a multitude  of  symp- 
toms he  wants  to  mention  can  record  these  to  the 
machine  without  a physician  having  to  go  over  a whole 
positive  system  review  with  him. 

3.  A depressed  patient  can  often  admit  this  to  the 
machine  more  easily  than  to  a physician. 

4.  The  patient  with  problems  in  sexual  adjustment 
also  can  often  admit  this  more  easily  to  a machine 
than  in  a face-to-face  interview. 

On  the  other  hand,  it  seemed  clear  to  us  fhat  the 
doctor  who  plans  continued  management  of  a patient 
with  a chronic  disease  must  obtain  the  history  of  that 
illness  from  the  patient  with  all  of  its  details,  ramifica- 
tions, and  significances,  arrange  it  in  orderly  fashion, 
and  then  either  write  or  dictate  it.  This  provides  him 
with  a better  basis  for  continued  management  than 
can  be  obtained  by  reading  a computer  record.  The 


computer  history  can  serve  only  to  fill  the  system  re- 
view portion  of  the  history,  and  thus  supplement  the 
history  taken  by  the  physician. 

The  present  history  program  being  marketed  by 
Medidata  is  superior  to  that  used  by  us  — and  by  Dr. 
Yarnall  — in  1970.  Even  so,  it  remains  to  be  seen 
whether  such  a program  presents  information  to  the 
physician  more  clearly,  accurately,  and  rapidly  than 
handwritten  check  lists,  and  whether  it  can  save 
enough  physician  time  to  justify  its  cost. 

Sincerely, 

JOHN  D.  ALLEN,  M.D. 

L.  A.  HEALEY,  M.D. 

Liberal  Laughter 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Congratulations  on  your  magnificent  idea  of  start- 
ing a section  on  American  Humor  in  NORTHWEST 
MEDICINE.  The  first  article  in  the  series,  “Medical 
Care  As  A Right;  A Refutation”  by  Robert  M.  Sade 
was  hilarious;  it’s  laugh  a line  stuff.  (He  is  no  relation 
to  the  Marquis,  I presume).  Keep  up  the  good  work! 
What  about  something  by  James  Thurber,  Ogden  Nash, 
or  Will  Rogers  for  future  issues? 

Yours  as  ever, 

S.  SPENCE  MEIGHAN,  M.D. 


Research  and  Development  Activity 
of  the  Pharmaceutical  Industry 

• R&D  Expenditures:  The  ethical  pharmaceutical  industry  is  expected  to  spend  $681 

million  for  research  and  development  in  1971,  lOpercent  more  than  the  amount  expended 
in  1970.  Practically  all  of  these  funds  will  he  supplied  by  the  industry. 

R&D-to-Sales  Ratio:  Company-funded  research  and  development  expenditures  in  the 
United  States  amounted  to  1 1.7  percent  of  1970  domestic  pharmaceutical  sales  revenues. 

• Basic  and  Applied  Research:  A total  of  $72.8  million  or  13  percent  of  all  U.S.  research 
expenditures  was  spent  for  basic  research.  Applied  research  and  development  combined 
accounted  for  87  percent  of  human  and  veterinary  domestic  R&D  funds. 

• R&D  Manpower:  Industry  R&D  manpower  totaled  20,605  workers  in  1970.  Over  one- 
half  of  these  were  scientific  and  professional  personnel. 

Annual  Survey  Report  of  Pharmaceutical  Manufacturers  Association,  February  1972 
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dieriiylpropion  hydrochloride^  N.R) 


A/hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
upport  for  the  weight  control  program  you  recommend. 
EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
3SS.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ively  low  incidence  of  CNS  stimulation. 

ontroindicotions:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
•is  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

/arning:  Although  generally  safer  then  the  amphetamines,  use  with  greet  caution  in 
otients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur* 
g first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks, 
dverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
leosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
' relatively  low  Incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
ccosionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
r»d  (itteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
n increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
3scuior  effects  reported  include  ones  such  as  tachycordia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  wos  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  pfienomeno  reported  include  such  conditions  os  rash, 
urticoria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  os  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicions.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysuria,  end  polyuria 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets;  One  75  mg.  foblet 
daily,  swallowed  whole,  in  midmorning  (10  a.m,);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended  1-3325  (2676) 

N MERRELL- NATIONAL  LABORATORIES 
( l^Crrdl  j Division  of  Richardson- Merrell  Inc 
V.. Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps... 


unwelcome  bedfellow 
forony  patient- 
including  those  with  arthritis, 
diabetes  a PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


N Ml 

Merrell  Jdi 
J a 

Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.l 


Prescribing  Information  — Composition:  Eoch  white,  beveled,  compressed  toblet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  ossocioted  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinol  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinol  disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meol  ond  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets. 
MERREU-NATIONAL  LABORATORIES  i.ssoscaoso) 

Merrell  ) Division  of  Richordson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademork:  Quinomm 


Specific  therapy  for  night  leg  cramps. 


GENERAL  NEWS 


Sommer  Memorial  Lectures  to  be  Presented  at  Annual  Meeting 


BENJAMIN  FELSON,  M.D. 


C.  H.  HOLLENBERG,  M.D. 


The  57th  Annual  Scientific  Meeting  of  the  Univer- 
sity of  Oregon  Alumni  Association  will  feature  three 
visiting  Sommer  lecturers  as  well  as  several  local  phy- 
sicians who  will  speak  at  the  three-day  session.  The 
meeting  is  set  for  April  26,  27,  and  28  at  the  Benson 
Hotel  in  Portland. 


Out-of-state  lecturers  are  Benjamin  Felson,  of  Cin- 
cinnati, Ohio;  C.  H.  Hollenberg,  Toronto,  Canada;  and 
R.  Lee  Clark,  Houston,  Texas. 

Dr.  Felson  is  a professor  and  director  of  radiology 
at  the  University  of  Cincinnati,  author  of  more  than 
100  scientific  papers  as  well  as  several  books,  and  an 

continued  on  page  275 
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EXCLUSIVELY  for  the 
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ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 


Raleigh  Hills  — Spokane 


Merle  C.  Lynch 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
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Spokane,  Washington  99204 
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There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^iflcantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  eitythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports' 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.' 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl.  hydrate,  Upjohn 


! /nolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
I ata  on  file.  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity;  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeosts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
chonge  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  ISO  mg  Capsules— Bottles  of  16's  and  lOO's.  75  mg  Capsules— 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  Jig.  Sensitivity  Powder-Vials. 

For  additional  product  information,  see  your  Upjohn  representative  or 


consult  package  Insert.  MED  6-4-S  (LNU-3)  JA7I-I565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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R.  LEE  CLARK,  M.D. 


editor  of  Seminars  in  Roentgenology  and  Annales  de 
Radiologie. 

Dr.  Hollenberg,  professor  and  chairman  of  the 
Department  of  Medicine  of  the  University  of  Toronto, 
and  Physician-in-Chief  at  Toronto  General  Hospital,  is 
also  a prolific  author.  He  is  particularly  interested  in 
problems  of  obesity. 

Dr.  Clark,  an  authority  on  the  treatment  of  cancer, 
is  a professor  of  surgery  at  the  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor  Institute  at  Houston. 
He  is  directing  Medical  Editor  of  the  Cancer  Bulletin 
and  the  Heart  Bulletin,  and  a member  of  tbe  Presi- 
dent’s Cancer  Panel. 

The  scientific  program  for  the  three-day  session  is 
as  follows: 

Wednesday,  April  26,  1972 

8:30  Registration 

9:30  Presiding:  Willis  J.  Irvine,  Portland,  Oregon 
Some  Fundamen  tals  of  Chest  Roen  tgenology. 
Part  I 

SOMMER  MEMORIAL  LECTURE 
Benjamin  Felson,  Cincinnati,  Ohio 


11:00  The  Regulation  of  Adipose  Tissue  Mass; 
Abnormalities  of  Regulation  Associated  with 
Obesity 

SOMMER  MEMORIAL  LECTURE 
C.  H.  Hollenberg,  Toronto,  Canada 
2:00  Presiding:  Fred  H.  Bishop,  Longview,  Wash- 
ington 

Genetics  Clinical  Program  at  University  of 
Oregon  Medical  School 

Robert  D.  Koler,  Portland 
2:30  Potential  of  Medical  Education  in  Community 
Hospitals 

David  N.  Gilbert,  Portland 
3:30  The  Treatment  of  Colon  and  Rectal  Cancer 
at  the  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute 

SOMMER  MEMORIAL  LECTURE 
R.  Lee  Clark,  Houston,  Texas 

Thursday,  April  27,  1972 

9:00  Presiding:  Robert  L.  Mueller,  Salem,  Oregon 
The  Research  and  Clinical  Approach  to  Ma- 
lignant Melanoma  at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute 
SOMMER  MEMORIAL  LECTURE 
R.  Lee  Clark 

10:30  Some  Fundamen  tals  of  Chest  Roen  tgenology. 
Part  1 1 

SOMMER  MEMORIAL  LECTURE 
Benjamin  Felson 
11:30  Annual  Business  Meeting 
2:00  Presiding:  Albert  A.  Oyama,  Portland 

Saphenous  Vein  By-pass  for  Coronary  Arteri- 
osclerosis 

Albert  Starr,  Portland;  James  A.  Wood, 
Portland,  Richard  D.  Chapman,  Portland 
2:30  Recent  Developments  in  Anesthesia 
Norman  A.  Bergman,  Portland 
3:30  Choice  of  Therapy  in  Patients  with  Hyper- 
thyroidism 

SOMMER  MEMORIAL  LECTURE 
C.  H.  Hollenberg 

continued  on  page  321 


A.  E.  BRIM  & ASSOCIATES 

Professionals  in  the  Health  Care  Industry 


Announce  the  expansion  of  their  services  in  the  business  aspects  of  clinic  and  physicians'  prac- 
tices. Twenty  years  of  proven  experience  in  the  medical  field  gives  credence  to  the  unique 
services  and  approach  being  offered. 


& associates 


• Clinic  planning,  design  and  construction 

• Account  receivable  management  - outside  or  inside  the  office 

• Office  procedure  review 

• Data  processing  applications 

• Professional  corporation  and  partnership  counseling 


Let  business  and  health-care  professionals  assist  in  the  efficient  and  economical  operation  of 
your  practice.  The  method  of  approach  will  be  tailored  to  your  individual  situation  and  can  vary 
from  consultation  only  to  direct  involvement  by  professional  health-care  administrators. 


Con  tact 

A.  E.  Brim,  M.H.A.,  B.S.  or  James  Williams,  M.B.A.,  B.S. 
President  Vice  President 


A.  E.  BRIM  & ASSOCIATES  6627  N.E.  82nd  AVENUE  PORTLAND,  OREGON  97220  (503)  256-2070 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlos  Chemical  Industries,  Inc,,  Wilmington,  Del.  19399 


140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 mUlion 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey  —'The  Build 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^  and 
the  "Framingham  Study"^—  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
I growing  body  of  studies  suggests 
j that  treatment  of  mild  hypertension 
I is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Binhi  iiini  Blood  Pressure  Sfudt/.  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive  Agents.  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  213:1143-1152,  Aug.  17, 1970. 

3.  Kannel,  William  B , et  ill  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  2N:301-3I0,  Oct.  12, 1970. 

4.  Kirkendall,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan,  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
KirkendaU  stated  this  position 
in  his  recent  paper  "VVTiat's 
With  Hypertension  These 
Days?'"*  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  1 do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDlURIL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDlURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 


25-  and  50- mg  tablets 


MSP 

MERCK 

SHARR. 

DOHME 


HydroDlURIL’ 

( Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIC 

(Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  mild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURlL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURlL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURlL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods 
with  a high  potassium  content.  Similarly,  any  chloride 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largely 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  may  be 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  IVesi  SHARP. 
Point,  Pa.  19486  DOHME 


EDITORIAL 


The  Problem-Oriented  Record 
in  General  Practice 


The  problem-oriented  medical  record  (or,  as  it  was 
named  recently  on  the  agenda  of  a Seattle  hospital 
staff  meeting,  “the  problem  of  oriented  medical  re- 
cords”) is  a topic  of  much  interest  in  medical  practice 
in  the  U.S.  and  abroad.  Likewise,  current  interest  in 
primary  care  and  family  practice  has  led  to  increased 
study  of  the  work  of  physicians  involved  in  general  or 
family  practice.  The  article  by  Yarnall  and  Iverson  in 
this  issue  presents  information  that  relates  these  two 
phenomena  and  raises  the  question,  “What  is  the  role 
of  the  problem-oriented  record  in  general  practice?” 

The  data  presented  confirm  other  reports  about  the 
workload  accepted  by  the  general  practitioner.  It  sug- 
gests, as  the  authors  state,  “.  . . there  is  little  reason  to 
expect  increasing  demands  for  patient  care  can  be  met 
by  a greater  expenditure  of  physician  time  per  day.” 
Is,  then,  the  problem-oriented  record  a tool  for  increas- 
ing efficiency  and  productivity  of  the  physician?  The 
answers  to  this  question  from  family  physician-general 
practitioners  cover  the  entire  spectrum.  At  a recent 
meeting  of  university  faculty  family  physicians  one 
suggested  that  Lawrence  Weed  should  receive  a Nobel 
Prize  for  bringing  this  record  system  to  the  fore. 
Several  registrants  at  the  University  of  Washington’s 
1972  postgraduate  review  in  Family  Practice  com- 
mented favorably  on  their  use  of  the  problem-oriented 
record  in  practice.  Conversely,  one  registrant  reacted 
that  the  course  morning  devoted  to  the  concept  was 
irrelevant  and  a complete  waste  of  time.  Presumably 
we  will  find  that  truth  lies  somewhere  between  these 
two  extremes. 

For  clarity  perhaps  it  should  be  emphasized  that 
the  problem-oriented  record  is  not  a single  entity  that 
one  can  buy  in  a universal  form.  It  is  instead  a con- 
cept of  record  keeping  many  parts  of  which  some  or 
all  physicians  may  have  used  for  years.  In  this  concept 
there  are  four  basic  components  to  a patient  record 
that  assist  in  patient  care. 

1.  The  problem  list.  Here  are  recorded,  in  an  easily 
reviewed  list,  all  the  identified  problems  of  the  pa- 
tient, including  anticipated  problems.  This  serves  as 
an  index  to  and  a summary  of  the  remainder  of  the 
record. 

2.  The  data  base.  Included  here  are  all  data  obtained 
from  the  history,  physical  examination,  and  laboratory 
studies.  These  are  recorded  as  obtained,  and  updated 
at  each  contact  with  the  patient.  Self-administered 
questionnaires,  computer  histories,  and  other  such  aids 
may  be  used  in  obtaining  a data  base. 

3.  Progress  notes.  Here  are  recorded  the  plan  of  ac- 
tion for  each  problem  and  a chronologic  documenta- 
tion of  the  patient's  progress  with  that  problem.  All 
such  notes  are  keyed  to  the  problem  list  as  an  index. 


4.  Flow  sheets.  The  concept  of  a flow  sheet  for  fol- 
lowing and  controlling  the  diabetic  or  the  patient  re- 
ceiving anticoagulant  therapy  is  well  understood.  This 
is  an  integral  part  of  the  problem-oriented  record  and 
may  be  extended  to  many  other  clinical  problems, 
including  prevention. 

From  this  vantage  point  it  appears  that  implemen- 
tation of  such  a record  system  has  many  things  to 
recommend  it  to  the  busy  general  practitioner: 

It  may  save  time.  This  will  probably  not  happen 
initially  since  it  takes  time  to  learn  and  institute  any 
new  system.  However,  testimonials  by  those  using 
the  system  indicate  that  once  it  is  implemented  it  does 
allow  better  use  of  time  for  self,  continuing  education, 
family,  and  community.  Fewer  problems  are  over- 
looked. Hence,  fewer  patients  call  back  because  of 
remaining  concerns.  Problems  may  be  anticipated 
and  unnecessary  repeat  visits  reduced.  Less  time  may 
be  spent  in  reviewing  old  records  when  the  patient 
comes  in  after  a long  absence.  The  problem  list  may 
be  scanned  in  a hurry.  The  addition  of  self-  or  aide- 
administered  questionnaires  and  checklists  may  save 
further  physician  time. 

Communication  may  be  improved  between  physi- 
cians working  together  and  between  physicians  and  co- 
workers. The  net  result  here  may  also  be  to  save  time. 
An  associate  or  aide  can  only  assist  if  the  problems 
and  plans  for  the  patient  are  clearly  identified  and 
communicated.  If  a “team  approach”  to  the  practice 
of  medicine  is  to  increase  efficiency  and  productivity, 
a standard  record  system  seems  essential  for  commun- 
ication among  the  members  of  the  team. 

Those  using  the  problem-oriented  approach  indi- 
cate increased  satisfaction  from  practice.  Clear  identi- 
fication of  each  patient’s  problems,  plan  of  attack, 
and  progress  allows  the  physician  to  check  his  own 
practice  performance.  He  may  then  retain  “command 
of  the  ship,”  identify  his  own  areas  of  deficiency,  and 
tailor  his  continuing  study  appropriately.  We  all  enjoy 
doing  that  which  we  do  well.  Any  method  that  en- 
ables us  to  improve  troublesome  areas  of  our  practices 
may  tend  to  increase  personal  satisfaction.  Such  “self- 
audit” with  educational  intent  could  have  far  more 
impact  on  the  quality  of  medical  care  than  some  of 
our  judgmental  forms  of  “peer  review.” 

The  problem-oriented  record  is  a tool  in  the  prac- 
tice of  preventive  or  prospective  medicine.  Among 
the  problems  listed  for  an  individual  patient  should  be 
potential  problems  where  he  is  at  risk  for  whatever 
reason  (heredity,  habits,  job,  age,  sex,  etc.).  With 
this  should  be  a plan  to  minimize  each  risk  where  pos- 
sible. Our  tools  for  prevention  are  limited.  But  this 
makes  it  all  the  more  important  that  we  make  use  of 
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those  tools  that  are  available.  Patients  benefit  by  pre- 
vention of  illness  and  disability.  Personal  satisfactions 
for  the  physician  are  increased  when  he  has  the  ability 
to  prevent  troublesome  problems. 

Finally,  the  study  reported  in  this  issue  is  now" 
nearly  two  years  old.  It  seems  certain  that  knowledge 
and  probably  use  of  the  problem-oriented  record  has 
increased  among  general  practitioners  during  that 
time.  The  study  itself  undoubtedly  had  a major  im- 

Patient  Ca 

In  1970  Washington  State  Medical  Association, 
recognizing  that  continuing  proficiency  in  medical 
practice  depends  on  continuing  medical  education, 
apportioned  ten  dollars  of  each  member’s  dues  to 
the  support  and  promotion  of  continuing  education. 
Carefully  considering  alternatives,  the  Continuing 
Medical  Education  committee  of  Tom  Sheehy  has 
arrived  at  the  sensible  decision  that  if  education  is  to 
ensure  performance,  the  proper  starting  point  is  to 
find  out  where  practice  needs  improving. 

The  method  selected  is  Patient  Care  Appraisal,  or 
PCA.  (Despite  Sherman  Day’s  telling  letter  in  last 
month’s  NORTHWEST  MEDICINE,  abbreviations  and 
acronyms  are  part  of  our  age,  like  plastic  cups  and 
snap-top  beer  cans.)  PCA  is  a retrospective  audit  of 
selected  medical  practice  performed  by  local  hospital 
staffs  in  their  own  hospitals.  Details  of  PCA  working 
will  be  described  in  NORTHWEST  MEDICINE  by  William 
R.  Johnson,  Ed.  D.,  of  the  WSMA  staff,  and  will  be 
explained  further  by  community  medical  education 


pact  by  calling  the  concept  to  the  attention  of  the 
physicians  surveyed.  Record  systems  utilizing  the 
problem-oriented  approach  have  been  promoted  com- 
mercially during  the  past  two  years  as  well.  A follow- 
up study  in  the  near  future  should  be  most  helpful  in 
placing  the  problem-oriented  concept  in  proper 
perspective. 

THEODORE  J.  PHILLIPS,  M.D. 

Appraisal 

coordinators.  PCA  is  the  subject  of  a WARMP  tele- 
vision special  on  May  16th. 

A PCA  audit  demonstrates  a pattern  of  treating  a 
single  disease  in  a specific  hospital.  It  does  not  focus 
on  one  chart,  one  patient,  or  one  doctor.  It  highlights 
areas  where  educational  programs  of  many  different 
kinds  can  alter  practice  pattern.  Repeated  a year 
later,  the  same  audit  directly  evaluates  the  efficacy  of 
the  educational  program. 

In  PCA,  the  Continuing  Medical  Education  com- 
mittee has  made  a notable  decision.  First,  it  involves 
work;  it  is  more  trouble  for  a hospital  staff  to  carry 
out  a successful  audit  than  to  watch  a television  pro- 
gram. Secondly,  there  is  some  risk;  there  is  no  guar- 
antee that  the  program  might  not  fail.  But  labor  and 
risk  are  probably  true  of  any  worthwhile  venture. 
PCA  is  a notable  decision  because  it  could  do  some 
good. 

L.  A.  H. 


Nutrient  or  Poison? 


Iron,  a needed  nutrient  to  some  can  be  poison  to 
others.  Therefore,  the  question  of  increasing  the  iron 
content  of  enriched  flour  becomes  important  to  phy- 
sicians in  practice.  Nutritionists  and  hematologists  are 
keenly  aware  of  its  importance,  but  they  disagree  on 
the  Food  and  Drug  Administration  proposal  to  in- 
crease the  iron  in  enriched  flour  from  16.5  mg  per 
pound  to  40  mg  per  pound. 

The  possible  benefits  and  the  probable  hazards  of 
increasing  iron  enrichment  are  discussed  thoroughly 
in  the  March-April  issue  of  Nutrition  Today.  Feature 
article  in  the  issue  is  report  of  a conference,  sponsored 
by  the  magazine,  held  in  New  Orleans,  February  25, 
1972.* 


* The  prestigious  group  of  conferees  included:  William  H. 
Crosby,  M.D.,  Boston;  Peter  C.  Elwood,  M.D.,  Cardiff,  Wales 
(by  transatlantic  telephone);  Walter  B.  Frommeyer,  M.D., 
Birmingham,  Alabama;  Grace  A.  Goldsmith,  M.D.,  New  Or- 
leans; Carl  V.  Moore,  M.D.,  St.  Louis;  Howard  A.  Pearson, 
M.D.,  New  Haven;  Jack  A.  Pritchard,  M.D.,  Dallas;  Maxwell 
Wintrobe,  M.D.,  Salt  Lake  City;  and  Cortez  F.  Enloe,  Jr.,  M.D., 
Editor  and  Publisher  of  Nutrition  Today  and  moderator  of  the 
conference.  After  accepting  the  invitation.  Dr.  Moore  was 
prevented  from  attending.  However,  the  material  he  prepared 
will  be  found  in  the  published  report  of  the  conference. 


The  Federal  Register,  December  3,  1971,  carried 
the  most  recent  FDA  proposal.  It  calls  for  each  pound 
of  enriched  flour  to  carry  2.9  mg  thiamine,  1.8  mg 
riboflavin,  24  mg  niacin,  and  40  mg  iron.  Each  pound 
may  contain  960  mg  calcium.  Proposed  requirements 
for  enriched  bread  and  other  baked  goods  are  1.8  mg 
thiamine,  1.1  mg  riboflavin,  15  mg  niacin,  and  25  mg 
iron.t  Baked  goods  may  contain  600  mg  calcium  per 
pound.  Requirements  for  bread  were  adjusted  to  per- 
mit preparation  from  enriched  flour,  allowing  for 
other  ingredients. 

Major  concern  of  those  favoring  the  new  standards 
has  been  for  women  in  the  childbearing  age,  and  chil- 
dren. In  November,  1969,  the  Food  and  Nutrition 
Board  of  the  National  Academy  of  Sciences  — Nation- 
al Research  Council  issued  a statement  based  on  a 
1965  survey  by  the  Department  of  Agriculture.  The 

t Present  standards  call  for  each  pound  of  flour  to  carry  not 
less  than  2 and  not  more  than  2.5  mg  thiamine;  not  less  than 
1.2  and  not  more  than  1.5  mg  riboflavin;  not  less  than  16  mg 
and  not  more  than  20  mg  niacin;  and  not  less  than  13  mg  and 
not  more  than  16.5  mg  iron.  The  proposed  change  uses  a 
single  figure  rather  than  a range,  but  allows  reasonable  manu- 
facturing tolerance.  Vitamin  D has  been  eliminated. 
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report  noted  that  females  between  the  ages  of  10  and 
55  had  iron  intake  of  1 1 mg  per  day  whereas  the 
recommended  daily  allowance  was  18  mg.  The  Food 
and  Nutrition  Board  recommended  that  the  iron  con- 
tent of  enriched  flour  be  increased  to  not  less  than  40 
mg  and  not  more  than  60  mg.  The  change  was  expect- 
ed to  raise  the  iron  intake  of  the  U.S.  population  by 
5 mg  per  day.  Nowhere  in  the  report  is  there  any  indi- 
cation that  iron  overload  had  been  considered. 

FDA  action  resulted  when  the  American  Baker’s 
Association  and  the  Miller’s  National  Federation  sub- 
mitted a joint  petition  requesting  that  the  standards 
be  raised.  The  petition  was  based  on  the  report  of  the 
Food  and  Nutrition  Board.  It  was  the  avowed  purpose 
of  the  petition  to  “demonstrate  the  need  for  increased 
amounts  of  iron  in  the  diet  of  the  United  States  popu- 
lation, particularly  among  women  of  the  childbearing 
age  and  children,  and  to  recommend  that  adequate 
dietary  iron  be  provided  by  increasing  the  present 
levels  of  iron  approximately  three  times.  . . supplying 
most  or  all  of  the  daily  iron  requirements  of  the  entire 
population  of  the  United  States  through  normal  habits 
of  food  consumption  with  no  risk  of  iron  intake 
hazardous  to  health.” 

On  March  18,  1970,  FDA  issued  a statement  pro- 
posing increases  in  the  standards  as  recommended  by 
the  millers  and  bakers.  The  announcement  triggered 
numerous  comments  causing  FDA  to  postpone  the 
order.  A new  proposal  was  drafted  and  it  was  an- 
nounced in  the  Federal  Register,  December  3,  1971. 

The  new  proposal  also  stimulated  a deluge  of  let- 
ters. The  Secretary  of  the  Council  on  Foods  and  Nu- 
trition of  the  American  Medical  Association,  Philip  L. 
White,  Sc. D.,  placed  the  Council  on  record  as  support- 
ing the  new  standards.  He  mentioned  the  problem  of 
iron  overload,  stating,  “Information  available  was  re- 
viewed with  the  conclusion  being  reached  that  the 
additional  iron  would  not  constitute  a significant 
hazard.” 

Further  support  for  iron  increase  came  from  the 
report  of  the  Ten  State  Nutrition  Survey  of  1968- 
1970.  Subjects  were  divided  into  those  above  poverty 
level  and  those  below.  Low  hemoglobin  was  found 
more  frequently  in  those  living  at  below  poverty  levels 
than  in  those  of  the  group  above  poverty  level.  The 
report  said,  “A  review  of  these  data  on  hemoglobin 
levels  suggests  that  possible  iron  deficiency  anemia  is 
a major  problem  in  most  segments  of  the  population 
surveyed.”  Hematologists,  however,  insist  that  low 
hemoglobin  alone  cannot  be  taken  as  an  indication  of 
nutritional  iron  deficiency  anemia. 

The  White  House  Conference  on  Food,  Nutrition 
and  Health,  1969,  also  urged  additional  iron  fortifica- 
tion of  a variety  of  foods,  including  cereal  products. 


J Those  wishing  to  comment  on  the  new  proposal  may 
address  letters  to  Hearing  Clerk,  Department  of  Health,  Edu- 
cation and  Welfare,  Room  6-88,  5600  Fishers  Lane,  Rock- 
ville, Maryland  20852.  Letters  may  be  supported  by 
documentation. 


The  new  proposal  has  stimulated  a surprising  num- 
ber of  letters  to  FDA,  some  supporting  it  but  most  of 
them  opposing  it.  Several  have  asked  for  an  extension 
of  time  for  comments,  announced  originally  as  60 
days  after  publication  of  the  proposed  regulation.  The 
time  has  been  extended  to  1 May  1972.jl 

Separation  of  those  supporting  and  those  opposing 
the  new  levels  of  enrichment  is  along  obvious  lines. 
Those  in  public  health  work,  and  those  concerned 
with  nutrition,  approve.  Practicing  physicians,  partic- 
ularly hematologists,  generally  do  not.  Of  the  first 
140  letters  received  from  physicians,  only  6 expressed 
approval.  No  hematologist  approved.  Those  favoring 
the  change  are  much  concerned  with  the  fact  that  iron 
intake  is  undoubtedly  low  in  large  segments  of  the 
U.S.  population.  They  do  not  recognize  any  import- 
ant problem  of  overdosage.  They  urge  prompt  enact- 
ment, in  spite  of  the  fact  that  the  Committee  on  Iron 
Deficiency  of  the  AMA  Council  on  Foods  and  Nutri- 
tion recognizes  the  inadequacy  of  present  knowledge: 
“Further  studies  are  urgently  needed  to  define  more 
clearly  the  incidence  of  iron  deficiency  in  the  United 
States,  to  clarify  further  the  availability  of  food  iron 
and  the  actual  dietary  iron  intake  of  the  population, 
and  finally  to  determine  in  the  male  the  safe  upper 
limit  of  iron  supplementation  in  the  diet.” 

Unfortunately,  this  statement,  issued  by  a highly 
eompetent  committee,  has  been  largely  ignored  and 
was  not  even  mentioned  by  the  Secretary  of  the  Coun- 
cil on  Foods  and  Nutrition  when  he  officially  put  the 
Council  in  the  position  of  favoring  adoption  of  the 
new  standards. 

The  problem  of  dosing  the  entire  population,  in 
order  to  bring  benefit  to  some,  has  troubled  many 
physicians.  It  is  generally  accepted  that  women  in  the 
childbearing  age  and  small  children  could  use  the  add- 
ed iron  to  advantage.  But  what  about  men?  It  is  also 
generally  accepted  that  they  do  not  need  more  iron 
than  they  are  getting  today.  The  major  question  then 
becomes  one  of  the  possible  harm  to  some  who  would, 
in  effect,  be  taking  medication  that  could  be  harmful. 

There  seems  to  be  little  doubt  that  harm  would 
accrue  to  victims  of  iron  storage  disease.  Hemochro- 
matosis is  an  insidious  condition  that  becomes  appar- 
ent only  after  iron  has  accumulated  to  the  point  of 
tissue  damage.  It  may  take  as  much  as  20  years  of 
slow  accumulation  to  reach  the  serious  stage  and  even 
than  recognition  may  be  delayed. 

Once  this  situation  is  understood,  and  the  present 
lack  of  information  is  recognized,  it  seems  unlikely 
that  many  physicians  in  practice  would  support  adop- 
tion of  the  new  standards  at  this  time.  The  March- 
April  issue  of  Nutrition  Today  should  be  helpful  to 
anyone  who  believes  that  anything  as  important  as 
iron  should  be  prescribed  for  those  who  need  it.  The 
magazine  is  distributed  to  internists  and  general  prac- 
titioners. They  will  undoubtedly  be  willing  to  share 
the  current  issue  with  friends. 

H.  L.  H. 
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V-Cillin  KiPediatric 

potassium 

phenoxymethyl 

, available  to  the 

prolession  on  request. 

UUl  IIUIIIII I Eli  Lilly  and  Company 

* Indianapolis.  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Time  and  Medical  Record  Studies 

of  Practitioners  in  Washington  State: 

Survey  of  General  Practitioners 

N.  T.  IVERSON,  M.D.  and  S.  R.  YARNALL,  M.D.,  Seattle,  Washington 


A mail  survey  of  1,203  Washington  State  general  practitioners  achieved  a return  of  432 
of  which  341  were  analyzed.  The  median  general  practitioner  has  been  out  of  medical 
school  for  20  years  and  estimates  that  he  sees  35  patients  in  7.4  hours  (60  percent)  of  a 
12-hour  professional  work  day.  He  estimates  that  he  spends  6-8  percent  (about  1 hour)  of 
each  day  in  each  of  the  following  areas:  telephone,  charting,  travel,  and  handling  mail  and 
forms.  Only  23  percent  of  the  respondents  are  familiar  with  the  problem-oriented  medical 
record  and  only  4 percent  (15  M.D.  ’s)  use  this  approach.  Check  lists  or  printed  forms,  or 
both,  are  used  by  only  28  percent.  These  methods  are  used  slightly  more  often  in  the  prac- 
tices of  younger  physicians. 


A 

noted  by  Brody  and  Stokes, 
there  are  few  articles  available  on 
the  subject  of  time  allocation  of 
general  practitioners  or  specialists.' 
In  a time  when  particular  concern 
is  being  expressed  about  physician 
manpower  shortage  and  about  the 
cost,  quality,  and  availability  of 
medical  care,  it  is  appropriate  to 
assess  the  allocation  of  physician 
time.  It  also  is  worthwhile  to  deter- 
mine the  number  of  physicians  now 
using  check  lists,  printed  forms,  self- 
administered  patient  questionnaires 
and  the  problem-oriented  approach 
to  medical  records.  These  medical 
record  techniques  may  increase  the 
capacity  of  physicians,  promoting 
greater  efficiency  and  completeness 
in  patient  care.  The  problem- 
oriented  approach  is  credited  to 
Weed.^"^ 

This  paper  reports  the  results  of 
a survey  of  general  practitioners  in 
Washington  State,  focusing  on  time- 
allocation  and  medical  record  pro- 
cedures, supplementing  a study  by 
Kinney.* 

methods 

In  June  1970  a one-page  survey 
was  sent  with  a cover  letter  to  the 
1,203  general  practitioners  listed  by 

Supported  in  part  by  the  Washington/ 
Alaska  Regional  Medical  Program  and  a 
grant  from  the  Washington  State  Heart 
Association  for  Summer  Research  Train- 
eeships. 


the  Washington  State  Medical  As- 
sociation directory,  after  approval 
for  the  study  was  obtained  from 
the  Board  of  the  Washington  Acad- 
emy of  General  Practice.  After  one 
month  had  elapsed,  a second  mail- 
ing was  sent  to  100  randomly  selec- 
ted non-respondents  from  the  first 
mailing.  Of  the  original  1,203  sur- 
veys mailed,  407  were  returned, 
from  which  341  (28  percent)  con- 
tained useful  information.  Most  of 
the  66  returns  that  were  not  useful 
were  from  questionnaires  addressed 
to  physicians  who  had  either  died 
or  moved.  From  the  100  surveys 
sent  in  the  second  mailing,  25  were 
returned.  Data  from  the  second 
mailing  did  not  differ  significantly 
from  those  developed  for  the  orig- 
inal mailing,  suggesting  that  prac- 
tices of  the  original  non-respond- 
ents probably  compare  well  with 
those  of  the  original  respondents. 

Physicians  were  given  six  time 
categories  and  asked  to  estimate  the 
time  (to  the  nearest  one-quarter 
hour)  spent  in  each  category.  They 
were: 

1.  Patient  Time  — time  spent  di- 
rectly with  patients  including  hospi- 
tal rounds,  surgery,  house  calls,  and 
office;  excluding  time  on  telephone. 

2.  Telephone  — all  time  spent  on 
the  telephone. 

3.  Charts  — time  spent  reading. 


writing  or  dictating  medical  records 
at  the  hospital  and  in  the  office. 

4.  Medical  Forms  and  Mail  — 
time  spent  on  insurance  forms,  wel- 
fare forms,  etc.,  and  on  mail  (reading 
and  writing). 

5.  Travel  — time  spent  in  auto- 
motive and  foot  travel  related  to  the 
practice  including  house  calls  and 
night  calls. 

6.  All  Other  Tasks  — time  spent 
consulting,  at  conferences,  with  per- 
sonal matters,  eating,  reading,  etc. 

These  times  were  totaled  to  give 
time  per  average  work  day  related 
to  medical  practice. 

Additionally,  for  classification 
purposes,  physicians  were  asked  to 
indicate  their  year  of  graduation, 
type  of  practice,  number  of  patients 
per  day,  and  size  of  town.  They 
were  asked  five  “yes-no”  questions 
relating  to  problem-oriented  medi- 
cal records  and  questionnaires  and 
their  willingness  to  participate  in  a 
time-motion  study.  The  questions 
are  shown  in  the  tables  presenting 
results. 

Data  from  341  returns  were  key- 
punched and  analyzed  using  stand- 
ard data  processing  programs.  A few 
returns  contained  one  or  two  un- 
answered questions  and  these  were 
omitted  from  the  analysis  of  those 
questions,  so  the  sample  size  for 
some  tables  is  less  than  341. 
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TABLE  1 


GENERAL  PRACTITIONERS  IN  WASHINGTON  STATE 
SUMMARY  STATISTICS 
(Sample  Size  = 341/1203  listed  G.P.'s) 


Median 

Mean 

(S.D.) 

Range 

Year  of  graduation 

1950 

1949 

(9) 

1918-1968 

Population  of  town  (thousands) 

10-50 

164 

(228) 

0.4-567 

Patients/Average  full  day 

35 

35 

(11) 

9-70 

Practice  Hours/day 

11.75 

12 

(2.3) 

7-19.5 

TABLE  2 

SIZE  OF  TOWN  RELATED  TO  WORK  LOAD 
(patients  and  practice  hours  per  day) 

OF  WASHINGTON  G.P.'s 


A verage 

Average  Practice 

Town  Population 

No.  Responses  (%} 

Pts/day  (S.D.)  Hrs/day  (S.D.) 

400-4,900 

84  (25%) 

37.1  (12.1) 

12.5  (2.3) 

5,000-10,000 

30  (9%) 

40.6  (11.6) 

12.5  (2.7) 

10,000-50,000 

95  (28%) 

35.2  (10.3) 

11.7  (2.1) 

50,000  - 

130  (38%) 

33.0  (11.0) 

11.9  (2.2) 

ALL 

339  (100%) 

35.3  (11.3) 

12.1  (2.3) 

TABLE  3 

YEAR  OF  GRADUATION  RELATED  TO  WORK  LOAD 

(patients  and  practice  hours  per  day) 

OF  WASHINGTON  G.P.'s 

A verage 

A verage  Practice 

Year  Grad. 

No.  Responses  (%) 

Pts/day  (S.D.) 

Hrs/day  (S.D.) 

1918-29 

11  (3%) 

25.0  (13.0) 

10.2  (1.9) 

1930-39 

43  (13%) 

29.8  (11.6) 

11.8  (2.7) 

1 940-49 

107  (31%) 

36.7  (11.0) 

12.4  (2.2) 

1950-59 

136  (40%) 

36.7  (11.1) 

12.0  (2.2) 

1960-69 

43  (13%) 

35.4  (9.4) 

11.9  (2.4) 

ALL 

340  (100%) 

35.3  (11.3) 

12.1  (2.3) 

RESULTS  OF  THE  SURVEY 

the  median  G.P. 

work  load  and  size  of  town 

work  load  and  year  of  graduation 

As  shown  in  Table  1,  the  median 

Table  2 shows 

the  G.P.’s  work 

As  shown  in  Table  3,  the  younger 

G.P.  responding  has  been  out  of 

load  (patients  and 

hours  per  day) 

G.P.’s  tend  to  see  about  six  more 

medical  school  for  about  20  years 

related  to  the  size 

of  the  town  in 

patients  per  day  and  work  about 

and  sees  35  patients  in  12  hours  per 

which  he  practices. 

The  “small  town 

half  an  hour  longer  than  the  G.P.’s 

average  full  day.  Thirty-four  per- 

G.P.” tends  to  see  about  4 more  pa- 

graduating prior  to  1940,  but  there 

cent  of  the  G.P.’s  are  from  towns  of 

tients  per  day  and  work  about  40 

is  little  difference  between  those 

less  than  10,000  population;  38  per- 

minutes longer  than  the  G.P.’s  from 

groups  graduating  since  1940. 

cent  are  from  towns  of  size  greater 

towns  of  greater  than  10,000  popu- 

than  50,000. 

lation. 
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Fig.  1. 

work  load  and  region  of  State 

The  survey  returns  were  analyzed 
with  respect  to  15  regions  of  the 
State  as  defined  by  the  Washington 
State  Planning  and  Community  Af- 
fairs Agency,  Figure  1.  The  propor- 
tion of  G.P.’s  responding  varied  from 
17  percent  to  42  percent  (average 
28  percent)  with  no  obvious  expla- 
nation related  to  size  or  location  of 
the  regions.  The  average  number  of 
patients  seen  per  day  varied  from 
32.1  (Upper  Columbia,  Region  7)  to 
44.3  (South  Puget  Sound,  Region  5), 
again  with  no  obvious  explanation 
in  terms  of  population,  population 


per  G.P.,  or  broader  geographic  divi- 
sions {e.g.,  East-West).  Of  interest, 
there  was  relatively  little  variation 
in  the  average  number  of  hours  per 
day  spent  in  practice  (average  12.1 
with  range  from  11.3  to  13.3)  and 
more  hours  were  spent  per  day  in 
the  region  with  fewest  patients  per 
day  than  in  the  region  with  the  most 
patients  per  day.  No  clear  relation 
exists  between  patients  per  day  and 
hours  per  day,  suggesting  that  fac- 
tors other  than  patient  load  deter- 
mine the  average  working  day,  and 
suggesting  that  G.P.’s  with  greater 
patient  loads  probably  spend  less 
time  per  patient.  Also  of  interest. 


there  was  no  strong  relationship  be- 
tween year  of  graduation  and  region 
or  population  of  town.  That  is,  it  is 
not  the  case  that  most  of  the  young- 
er G.P.’s  are  currently  in  larger  cities, 
or  certain  regions,  though  the  data 
here  do  not  permit  an  analysis  of 
trends. 

task  iden  ti fica  tion 

Physicians  were  asked  to  esti- 
mate their  time  expenditure  to  the 
nearest  quarter  hour  for  six  general 
categories,  as  shown  in  Table  4.  In 
an  average  12  hour  work  day,  G.P.’s 
estimate  that  they  spend  about  60 


TABLE  4 

TASK  IDENTIFICATION  FOR  WASHINGTON  G.P.'s 
HOURS  PER  DAY 


Activity 

Average  (S.DJ 
Hrs/day 

Percent 
of  day 

Range 

Hrs/day 

Patient  time 

lA  (1.7) 

60 

3.5-  12 

Telephone 

0.9  (0.5) 

8 

0-3 

Charts 

1.0  (0.6) 

8 

0-4 

Forms  + Mail 

0.7  (0.4) 

6 

0-2 

Travel 

0.8  (0.4) 

7 

0-3 

Other 

1.3  (1.0) 

11 

0-6 

Total 

12.0  (2.3) 

100 

7.0-  19.5 
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TABLE  5 


RESPONSES  OF  WASHINGTON  G.P.'s  TO  QUESTIONS 
RELATED  TO  MEDICAL  RECORD  PROCEDURES 


Yes 

- % 

No  or  Blank 

- % 

Are  you  familiar  with  the  problem- 
oriented  medical  record? 

77 

23 

264 

77 

Do  you  use  the  problem-oriented 
medical  record? 

15 

4 

326 

96 

Do  you  use  a check  list  or  printed 
form  for  your  medical  record? 

79 

23 

262 

77 

Do  you  use  self-administered 
patient  questionnaires? 

97 

28 

244 

72 

percent  of  their  time  directly  with 
patients,  8 percent  of  the  time  on 
the  telephone,  8 percent  charting, 

6 percent  on  mail  and  medical  forms, 

7 percent  in  practice-related  travel, 
and  1 1 percent  in  other  activities  in- 
cluding reading,  eating,  consulting 
and  attending  conferences.  There  is 
a considerable  variation  among  phy- 
sicians, with  some  physicians  spend- 
ing little  or  no  time  in  particular 
non-patient  activities,  while  others 
might  spend  three  to  six  hours  in 
particular  non-patient  activities.  On 
the  average,  however,  the  data  indi- 
cate a fairly  even  division  of  non- 
patient-time activities  which  casts 
doubt  upon  the  likelihood  of  sub- 
stantially increasing  time  directly 
for  patients  by  greater  efficiency  in 
any  one  area.  Further,  the  G.P.’s 
total  work  day  of  12  hours  is  al- 
ready 50  percent  greater  than  the 
8-hour  work  day  of  most  Americans, 


so  there  is  little  reason  to  expect 
increasing  demands  for  patient  care 
can  be  met  by  a greater  expenditure 
of  physician  time  per  day. 

medical  record  procedures 

Responses  to  four  questions  re- 
lating to  medical  record  procedures 
are  summarized  in  Table  5.  Though 
articles  on  problem-oriented  medical 
records  have  appeared  in  the  litera- 
ture since  1968,^”^’’  only  23  per- 
cent of  G.P.’s  claimed  to  be  familiar 
with  this  approach,  and  only  4 per- 
cent (15  G.P.’s)  claimed  to  be  keep- 
ing problem-oriented  records. 

Check  lists  and  printed  forms, 
which  might  be  expected  to  improve 
completeness  and  efficiency  in  med- 
ical record  keeping,  are  used  by  23 
percent  and  not  used  by  77  percent 
of  GP.’s.  Similarly,  self-administered 
patient  questionnaires,  which  might 
be  expected  to  provide  more  com- 


plete records  and  a saving  of  physi- 
cian time,  are  used  by  only  28  per- 
cent of  G.P.’s,  and  not  used  by 
72  percent. 

These  questions  were  analyzed 
with  respect  to  year  of  graduation 
of  G.P.  respondents  to  see  if  young- 
er G.P.’s  differed  from  older  G.P.’s 
(defined  by  graduation  before  1950). 
Results  are  shown  in  Table  6.  More 
younger  G.P.’s  are  familiar  with 
problem-oriented  records  and  1 1 of 
15  of  those  using  this  approach 
graduated  after  1950.  Check  lists 
and  self-administered  questionnaires 
are  used  slightly  more  in  the  prac- 
tices of  younger  G.P.’s. 

willingness  to  participate  in  time- 
motion  study 

The  cover  letter  accompanying 
the  survey  invited  physicians  to  par- 
ticipate in  a time-motion  study  simi- 
lar to  that  reported  by  Bergman.®’^ 


TABLE  6 

MEDICAL  RECORD  PROCEDURES  RELATED  TO 
YEAR  OF  GRADUATION  OF  WASHINGTON  G.P.'s 


Younger 

(>1950  yr.  grad.) 
N=  179 

Older 

( < 1950  yr.  grad,  j 
N=  161 

Question 

Yes  % 

Yes  % 

1 . Familiar  POR 

27 

18 

2.  Use  POR 

6 

2.5 

3.  Check  List 

27 

20 

4.  Questionnaires 

30 

27 
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There  were  109  of  341  (32  percent) 
of  the  respondents  who  indicated  a 
willingness  to  participate  in  such  a 
study.  Four  of  these  were  chosen 
from  a stratified  sample.  Report  of 
that  study  is  in  preparation. 

conclusion 

The  workload  and  dedication  of 


the  family  practitioner  have  long 
been  viewed  by  the  public  as  extra- 
ordinary. Data  from  this  study  sup- 
port this  attitude  since  the  average 
12-hour  professional  day  (Tables  1-3) 
is  50  percent  longer  than  the  general 
8-hour  work  day.  Survey  data  on 
the  average  work  week  of  G.P.’s  in 
Washington®  and  in  the  overall  Uni- 


ted States'®  reveal  that  50  percent 
or  more  of  G.P.’s  work  over  60  hours 
per  week,  which  is  consistent  with 
the  data  from  this  study. 

University  of  Washington 
School  of  Medicine  SK-30 
(98195) 
(Dr.  Yarnall) 
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A Systems  Approach  to 

Psychiatric  Utilization  Review 

CHARLES  H.  JONES,  M.D.,  Washington,  D.C. 


Utilization  review  is  a dynamic  management  process  that  allows  physicians  to  retain  or 
re-establish  medical  control  of  hospital  clinical  programs.  Peer  review  concepts  lend  tham- 
selves  to  linear  programming  which  aids  psychiatrists  in  the  daily  management  of  hospital- 
ized patients.  .4  PERT  network  of  discharge  procedures  setting  minimum,  maximum  and 
expected  lengths  of  stay  will  provide  necessary  information  for  hospital  personnel  to  ex- 
pedite or  retard  planned  discharges.  Thus,  systems  organization  of  repetitive  discharge 
procedures  can  be  a distinct  aid  to  formal  consideration  of  how  well  a hospital  is  utilized. 
■4s  utilization  review  boards  exercise  management  control  functions,  they  can  act  best  if 
their  membership  is  open  to  those  physicians  most  involved  in  a hospital’s  affairs,  irrespec- 
tive of  financial  interests. 


In  its  formative  stages,  utilization 
or  peer  review  has  come  to  mean 
different  things  to  different  people. 
.Many  physicians  regard  the  process 
as  boring  busy-work  and  suspect 
that  it  is  a calculated  intrusion  into 
the  realm  of  their  clinical  preroga- 
tives. In  contrast,  political  advo- 
cates of  compulsory  health  schemes 
and  some  health  insurance  officials 
fancy  that  utilization  review  can  rig- 
idly curtail  hospital  costs  and  bring 
arrogant,  greedy  physicians  to  heel. 

The  facts  are  something  else; 
utilization  or  peer  review  can  give 
physicians  increasing  opportunities 
to  broaden  their  participation  and 
power  in  hospital  management.  This 
can  be  readily  appreciated  by  con- 
sidering utilization  review  in  light  of 
the  recognized  management  func- 
tions of  planning,  organizitig,  staff- 
ing, directing  and  controlling.  ’ By 
the  nature  of  its  charter,  a commit- 
tee or  board  of  physicians  given  re- 
view authority  assumes  the  manage- 
ment function  of  controlling  the 
medical  activities  within  a hospital. 
.Medical  activities  give  the  hospital 
its  only  reason  for  existence.  But 
control  of  medical  activities  must  be 
dynamically  linked  to  other  manage- 
ment functions.  Thus  the  demand 
for  utilization  review  unquestion- 


Dr.  Jones  is  Deputy  Chief  Surgeon  at 
the  United  States  Soldiers’  Home  Hospi- 
tal, Washington,  D.C. 


ably  gives  physicians  unique  oppor- 
tunity to  retain,  or  re-establish,  med- 
ical dominance  over  hospital  affairs. 

goal-setting 

The  real  purpose  of  utilization  re- 
view is  to  exercise  management  con- 
trol of  the  quality  of  patient  care  as 
related  to  cost.  Attainment  of  this 
purpose  requires  systematic  goal- 
setting in  definitive  terms  within  a 


framework  allowable  by  hospital 
staff  prerogatives,  third-party  payor 
regulations,  budgetary  constraints 
and  doctor-patient  relationships. 
The  effectiveness  and  value  of  utili- 
zation review  of  hospitalized  psychi- 
atric patients  depend  on  how  appro- 
priately goals  are  set  in  harmony 
with  a hospital’s  reason  for  being, 
which  often  varies  greatly  from 
public  to  non-profit  to  proprietary 
sponsorship. 

With  utilization  review  regarded 
as  management  control  by  medical 
peers,  administrative  systems  can  be 
established  that  will  allow  physi- 
cians maximum  latitude  in  treating 
patients,  yet  blend  individual  efforts 
into  coherent  group  efforts.  Such 
administrative  systems  should  be  de- 


signed so  that  a direct  flow  of  per- 
tinent information  is  available  at 
the  proper  time,  to  all  persons  in- 
volved in  patient  care,  permitting 
them  to  accomplish  their  assigned 
tasks.  Thus,  utilization  review,  as 
an  embodiment  of  managerial  con- 
trol, consists  of  evaluating  medical 
and  ancillary  staff  performances  and 
assuring  that  they  are  adequate  and 
directed  toward  their  intended  goals. 


In  order  for  goals  to  serve  as  criteria 
of  clinical  performance,  they  must 
be  predetermined  and  explicit. 

operations  study 

The  work  of  utilization  review 
boards  is  simplified  if  distinction  is 
made  between  repetitive  and  non- 
repetitive  operations.  Repetitive 
operations  generally  yield  to  stand- 
ard operating  procedures.  They 
might  be  incorporated  into  medical 
staff  regulations,  thereby  helping  to 
resolve  definite,  recurring  problems. 
They  would  lead  to  the  formation 
of  organizational  behavior  patterns. 
Here,  review  boards  can  insist  upon 
stereotyped  performance  for  the 
good  of  the  order. 

A non-repetitive  operation  is  one 


"In  order  for  goals  to  serve  as  criteria  of  clinical  performance, 
they  must  be  predetermined  and  explicit." 
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that  must  be  devised  when  standard 
operating  procedures  prove  inade- 
quate. Clearly,  in  such  cases,  innova- 
tion is  required  of  the  attending  psy- 
chiatrist and  also  consultation  with 
hospital  management  is  often  advis- 
able. This  area  of  non-repetitive  op- 
erations particularly  illustrates  the 
special  value  of  having  review  by 
physicians’  peers  rather  than  by 
non-medical  authorities. 

When  utilization  review  is  regard- 
ed as  a management  function  under 
control  of  physicians,  advantage  can 
be  taken  of  the  management  con- 
cept of  the  systems  approach  to 
problem  solving.  This  approach  re- 
quires that  the  entire  organization 
be  examined  as  a single  operating 
entity.  Thus,  as  each  problem  arises, 
it  is  evaluated  with  respect  to  the 
entire  organization,  instead  of  being 
restricted  to  the  area  in  which  it 
first  appears.  The  aim  of  systems 
analysis  is  to  identify  various  inter- 
actions between  a problem  opera- 
tion and  all  other  operations.  Con- 
sequently, it  can  be  expected  that 
solutions  of  problems  involving  in- 
novation, or  the  setting  of  procedur- 
al precedents,  in  one  area  will  be 
developed  to  harmonize  with  all 
other  activities  of  the  organization. 

I am  not  suggesting  that  a utili- 
zation review  board  become  directly 
engaged  in  the  technical  processes 
of  systems  analysis.  Rather,  through 
comparison  with  standards  and 
through  the  raising  of  crucial  ques- 
tions, the  dynamic  relationship  be- 
tween controlling  and  the  other 
management  functions  of  planning, 
organizing,  staffing  and  operating 
can  exert  its  influence  on  solutions. 
In  response  to  initiatives  of  a utiliza- 
tion review  board,  a medical  director 
of  a psychiatric  hospital  can  apply 
the  systems  approach  to  develop 
solutions  to  be  presented  to  a gov- 
erning board,  a medical  staff,  appro- 
priate sub-groups  or  for  his  own  use. 

Whether  a medical  director  en- 
gages a systems  analyst  as  a con- 
sultant, or  prefers  to  use  the  sys- 
tems approach  himself,  there  are 
certain  imperative  requirements  if 
this  method  is  to  succeed. 


1.  Data  concerning  the  problem 
must  be  secured  from  personnel  em- 
ployed in  many  functional  areas  and 
at  various  levels  of  authority. 

2.  There  needs  to  be  a very  care- 
ful definition  of  data  in  advance  of 
collecting,  if  validity  and  compara- 
bility are  to  be  obtained.  These  def- 
initions must  be  clearly  understood 
by  those  who  serve  as  data  sources. 

3.  Some  means  of  identifying, 
storing  and  retrieving  data  must 
be  provided  for  each  segment  of  a 
problem. 

4.  Representative  data  about  a 
problem  must  be  collected  over  a 
reasonable  period  of  time  so  that 
future  projections  can  be  made. 
Simulation  of  projections  into  the 
future  may  lead  to  alternate  action 
courses  from  which  a choice  may 
be  made. 

5.  Simulation  requires  that  both 
past  and  future  events  be  measured 
against  the  same  organizational  and 
operational  structures  and  that  time- 
scales  be  relative.  This  means  that 
simulation  must  accurately  represent 
every  aspect  of  the  real  problem  to 
be  solved. 

The  strategic  position  of  physi- 
cians who  exercise  peer  review  is 
created  by  the  fact  that,  particularly 
in  psychiatric  hospitals,  very  real 
difficulties  are  often  met  when  at- 
tempts are  made  to  use  systems 
techniques  to  solve  clinical  or  social 
problems  for  which  little  or  no  auth- 
oritative definitions  or  acceptable 


solutions  can  be  found.  Without  a 
utilization  review  committee  asking 
the  right  questions,  it  is  often  diffi- 
cult to  determine  clearly  what  the 
problem  is. 

solutions 

PERT  is  the  acronym  for  Pro- 
gram Evaluation  and  Review  Tech- 
nique which  has  won  wide  military 


and  private  industrial  acceptance.  It 
was  developed  in  1958  by  the  Navy’s 
Bureau  of  Ordnance,  Booze,  Allen 
and  Hamilton,  and  the  Lockheed 
Missile  Systems  Division,  as  a net- 
work system  to  manage  the  Fleet 
Ballistic  Missile  program.  PERT  can 
be  regarded  as  a method  of  systems 
solution  for  problems  raised  by  sys- 
tems analysis.  Such  a systems  solu- 
tion graphically  displays  a network 
plan  to  reach  an  end-objective,  and 
places  emphasis  on  expected  times 
for  the  completion  of  activities 
which  will  result  in  events  which  are 
milestones  along  the  way  to  the  ob- 
jective. An  event  is  represented  in  a 
PERT  network  by  a geometric  figure 
and  marks  the  accomplishment  of  a 
specified,  definable  element  of  the 
project  plan.  Activities  appear  on  a 
network  as  solid  arrows  between 
events  representing  work  efforts  as 
afforded  by  the  project’s  time  and 
resources. 

For  the  most  part,  psychiatric 
hospitalization  is  concerned  with  ad- 
mission procedures,  discharge  pro- 
cedures and  what  goes  on  between 
and  afterwards.  Each  of  these  ele- 
ments properly  falls  within  the  pur- 
view of  utilization  review.  The  tech- 
niques and  concepts  of  the  systems 
approach  appear  germane  to  admis- 
sion and  discharge  procedures,  but 
not  to  what  goes  on  between  and 
afterwards.  For  these,  perhaps,  it 
would  be  better  to  extrapolate  the 
concept  of  “game-plan”  as  used  by 
professional  football  coaches.  How- 


ever, at  the  least,  stated  game-plans 
for  each  patient’s  projected  progress 
in  the  hospital  and  upon  discharge 
could  occupy  an  event  box  showing 
everyone  involved  (patient,  physi- 
cian, personnel,  relatives,  employers, 
etc.)  is  in  on  the  plan  and  knows 
what  his  signals  are. 

As  the  usual  purpose  of  admitting 
a patient  to  a psychiatric  hospital 


"Without  a review  committee  asking  the  right  questions,  it  is 
often  difficult  to  determine  clearly  what  the  problem  is." 
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is  to  prepare  him  for  discharge,  activ- 
ities to  accomplish  this  goal  should 
be  undertaken  immediately  upon 
admission.  An  early  diagnostic  con- 
ference is  a must.  At  the  conference 
the  attending  psychiatrist  can  pre- 
sent clinical  plans  and  can  assess 
multi-disciplinary  data  assembled  by 
those  who  have  been  in  contact  with 
the  patient  and  his  associates.  At 
this  time,  he  can  reap  many  divi- 
dends in  efficiency  by  estimating 
minimum,  maximum  and  expected 
lengths  of  stay.  While  linear  pro- 
gramming will  not  necessarily  short- 
en every  hospital  stay,  maximum 
efficiency  of  utilization  will  occur 
within  a framework  of  specific  clin- 
ical indications.  Thus,  utilization  re- 
view should  begin  as  soon  as  the 
patient  is  admitted.  In  fact,  the  ad- 
mitting or  referring  physician  makes 
the  first  utilization  decision  when 
he  concludes  that  hospitalization  is 
clinically  indicated. 


and  forthwith.  This  frequently  goes 
to  the  point  that  an  attending  psy- 
chiatrist feels  isolated  from  his  pa- 
tients by  a band  of  hostile  inter- 
mediaries. 

Either  of  the  above  forms  of  staff 
conflict  can  result  in  injury  to  the 
patient.  If  disagreements  are  not 
made  explicit  and  then  thrashed  out, 
they  usually  end  by  colliding  in  the 
person  of  the  patient,  who  then  acts 
out  to  his  own  harm. 

Psychiatric  hospital  discharge 
procedures  are  usually  less  organized 
than  admission  and  diagnostic  pro- 
cedures. Chaos  frequently  results 
when  discharge  practices  are  slov- 
enly, particularly  if  insufficient  time 
remains  for  corrections.  In  this 
problem  area,  a systems  approach, 
following  the  five  imperatives  previ- 
ously listed,  can  be  very  helpful. 
Each  person  in  each  department 
having  anything  to  do  with  patient 
treatment  or  with  the  discharge  pro- 


"A problem  that  annoys  psychiatric  hospital  medical  directors 
is  the  furtive  attending  psychiatrist.  He  tries  to  admit  his  pa- 
tient in  stealth  and  to  treat  him  in  secret." 


A problem  that  frequently  an- 
noys psychiatric  hospital  medical 
directors  is  the  furtive  attending 
psychiatrist.  He  tries  to  admit  his 
patient  in  stealth  and  to  treat  him  in 
secret.  He  keeps  orders  to  the  mini- 
mum of  prescribing  medication  and 
requests  patient  privileges  usually  in- 
appropriate to  the  hospital’s  milieu 
or  out  of  step  with  whatever  game- 
plan  is  understood  by  hospital  per- 
sonnel. 


cess  is  used  to  identify  1.  what  his 
responsibilities  are  in  respect  to  dis- 
charge; 2.  what  his  departmental 
procedures  and  their  liabilities  are; 
3.  what  problems  seem  to  be  due  to 
faulty  procedures  and  faulty  coop- 
eration within  his  own  department; 
and  4.  what  problems  seem  to  be 
due  to  faulty  procedures  and  failure 
of  cooperation  of  other  depart- 
ments. For  each  problem,  plausible 
contingency  solutions  are  listed  in 


"The  other  end  of  the  annoyance  spectrum  is  experienced  by 
attending  psychiatrists  when  their  patients  are  engulfed  by 
eager-beaver  personnel." 


The  other  end  of  the  annoyance 
spectrum  is  experienced  by  attend- 
ing psychiatrists  when  their  patients 
are  quickly  engulfed  by  eager-beaver 
ancillary  personnel  who  assume  li- 
cense to  apply  dubious  or  disorgan- 
ized pseudo-therapies  automatically 


preferential  order.  By  assembling 
these  data  and  performing  simula- 
tions, an  efficient  and  economic 
network  of  discharge  procedures  can 
be  constructed. 

In  building  a PERT  network  to 
solve  repetitive  discharge  problems. 


well-integrated  hospital  personnel 
can  be  used  in  lieu  of  computers 
and  at  less  expense.  All  that  is  need- 
ed is  to  program  personnel  using 
computer  concepts  and  they  can 
give  more  than  enough  response  to 
satisfy  the  systems  approach. 

Following  established  network 
procedures,  a patient  and  all  who 
are  involved  in  the  discharge  process, 
especially  his  family,  can  work  with 
the  attending  psychiatrist  so  that  a 
sequential  time  schedule  of  events 
will  provide  maximum  support  for 
the  discharge  and  subsequent  follow- 
up plans  and  will  expedite  or  appro- 
priately retard  their  initiation.  Note 
the  emphasis  on  having  a patient  as 
an  active  rather  than  a passive  parti- 
cipant in  the  discharge  process. 

Systems  solution  of  discharge 
problems  allows  an  attending  psychi- 
atrist to  rely  on  routines  and  to  de- 
pend on  all  personnel  for  support 
of  discharge  and  follow-up  plans. 
Also,  from  a management  stand- 
point, a PERT  network  of  discharge 
procedures  brings  under  utilization 
review  control  those  psychiatrists 
who  might  otherwise  attempt  the 
type  of  precipitous  discharge  that 
is  motivated  by  a desire  to  termin- 
ate doctor-patient  relationships  gone 
askew.  Such  discharges  are  often 
brought  about  by  manipulating  pa- 
tients into  demanding  “discharge 
against  medical  advice”  which  I hold 
has  no  medical-legal  validity.^  Thus, 
failure  to  adjust  to  an  established 
PERT  network  discharge  system, 
when  disclosed  by  utilization  review, 
may  justify  staff  recommendations 
for  disciplinary  action  by  the  hospi- 
tal’s governing  board. 

conclusion 

I contend  that  dynamic  involve- 
ment of  peer  review  in  the  affairs  of 
hospital  management  will  be  more 
productive  than  schemes  that  regard 
such  review  as  an  external  audit 
made  by  relative  strangers.  Many 
who  express  a suspicious  resentment 
of  affluent  physicians  advocate  that 
peer  review  should  not  be  made  by 
anyone  employed  by  the  hospital  or 
who  derives  income  from  an  invest- 
ment in  the  facility.  This  attitude 
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shows  an  ignorance  of  what  psychi- 
atric hospitalization  is  all  about. 


Utilization  review  is  of  negative 
value  when  it  consists  of  frustrated 
attempts  to  undo  what  has  already 
been  done  or  is  limited  to  ex  post 
facto  criticism  of  seemingly  purpose- 
less or  uncoordinated  clinical  deci- 
sions by  individual  physicians.  I 
prefer  to  regard  utilization  review  as 
dynamic  scrutiny  and  assessment  ap- 
plied throughout  a patient’s  hospi- 
talization, involving  many  personnel 
not  on  the  review  board.  True,  for- 
mal meetings  are  required  to  evalu- 
ate completed  records  of  hospitali- 
zation. Yet,  these  are  relatively 
meaningless  if  board  members  are 
not  intimately  involved  with  daily, 
clinical  operations  of  the  hospital. 

As  utilization  review  is  a time- 
consuming  managerial  function,  phy- 
sicians should  be  compensated  for 
time  spent.  In  many  open  staff  hos- 
pitals, this  can  be  accomplished  by 


offering  attending  physicians  part- 
time  employment.  They  would  be 


involved  in  formal  utilization  review 
meetings  and  several  supervisory 
chores  designed  to  bring  about  co- 
herent, multi-disciplinary  support  of 
the  medical  model  of  mental  ill- 
ness.^’^  Less  expense  is  required 
in  proprietary  hospitals  where  the 
interests  of  investing  psychiatrists 
are  fixed  through  close  identifica- 
tion with  the  hospital;  administra- 
tive salaries  are  unnecessary  as 
inducements. 

Those  who  allege  lush  profits 
and  conflicts  of  interest  by  physi- 
cian ownership  of  hospitals  are  play- 
ing to  political  galleries.  The  truth 
is  that  margins  of  profit  allowed  by 
third-party  payors  are  narrow.  From 
a monetary  standpoint,  physician 
proprietors  would  be  better  off  seek- 
ing investments  in  syndicates  that 
build  and  operate  apartment  houses 
or  other  commercial  developments. 


The  main  incentive  for  propri- 
etary hospital  ownership  by  psychi- 
atrists has  been  the  desire  to  control 
clinical  programs.  Such  control  af- 
fords patients  proper  hospitalization 
by  mobilizing  the  efficiencies  of 
private  enterprise  to  that  end.  This 
is  no  idle  notion,  for  I have  served 
as  chief  executive  officer  of  public, 
non-profit,  and  proprietary  psychi- 
atric hospitals,  and  have  found  it  to 
be  true.  Without  question,  hospitals 
organized  for  profit  can  and  do  pro- 
vide quality  medical  care  efficiently 
and  at  low  cost.  Their  nominal  prof- 
it amounts  to  less  than  the  cost  of 
lost-motion  and  bureaucracy  inher- 
ent in  governmental  and  soft-money 
institutions.  Therefore,  utilization 
board  membership  by  clinically  in- 
volved proprietors  should  be  encour- 
aged rather  than  banned.  Even  if 
third  party  payors  insist  upon  utili- 
zation review  independent  of  hospi- 
tal staff,  such  superficial  duplication 
might  best  be  regarded  as  a bureau- 
cratic cost  and  should  not  preclude 
the  internal  use  of  utilization  review 
as  a dynamic  management  function. 

United  States 
Soldier’s  Home  Hospital 
(20315) 


"Utilization  review  is  of  negative  value  when  it  consists  of  at- 
tempts to  undo  what  has  been  done  or  is  limited  to  criticism." 
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Necrotic  Arachnidism: 

A New  Entity  in  the  Northwest 

MARTIN  WAND,  M.D.,  Boise,  Idaho 


A 27-year-old  Boise,  Idaho,  man  was  believed  to  have  been  bitten  on  the  arm  by  a 
spider.  He  subsequently  developed  a necrotic  lesion  with  eschar  formation  on  his  arm  and 
a severe  systemic  reaction.  Although  the  spider  was  not  identified,  the  clinical  picture 
corresponded  to  that  resulting  from  the  bite  of  a Loxosceles  spider.  Necrotic  arachnidism 
due  to  Loxosceles  spiders  should  now  be  considered  a potential  health  problem  in  the 
Northwest. 


T 

he  clinical  picture  of  necrotic 
arachnidism  was  recognized  as  early 
as  the  1870’s  in  both  North  and 
South  America.'’^  However,  it  was 
not  until  1937  that  Macchiavello 
showed  that  Loxosceles  laeta  was 
the  cause  of  cutaneous  arachnidism 
in  Chile,  and  not  until  1957  that 
Atkins  and  his  associates  showed 
that  Loxosceles  reclusa  was  the 
cause  of  necrotic  arachnidism  in  the 
United  States. Since  that  time 
there  have  been  numerous  reports 
of  necrotic  arachnidism  in  the  Unit- 
ed States,  especially  in  the  South 
and  Midwest.  To  date,  there  have 
been  no  reports  of  such  cases  from 
the  Northwest.  A recent  case  of  ne- 
crotic arachnidism  in  Boise,  Idaho, 
forms  the  basis  of  this  report. 

CASE  REPORT 

A 27-yeax-old  male  carpenter  was  ad- 
mitted to  a hospital  in  Boise,  Idaho,  Sep- 
tember 23,  1971,  with  the  history  of  a 
spider  bite.  On  the  morning  of  Septem- 
ber 22,  while  working  in  his  cabinet  shop, 
he  noticed  a brown  spider  on  his  left  arm 
after  he  removed  a piece  of  wood  from  a 
woodpile.  He  did  not  feel  any  bite,  but 
automatically  brushed  the  spider  off  and 
stepped  on  it.  Within  one  hour,  at  the 
site  where  he  first  saw  the  spider,  he 
noticed  a stinging  sensation  which  be- 
came progressively  more  severe.  By  early 
afternoon,  there  was  a small  bleb  sur- 
rounded by  an  area  of  erythema  5-6  cm 
in  diameter.  By  evening,  his  whole  left 


Dr.  Wand  is  with  the  Epidemiology 
Program,  Center  for  Disease  Control, 
Health  Services  and  Mental  Health  Ad- 
ministration, Public  Health  Service,  U.S. 
Department  of  Health  Education  and  Wel- 
fare, located  in  the  Preventive  Medicine 
Division,  Idaho  Department  of  Health. 


arm  was  red  and  swollen  from  the  shoul- 
der to  the  wrist,  and  the  bite  site  was  ex- 
tremely painful.  He  also  noticed  the  on- 
set of  generalized  muscle  aches,  malaise, 
and  fever  (no  temperature  was  taken  at 
the  time).  By  night  time,  he  was  vomit- 
ing every  15  minutes;  there  was  no 
diarrhea. 

The  patient  managed  to  fall  asleep, 
but  awoke  “very  sick”  and  confused  at 
4 a.  m.  He  was  admitted  to  the  hospital 
that  morning.  He  presented  as  an  acutely 


A 


ill,  slightly  confused  young  man  with  a 
swollen  left  arm;  he  had  a temperature 
of  102.5  F (39.2  C),  pulse  120,  respira- 
tion 22,  blood  pressure  122/60.  Nothing 
abnormal  was  noted  in  the  physical  exam- 
ination except  the  swollen  left  arm.  The 
bite  site,  by  this  time,  consisted  of  a cen- 
tral dark  area  surrounded  by  a large  ery- 
thematous zone.  Figure  1.  Results  of  a 
chest  x-ray,  urinalysis,  and  12  channel 
SMA  were  normal;  serology  for  syphilis 
was  negative.  The  hematocrit  was  39.9, 


Fig.  1.  Left  arm,  6 days  after  bite.  Note  beginning  eschar  formation  and 
irrounding  area  of  erythema  and  induration. 
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WBC  21,600  with  70  segmented  cells,  15 
bands,  9 lymphocytes,  6 monocytes.  The 
sedimentation  rate  was  17  Wintrobe 
units,  uncorrected,  and  8 corrected. 

Intravenous  fluids  were  started  and 
he  was  given  procaine  penicillin,  tetra- 
cycline, aspirin,  prochlorperazine,  and 
oxymorphone.  He  made  little  clinical 
improvement  that  day,  and  his  tempera- 
ture remained  in  the  102  F (39  C)  range. 
The  next  morning,  September  24,  a black 
eschar  began  to  form  over  the  site.  The 
diagnosis  of  necrotic  arachnidism  was 
considered  and  he  was  started  on  dexa- 
methasone  4 mg  intramuscularly  twice  a 
day.  By  the  next  day,  September  25,  he 
was  afebrile,  the  swelling  of  the  arm  had 
greatly  decreased,  and  he  was  clinically 
much  improved.  He  was  discharged  on 
September  26,  four  days  after  admission, 
and  went  back  to  work  on  September  28. 

Two  weeks  after  the  bite,  October  6, 
the  eschar  persisted,  but  swelling  and 
tenderness  had  greatly  decreased;  there 
was  desquamation  of  skin  around  the 
bite.  Figure  2.  Three  weeks  after  the  bite 
the  eschar  fell  off,  leaving  a necrotic 
ulcer,  and  five  weeks  after  the  bite  the 
ulcer  was  healed. 

Epidemiologic  investigation  re- 
vealed that  some  of  the  wood  and 
plastic  laminates  used  in  the  cabinet 


shop  are  shipped  from  Southern 
states.  The  patient  was  not  able  to 
identify  the  type  of  spider  that  bit 
him  except  that  it  was  a brown  spi- 
der about  3 cm  in  diameter,  includ- 
ing the  legs.  A search  of  the  prem- 
ises did  not  reveal  any  spider  resem- 
bling Loxosceles  reclusa. 

discussion 

The  diagnosis  of  necrotic  arach- 
nidism can  often  be  suspected  on 
clinical  grounds  alone.'’  The  actual 
bite  is  relatively  painless;  in  one 
study,  over  50  percent  of  the  pa- 
tients were  not  aware  of  being  bit- 
ten at  the  time.^  Occasionally  there 
might  be  slight  stinging  associated 
with  the  bite.  Within  one  to  eight 
hours,  mild  to  severe  pain  develops. 
This  is  accompanied  by  a vesicle  at 
the  bite  site  surrounded  by  a zone 
of  erythema  and  induration.  Over 
the  next  week  or  two,  the  eschar 
falls  off  leaving  an  indolent  necrotic 


ulcer.  The  healing  time  of  the  ulcer 
is  protracted. 

Systemic  reactions,  sometimes 
extremely  severe  and  even  fatal, ^ 
may  be  associated  with  the  local 
reaction.  Within  8 to  48  hours, 
malaise,  weakness,  fever  and  chills, 
nausea  and  vomiting,  and  a general- 
ized morbilliform  rash  may  devel- 
op.’ Rarely,  hemolytic  anemia  and 
thrombocytopenia  may  accompany 
the  clinical  picture.^ 

While  the  full-blown  clinical  pic- 
ture of  necrotic  arachnidism  is  class- 
ical, it  has  been  repeatedly  stressed 
that  many  different  species  of  spi- 
ders are  capable  of  biting  man  and 
producing  an  illness  resembling  a 
mild  case  of  Loxosceles  envenoma- 
tion.®’^  However,  in  the  United 
States,  only  the  members  of  the 
genus  Loxosceles  have  been  shown 
definitely  to  produce  the  full  clini- 
cal picture  as  described  here. 

The  genus  Loxosceles  contains 
approximately  70  different  Species, 
of  which  five  of  the  six  species 
found  in  the  United  States  (L.  laeta, 
L.  rufescens,  L.  unicolor,  L.  arizon- 
ica,  and  L.  reclusa  (brown  recluse 
spider)  have  been  found  capable  of 
causing  necrotic  arachnidism.^’”  ” 
But  until  proven  otherwise,  all  mem- 
bers of  the  genus  must  be  considered 
potentially  dangerous.”’*’  All  mem- 
bers of  this  genus  are  brown,  color 
varying  from  light  to  dark  depend- 
ing on  speeies  and  geographic  loca- 
tion. The  body  length  varies  from 
one-quarter  to  one-half  inch  (0.6  to 
1.3  cm)  in  length,  with  the  female 
generally  slightly  larger  than  the 
male.  The  legs  are  long  and  the  body 
is  covered  with  short  hairs.  While 
most  spiders  have  eight  eyes,  Loxo- 
sceles have  six  eyes  in  three  diads 
arranged  in  a semi-circle  on  the  cara- 
pace. The  most  distinguishing  sign 
is  the  dark  violin-shaped  marking 
extending  from  the  eyes  to  the  end 
of  the  lighter  colored  cephalothor- 
ax.  Figure  3.  There  may  be  some 
variation  in  the  distinctness  of  this 
marking,  depending  on  species  and 
geographic  location.***  This  com- 
bination of  six  eyes  and  the  violin 
shaped  marking  is  very  good  initial 
evidence  for  identifying  a Loxosceles 


Fig.  2.  Left  arm,  two  weeks  after  bite.  Eschar  still  present,  but  erythema 
and  induration  almost  all  gone.  Note  disquamation  of  skin. 
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Fig.  3.  Loxosceles  reclusa  (Brown  recluse  spider).  Picture  from  CDC  Film  Library. 


spider;  further  differentiation  would 
require  an  expert  in  this  field. 

To  date  there  have  been  no  re- 
ports of  necrotic  arachnidism  due 
to  L.  rufescens  or  L.  laeta  in  the 
United  States.  L.  rufescens  have 
been  reported  only  from  the  East 
Coast  and  Gulf  States  of  the  United 
States.  All  occurrences  of  L.  laeta 
in  the  United  States  seem  to  have 
been  due  to  importation  from  South 
America.*  ^’* ‘*’*  ^ This  species  ap- 
pears to  be  restricted  to  certain 
limited  foci  in  North  America  and, 
like  L.  rufescens,  is  of  only  potential 
importance  at  this  time.  Both  L.  ari- 
zonica  and  L.  unicolor  have  been 
incriminated  in  cases  of  necrotic 
arachnidism.**  L.  arizonica  is  found 
in  Arizona,  New  Mexico,  and  North- 
ern .Mexico,  and  L.  unicolor  is  found 
in  the  Great  Basin  which  extends 
northward  to  the  Utah-ldaho  bor- 
der.*** While  neither  spider  has  been 
found  outside  of  these  regions,  it  is 
felt  that  L.  unicolor  could  be  ex- 
pected in  Southern  Idaho.  *^ 

In  the  United  States,  L.  reclusa 


has  the  widest  geographic  distribu- 
tion and  has  been  the  most  frequent 
cause  of  necrotic  arachnidism.  This 
species  is  found  in  an  area  extending 
from  Kentucky  to  Alabama,  and 
west  to  Kansas,  Oklahoma,  and 
many  surrounding  regions. 

While  the  endemic  area  for  this 
spider  has  gradually  enlarged  over 
the  years,  it  is  still  mainly  confined 
to  the  South  and  Midwest.  There 
have  been  reports  of  L.  reclusa  in 
many  isolated  areas  in  the  United 
States,  but  it  is  felt  that  they  have 
resulted  from  accidental  transporta- 
tion rather  than  true  migration  of 
this  spider.*'*  Studies  have  shown 
that  the  temperature  range  for  activ- 
ity for  L.  reclusa  is  approximately 
40  F to  1 10  F (4.5  C to  43.3  C).*  ^ 
This  would  explain  why  the  more 
moderate  winters  of  the  South 
would  be  a more  suitable  indigenous 
environment  for  this  spider.  How- 
ever, with  the  almost  universal  pres- 
ence of  central  heating  in  the  United 
States,  producing  the  ideal  tempera- 
ture range  for  this  spider,  it  would 


not  be  surprising  if  more  and  more 
isolated  colonies  of  these  spiders 
were  reported  from  the  Northern 
states.  It  has  been  shown  that  this 
species  can  survive  up  to  six  months 
without  food  or  water. *^  This  de- 
gree of  hardiness,  coupled  with  the 
rapid  mobility  of  people  and  goods 
in  the  United  States,  makes  it  inevit- 
able that  some  shipment  of  house- 
hold belongings  or  other  goods, 
especially  from  the  indigenous  areas, 
might  inadvertently  carry  these  spi- 
ders to  a new  location.  While  it 
seems  unlikely  that  the  Northwest 
will  ever  become  an  endemic  area 
for  these  spiders,  this  present  case 
illustrates  that  no  area  in  the  United 
States  is  immune  to  the  presence  of 
this  spider.  There  have  been  several 
reports  of  L.  reclusa  in  Idaho,  as  well 
as  Montana**  and  other  Northern 
states,  but  none  have  ever  been 
officially  confirmed  so  far. 

As  its  name  implies,  this  is  a shy 
retiring  spider  which  tends  to  avoid 
light  and  disturbance  of  any  type. 
In  warmer  areas,  they  may  be  found 
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indoors  and  out,  but  farther  north 
are  most  often  found  in  houses, 
occupying  closets,  storage  boxes, 
packed  clothing,  and  similar  undis- 
turbed places.'^  Usually,  they  will 
bite  only  when  provoked. 

The  treatment  for  necrotic  arach- 
nidism  has  been  inadequately  stud- 
ied. The  only  treatment  regimen 
which  seems  to  be  effective  is  to 
give  corticosteroids  no  later  than 
24  hours  after  the  bite.'*’*  ^ Methyl- 
prednisolone  80  mg  intramuscularly 
per  day  for  the  first  two  to  three 
days  is  recommended.' ^ Antihista- 
mines may  give  symptomatic  relief. 
If  steroids  are  not  given  early 
enough  or  there  is  a treatment  fail- 
ure, an  eschar  will  develop  with  sub- 
sequent sloughing  and  ulcer  forma- 
tion. Early  surgical  excision  and 
debridement  in  two  to  five  days, 
when  necrosis  appears  inevitable, 
have  been  recommended  to  promote 
healing  which,  otherwise,  might  take 
many  weeks. An  antivenin  has 
been  developed  for  use  in  Peru  and 


CHEMICAL 

NOMENCLATURE 


Trade 

Achromycin 
Rexamycin 
Robitet 
Tetracyn 
Tetrex 
Compazine 
Numorphan 
Medrol 
Decadron 
Deronil 
Gammacorten 
Hexadrol 

Brazil,  but,  our  knowledge  of  its 
efficacy  is  incomplete.*  * Unfor- 
tunately, an  antivenin  is  not  vet 
available  in  the  United  States.*  '*  Of 
course,  the  best  treatment  is  still 
preventive:  in  areas  where  spiders 

are  likely  to  be,  look  carefully  be- 
fore picking  up  or  putting  on  any- 
thing. 

In  our  case  the  clinical  picture 


Generic 

tetracycline 


prochlorperazine 
oxymorphone 
methyl  prednisolone 
dexamethasone 


fits  perfectly  with  that  of  classic 
necrotic  arachnidism.  Although  a 
spider  was  seen,  no  positive  identifi- 
cation was  made.  It  was  probably 
due  to  a spider  of  the  Loxosceles 
genus,  but  regardless  of  the  actual 
species  involved,  necrotic  arachnid- 
ism is  no  longer  an  unknown  entity 
in  the  Northwest.  Since  the  diagno- 
sis can  be  made  only  if  one  main- 
tains a high  degree  of  suspicion,  it 
behooves  physicians  to  realize  this 
as  a potential  health  problem  in  the 
Northwest. 

Address  reprint  requests  to  Dr.  Wand 
at:  Epidemiology  Program,  Center  for 

Disease  Control,  Atlanta,  Georgia  30333 
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Twin  Transfusion  Syndrome 

JOHN  P.  ALLEN,  M.D.,  Portland,  Oregon 


T 

J-  he  twin  transfusion  syndrome 
is  also  known  as  the  intrauterine 
parabiotic  syndrome,  transplacental 
transfusion  syndrome,  autotransfu- 
sion between  two  twins,  or  twin-to- 
twin  transfusion  syndrome.*”*  It  rep- 
resents an  infrequent  but  important 
cause  of  perinatal  morbidity  and 
mortality  in  twins.  Vascular  anasto- 


After a 40-week,  uncomplicated  preg- 
nancy, a 23-year-old  white  female  (gra- 
vida III,  para  II)  gave  birth  to  twins  after 
a nine-hour,  uneventful  labor.  The  first 
(donor)  twin  was  a pale  female  delivered 
stillborn.  She  weighed  6 lbs  3 oz  (2806.6 
gm).  The  second  recipient  twin  was  a 
plethoric  but  vigorous,  active  female  who 
experienced  no  respiratory  distress  fol- 
lowing delivery.  Her  birth  weight  was 
6 lbs  6 oz  (2891.6  gm).  The  placenta 
was  manually  removed  and  delivered  com- 
pletely intact.  It  was  a diamniotic,  dich- 
orionic  type  with  each  twin  region  of  the 
placenta  being  entirely  separate.  Table  1. 
Pathological  studies  revealed  no  evident 
arteriovenous  anastomoses;  however,  in- 
jections of  a contrast  agent  into  the 
placental  vessels  were  not  performed. 

The  physical  findings  after  delivery 
were  striking.  The  stillborn  was  pale, 
covered  with  purpuric  lesions  over  the 
body,  had  hepatomegaly  and  was  general- 


moses  have  been  found  between  the 
two  placental  territories  that  may 
result  in  an  unbalanced  blood  supply 
to  the  twins.  However,  this  may 
not  be  the  pathogenesis  in  all  cases 
of  twin-to-twin  transfusion.*  This 
abnormal  physiological  situation  has 
been  previously  established  as  occur- 
ring only  in  monozygotic  twins. 


CASE  REPORT 

ly  edematous.  The  viable  infant  was  ple- 
thoric and  cyanotic  but  in  no  cardio- 
respiratory distress.  The  liver  was  not 
enlarged.  No  neurological  abnormalities 
were  noted.  Table  1 summarizes  the 
birth  history  of  the  twins. 

The  hematologic  findings  revealed  the 
stillborn  twin  to  have  hemoglobin  of  6 
grams  and  B positive  blood  type  while 
the  plethoric  twin  had  hemoglobin  of  25 
grams  and  B positive  blood  type.  Table  2. 
An  initial  white  count  performed  at  birth 
on  the  recipient  twin  was  11,550  with 
76  nucleated  red  cells  per  100  white 
blood  cells  which  decreased  to  3 nucle- 
ated red  cells  per  100  white  blood  cells 
three  days  after  delivery.  The  thrombo- 
cytes were  described  as  adequate.  Bili- 
rubin level  varied  from  5.7  to  13.2  mg. 
Urine  was  normal. 

A chest  x-ray,  done  on  the  day  of 
delivery,  revealed  a bilateral,  fine,  nodu- 
lar, patchy  infiltrate  consistent  with  pul- 
monary congestion.  The  heart  was  of 


The  purpose  of  this  report  is  to  de- 
scribe the  syndrome  in  dichorionic 
diamnionic  twins  in  which  major 
arteriovenous  placental  anastomo- 
ses were  lacking,  and  to  emphasize 
the  syndrome’s  importance  because 
of  treatment  available  for  each 
neonate. 


normal  size.  This  infiltrate  cleared  after 
repeated  phlebotomies. 

The  recipient  twin  was  hospitalized 
after  delivery  and  eight  phlebotomies 
were  performed  during  a 10-day  period 
in  order  to  lower  the  hematocrit  and  asso- 
ciated hyperviscous  state.  Figure  1.  The 
reason  for  the  wide  fluctuation  in  the 
hemoglobin  concentration  following  seri- 
al phlebotomy  is  unknown.  By  the  36th 
day  both  her  hematocrit  and  hemoglobin 
concentrations  were  within  normal  limits. 
The  child  experienced  no  cardiorespira- 
tory difficulty  or  seizures  during  the  neo- 
natal period,  or  subsequently.  She  was 
last  examined  at  30  months. 

The  phlebotomies  were  accomplished 
by  removing  blood  through  the  umbilical 
vein  or  femoral  vein.  The  amount  re- 
moved on  each  of  eight  occasions  varied 
from  12cc  to  45cc.  After  the  blood  was 
removed,  it  was  usually  replaced  with  an 
approximately  equal  amount  of  normal 
saline  or  5 percent  dextrose  in  water. 


TABLE  1 
BIRTH  HISTORY 


History 

Twin  A 

Twin  B 

Order  of  birth 

1st 

2nd 

Condition  at  birth 

Stillborn 

Viable 

Delivery 

Cephalic-low  forceps 

Breech 

Birth  weight  (gms) 

2980 

2765 

Appearance 

Pale 

Plethoric 

Placenta  * 

Part  A 

Part  B 

Weight  (gms) 

800 

320 

Gross  appearance 

Edematous,  pale 
lacerated  at  margin 

Normal 

* Separate  parts 
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Fig.  1.  Serial  hematocrits  and  hemoglobins  during  the  neonatal  period  in  the 
plethoric  recipient  twin.  Phlebotomies  were  performed  at  the  arrows. 


discussion 

Severe  complications  of  this  syn- 
drome can  occur  in  either  twin,  al- 
though the  most  emergent  danger  is 
to  the  plethoric  twin.  The  most 
common  abnormal  findings  are  com- 
plications of  hypervolemia  and  hy- 
perviscosity. They  can  result  in 
hepatomegaly,  acute  heart  failure, 
pulmonary  congestion  and  death.’ 
Central  nervous  system  dysfunction 
can  also  occur  and  is  manifested  by 
seizures  during  the  neonatal  period. 
Pulmonary  congestion,  with  respira- 
tory distress,  is  a common  occur- 
rence most  likely  secondary  to  plate- 
let and  erythrocyte  aggregates  from 
the  hyperviscous  state.  Mental  re- 
tardation, seizures  and  weakness, 
generally  classified  as  cerebral  palsy, 
may  be  later-diagnosed  sequellae  of 
transiently  high  hematocrit  during 
the  neonatal  period.^ 

The  anemic  twin  less  frequently 
represents  a medical  emergency  but 
shock  has  been  reported.^  Stillborn, 
anemic  fetuses  have  been  described 
as  due  to  this  syndrome. The 
donor  twin  in  our  case  report  was 
delivered  stillborn.  Kernicterus  has 
been  described  by  Bosma  and  Sacks 
in  the  plethoric  recipient  twin.'*’” 
This  may  have  been  the  result  of 
hemolysis  and  hypoxia  during  the 
first  few  days  of  life. 

It  is  of  interest  that  all  previous 
reports  in  the  literature  of  the  twin 
transfusion  syndrome  have  been  in 
monozygotic  twins.  Despite  the 
presence  of  diamniotic,  dichorionic 
separate  placentas,  these  twins  were 
most  likely  monozygotic.  Unfortun- 
ately, complete  blood  typing,  which 
would  have  been  necessary  to  estab- 


lish dizygotic  twins,  was  not  per- 
formed on  the  stillborn  fetus. 

The  unbalanced,  unequal  distri- 
bution of  blood  between  the  two 
fetuses  is  most  likely  the  result  of 
blood  being  transferred  from  the 
donor  (anemic)  twin  to  the  recipient 
(plethoric)  twin  in  utero.  Since  no 
maternal  blood  was  found  in  either 
twin’s  circulatory  system,  maternal- 
fetal  transfusion  did  not  occur. 

Of  great  interest  is  the  finding 
that  the  donor  placenta  was  much 
larger  than  the  recipient  placenta. 
Despite  the  larger  size  of  the  donor 
twin’s  placenta,  villous  hyperplasia 
was  not  present.  The  reason  for  the 


edematous  donor  placenta  is  ob- 
scure. Aherne  and  his  co-workers 
suggest  that  the  rate  of  flow  in  the 
donor  placental  territory  may  be 
markedly  reduced  with  a secondary 
increase  in  vascular  resistance  and 
hence  result  in  increased  flow  to  the 
recipient  twin.^  Since  there  were 
no  evident  major  arteriovenous  anas- 
tomoses in  the  chorion  of  the  pla- 
centa reported  in  our  twins,  perhaps 
the  unequal  distribution  of  blood 
between  the  two  fetuses  was  on  the 
basis  of  increased  resistance  in  the 
donor  twin  which  may  have  been 
secondary  to  intrauterine  death.  At 
this  point  it  is  impossible  to  estab- 


TABLE  2- HEMATOLOGICAL  FINDINGS  AT  BIRTH 


Hct  (vol%) 

Twin  (D) 

Twin  (R) 
92.5 

Mo  ther 
normal 

Father 

Hemoglobin  (gms) 

6 

25 

normal 

- 

Reticulocyte  count  (%) 

5.8 

- 

■ 

Coombs 

negative 

negative 

- 

- 

Blood  type 

B 

B 

0 

B 

RH  type 

positive 

positive 

negative 

positive 

Blood  cultures 

negative 

- 

- 

D - Donor  twin  (stillborn  twin)  R - Recipient  twin  (viable  twin) 
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lish  the  exact  mechanism  leading  to 
a high  hematocrit  in  the  recipient 
twin.  Alternately,  the  polycythemia 
may  have  been  the  result  of  stimula- 
tion of  the  erythroid  system  of  the 
recipient  twin  by  humoral  factors 
arising  from  the  hypoxic  or  dis- 
tressed twin. 

Certainly  all  the  cases  in  the  liter- 
ature cannot  be  explained  by  this 
hypothesis.  Many  reports  describe 
two  normal  viable  twins  in  whom 
neither  twin  experienced  respiratory 
distress.  On  the  other  hand,  Seip 
postulated  that  the  hypervolemic 
state  in  the  plethoric  twin  is  at  the 
expense  of  the  anemic  twin  and  is  a 
result  of  a more  forceful  contraction 
of  the  uterus  after  delivery  of  the 
first  twin  which  must  be  the  anemic 
twin.*^  This  particular  case  report 
would  be  consistent  with  that  hypo- 
thesis; although  it  cannot  explain  all 
the  cases  in  the  literature,  as  in  50 
percent  of  the  case  studies  reported, 
the  plethoric  twin  was  delivered 
first.  It  is  possible  that  several  mech- 
anisms can  result  in  anemia  in  one 
twin  and  a high  hematocrit  in  the 
other  twin. 

Of  the  59  well-documented  cases 
of  twins  described  in  the  literature 
in  whom  a twin  transfusion  syn- 
drome was  present,  12  of  the  donor 
twins  and  1 3 of  the  recipient  twins 
were  delivered  stillborn.  Sixteen  of 
the  donor  twins  died  within  the  first 
three  days  of  life,  while  17  of  the 
recipient  twins  expired  in  that  peri- 


od of  time.  In  addition  three 
deaths  occurred  from  5 to  14  days 
in  the  plethoric  twin.  These  cases 
are  well  summarized  by  Rausen, 
Seki  and  Strauss  and  Aherne  and  co- 
workers,*’^  Two  of  the  donor  twins 
were  retarded,  while  one  of  the  re- 
cipient twins  had  seizures  during  the 
neonatal  period  which  abated  after 
phlebotomy.  The  infrequency  of 
neurological  complications  in  infants 
with  a high  hematocrit  from  a twin 
transfusion  as  compared  with  tran- 
sient idiopathic  elevations  of  the 
hematocrit  is  unknown.*®  Perhaps 
those  non-twin  infants  who  have  a 
transient  idiopathic  polycythemia 
sustained  in  addition  an  intrauterine 
hypoxic  insult  sufficient  to  stimu- 
late erythropoiesis.  It  could  result 
in  a high  hematocrit  with  resulting 
neurologic  and  cardiac  complica- 
tions, and  occasionally  neonatal 
death. 

Therapy  for  both  the  plethoric 
and  anemic  twin  seems  indicated  in 
symptomatic  twins.  In  the  pleth- 
oric twin,  serial  removal  of  blood 
until  the  hematocrit  and  hemoglobin 
reach  a normal  level  is  all  that  is 
necessary  in  most  cases.  Since  there 
is  no  universal  agreement  as  to  the 
normal  hematocrit  or  hemoglobin 
during  the  neonatal  period,  removal 
of  blood  until  the  hematocrit  is  be- 
low 60-65  percent  appears  to  be 
adequate.®  At  least,  over  this  level, 
the  degree  of  platelet  and  erythro- 
cyte aggregates  and  hyperviscosity 


increases  precipitously.*®”*"*  In  the 
clinically  symptomatic  anemic  twin, 
transfusion  with  50cc  of  blood  ap- 
pears to  be  sufficient. 

conclusion 

The  presence  of  twins  was  known 
prior  to  delivery,  and  because  both 
twins  were  normal,  well-developed 
infants  morphologically,  I must  as- 
sume circulation  to  the  twins  was 
adequate  until  late  in  the  pregnancy. 

I have  no  way  of  exactly  determin- 
ing the  time  of  death  of  the  anemic 
twin.  Since  there  was  no  autolysis 
of  the  stillborn,  she  probably  ex- 
pired during  labor.  There  was  no 
clinical  suspicion  of  intrauterine 
death  either  roentgenographically 
or  clinically. 

Because  of  the  alarmingly  high 
incidence  of  neurologic  deficits  pre- 
sumably secondary  to  neonatal  ery- 
thocytosis,  1 wish  to  emphasize  the 
importance  of  lowering  the  hemato- 
crit by  serial  phlebotomies  or  ex- 
change transfusions  until  it  reaches 
a normal  level  in  plethoric  children 
whether  the  etiology  is  secondary 
to  a maternal-fetal  transfusion,  twin- 
to-twin  transfusion,  over-transfusion 
from  “milking  the  cord”  following 
delivery,  or  idiopathic  (probably 
secondary  to  intrauterine  hypoxia). 

Division  of  Neurology 
University  of  Oregon 
Medical  School 
(97201) 
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CALORIES/ 


1 Cup  Prepared  Soup 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Beef 

Cream  of  Potato 
Cream  of  Mushroom 
Green  Pea 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Chicken  Vegetable 
Turkey  Noodle 
Vegetable  Beef 


05 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

• From  “Nutritive  Composition  of  Campbell’s  Products’’  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it's  made  by  W(Wtpudl 


OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 
PRESIDENT 

Augustus  M.  Tanaka,  M.D.,  Ontario 


SECRET AR  Y-  TREASURER 

Donald  F.  Kelly,  M.D.,  Portland 


Bristow  Honored 


J.  DAVID  BRISTOW,  M.D. 


J.  David  Bristow,  chairman  of  the  department  of 
medicine  at  the  University  of  Oregon  Medical  School, 
has  been  named  to  the  Laurence  Selling  Chair  of  Medi- 
cine at  the  school.  He  succeeds  former  chairman 
Howard  Lewis,  first  recipient  of  the  honor,  who 
retired  in  February. 

Dr.  Bristow,  who  has  been  chief  of  the  UOMS  Hos- 


pital medical  service  since  1969,  was  graduated  from 
the  school  in  195  3.  Following  residency  and  fellow- 
ship in  cardiology,  he  joined  the  faculty  as  instructor 
of  medicine  in  1960.  He  spent  the  following  year  in 
advance  study  at  the  Cardiovascular  Research  Institute, 
University  of  California  Medical  School,  San  Francisco. 

He  was  a Markle  Scholar  in  academic  medicine 
from  1964  to  1969,  during  which  time  he  spent  a year 
as  Visiting  Cardiologist  in  the  Cardiac  Department 
and  Department  of  Regius  Professor  of  Medicine  at 
Radcliffe  Infirmary,  Oxford,  England. 

Dr.  Bristow  serves  on  the  School’s  Planning  Coun- 
cil and  the  Dean’s  Advisory  Committee  for  Veterans 
Hospital. 

He  is  currently  on  the  Program  Committee  for  the 
American  Heart  Association’s  Annual  Scientific  Ses- 
sions, NIH’s  Heart  and  Lung  Program-Project  Commit- 
tee, the  Oregon  Heart  Association’s  Research  Commit- 
tee and  has  served  on  the  Intersociety  Commission  on 
Heart  Disease  Resources’  Pulmonary  Heart  Disease 
Committee,  and  as  a Consultant  Site  Visitor  on  Pro- 
gram Project  Grants  for  the  National  Heart  Institute. 
In  1970  he  was  recipient  of  the  Governor’s  Northwest 
Scientist  Award. 


Portland  Surgical  Society 
Annual  Meeting  Near 


Stan  Freiscen,  associate  professor  of  surgery  at  the 
University  of  Kansas  will  be  the  guest  speaker  at  the 
annual  meeting  of  the  Portland  Surgical  Society  May 
1 1-12,  1972,  at  the  Ramada  Inn,  Portland. 

Dr.  Freiscen’s  topics  will  be  “Multiple  Endocrine 
Adnomotosis  — Changing  Concepts  of  the  Ulcerogenic 


Peptide-Secreting  Tumor,’’  and  “The  Physiological 
Evaluation  of  Gastro-Duodenal  Surgery.” 

Sessions  will  be  all  day  on  Thursday  and  in  the 
morning  on  Friday.  Information  may  be  obtained 
from  Ambrose  Shields,  M.D.,  Portland,  president  of 
the  society.  There  is  no  registration  fee. 

Oregon  news  on  page  3 04 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  byoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  babit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Oregon  news  continued  from  page  300 


Emergency  Department  Course  Planned 


A three-day  course  on  “Treatment  of  the  Seriously 
Injured  or  111  in  the  Emergency  Department”  will  be 
presented  in  Portland  May  4-6,  1972.  One  of  thirteen 
such  courses  across  the  country,  it  is  intended  for  U.S. 
and  Canadian  physicians  who  work  full-time  or  on-call 
in  hospital  emergency  departments.  It  is  also  open  to 
emergency  room  nurses. 

The  course  is  sponsored  by  the  American  College 
of  Surgeons  Committee  on  Trauma,  with  financial  sup- 
port from  Johnson  & Johnson  Company.  Course  Di- 
rectors for  the  Portland  session  are  Jack  Blumberg, 
chairman,  Oregon  Committee  on  Trauma,  and  William 
Krippaehne,  University  of  Oregon  Medical  School. 
The  course  is  approved  for  credit  by  the  AMA  toward 
its  Physician’s  Recognition  Award. 

The  course  will  deal  with  the  following  subjects: 

Trauma 

Airway  Obstruction -emergency  endotracheal  intu- 
bation and  tracheostomy 

Hypovolemic  Shock  - volume  replacement  and  ar- 
rest of  hemorrhage 

The  Crushed  Chest -flail  chest,  hemopneumothorax 
Cardiac  Tamponade 

Early  Evaluation  of  Intracranial  Injuries 
Closed  Injuries  of  the  Abdomen 
Early  Management  of  Fractures  and  Dislocations 
Prophylaxis  Against  Tetanus  - recent  developments 


Acute  Medical  Problems 

Cardio-Pulmonary  Resuscitation  - artificial  ventila- 
tion (mouth-to-mouth,  bag-mask  resuscitator),  and 
external  cardiac  compression 
Cardiac  Arrhythmias  - interpretation  of  ECG's 
The  Unconscious  State  - differential  diagnosis  and 
treatment 

The  Acute  Abdomen 

Diabetes  and  its  Complications 

Acute  Infections  - pneumonia,  gastro-intestinal, 

genito-urinary 

Accidental  or  Intentional  Poisoning  in  Adults 
Psychiatric  Problems 

The  Unruly  Patient  - acute  psychotic  problems 
Acute  and  Chronic  Alcoholism 
Drug  Problems  and  Drug  Abuse 

Pediatric  Problems 

Neonatal  Problems  of  the  Newborn  (infants  born 
enroute  to  hospital) 

Diagnosis  of  Acute  Infectious  Diseases 
Accidental  Poisonings 
Acute  Respiratory  Problems 


Commemorative  Symposium  on 
Cerebellar  Function  Planned 


A symposium  on  cerebellar  function,  commemor- 
ating the  posthumous  publication  of  the  third  volume 
of  Olof  Larsell’s  The  Cerebellum  from  Myxinoids  to 
Man,  edited  by  Jan  Jensen,  is  planned  for  August  14- 
15,  1972,  in  Portland. 

At  the  symposium,  the  cerebellum  will  be  consid- 


ered from  anatomical,  physiological,  clinical,  behavior- 
al and  theoretical  points  of  view.  Information  may  be 
obtained  by  writing  to  Larsell  Cerebellar  Symposium, 
Laboratory  of  Neurophysiology,  Good  Samaritan 
Hospital  and  Medical  Center,  Portland,  Oregon  97210. 


Annual  Meeting  Set 

The  Oregon  Society  of  Internal  Medicine  plans  to 
hold  its  annual  meeting  May  11-13,  1972,  at  Sunriver 
Lodge  in  Bend,  Oregon.  Information  may  be  obtained 
by  contacting  the  Society  at  2164  Southwest  Park 
Place,  Portland.  The  phone  number  is  224-6966. 
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idvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  he  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  jjhysicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
■Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  i^roposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  merlical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. W'ithout  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
Iiractitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  wN 
the  medical  communit 
and  federal  regulators  c 
will  often  be  represented  i 
simplistic  and  somewh; 
misleading  terms. 

One  illustration  of  tl 
misuse  of  the  media  in  th 
regard  is  the  recall  of  ant 
coagulant  drugs  sever; 
years  ago.  This  FDA  actic 
was  given  publicity  by  tl 
press  and  television  th; 
went  far  beyond  its  prol 
able  importance.  The  resu 
was  a very  uncomfortab 
situation  for  the  pract 
tioner  who  had  patienfl 
taking  these  medication 
Since  the  practitioner  an 
IJharmacist  had  not  bee 
informed  of  the  action  h 
the  time  it  was  publicizei 
in  most  states  they  wci 
deluged  with  calls  froi 
worried  patients. 

The  practitioner  can  a 
tempt  to  solve  these  prol 
lems  of  inadequate  commi 
nication  in  several  way 
One  would  be  the  creatici 
of  a communications  lit 
in  state  pharmacy  societie 
When  drug  regulation  nev 
is  to  be  announced,  the  si 
ciety  could  immediatel 
distribute  a message  to  e( 
ery  pharmacist  in  the  stat: 
The  pharmacist,  in  tur 
could  notify  the  physiciai 
in  his  local  community  ^ 
that  he  and  the  physicia 
could  be  prepared  to  ai 
swer  inquiries  from  pi 
tients.  Another  approac 
would  be  to  use  profet 
sional  publications  th 
practitioner  receives. 

All  of  this  leads  back  i 
my  opening  contention;  i 
drug  regulation  is  to  be  < 
fective,  timely,  and  relate 
to  the  realities  of  clinic 
l)ractice,  a better  method  i 
communication  and  feef 
hack  must  be  developed  l"i 
tween  the  nongovernmelj 
tal  medical  and  .scienti'l 
communities  and  the  regli 
latory  agency.  H 


dvertiseinent 


One  of  a series 


Maker 

of 

/[edicine 


Henry  W.  Gadsden, 
irman  & Chief  Executive 
ficer,  Merck  & Co.,  Inc. 

i my  opinion,  it  is  the 
onsibility  of  all  physi- 
5 and  medical  scientists 
■ke  whatever  steps  they 
k are  desirable  in  a law- 
regulation-making 
ess  that  can  have  far- 
'hing  impact  on  the 
tice  of  medicine.  Yet 
ly  events  in  the  recent 
indicate  that  this  is 
happening.  For  exam- 
it  is  apparent  from 
efficacy  studies  that 
i’'IAS/  NRC  panels  gave 
‘ consideration  to  the 
ence  that  could  have 
provided  by  practic- 
ohysicians. 

nere  are  several  current 
ilopments  that  should 
lease  the  concern  of 
dicing  physicians  about 
I regulatory  affairs.  One 

1e  proliferation  of  mal- 
tice  claims  and  litiga- 
Another  is  the  effort 
pvernment  to  establish 
'relative  efficacy  of 
is.  This  implies  that  if 
(ysician  prescribes  a 
j other  than  the  “estab- 
:d”  drug  of  choice,  he 
f be  accused  of  practic- 
^something  less  than 
I -class  medicine.  It 
Md  come  perilously 
: to  federal  direction  of 
>1  medicine  should  be 
idced. 

order  to  minimize  this 
• of  arbitrary  federal 
ipn,  a way  must  be 
to  give  practitioners 
> voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  anfl  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  jjredis- 
posing  to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


INI. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


u 


When  the  G.I.  bu^ 
hits  the  NorthwesiStates 
meet  the  men^vho  are 
here  to  help  yon  ^th... 


Don  Wayland 


Sam  Bernhardt 


Duane  Kellam 


Clyde  Davis 


Jim  Mahoney 


Dick  Cuevas 


Terry  Anderson 


Herb  Weirich 


Ed  Reynolds 


Jim  Fletcher 


Dick  Pfeifer 


For  quick  relief  of 

G.I.  cramping  and  diarrhea 


Supplied  in  bottles  of  4 and  8 fluid  ounces. 
Contains  opium  (14  grain)  1 5 mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains:  Paregoric  (equivalent) 
(1  fl.  dram)  3.7  ml.;  Pectin  (214  grains)  162  mg.; 
Kaolin  (85  grains)  5.5  g.;(Alcohol  0.69%). 

Your  Rorer  representative  will  call  on  you 
soon  with  an  ample  supply  of  Parepectolin® 
samples  to  meet  your  needs. 


WILLIAM  H.  RORER  JINC. 

Fort  Washington,  Pa.  19034 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 


one  year 


R 

O 
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Overflow  Crowd  Attends  CPT  Workshop 


More  than  400  enthusiastic  Washington  State  phy- 
sicians, their  office  staffs  and  representatives  of  hospi- 
tals, bureaus,  clinics,  third  party  carriers,  state  and 
federal  agencies,  accountants  and  computer  firms, 
attended  a workshop  on  AMA’s  Current  Procedural 
Terminology  (CPT)  on  Wednesday,  March  8 at  the 
Sea-Tac  Motor  Inn,  Seattle  Tacoma  Airport,  Seattle. 
Space  limitations  necessitated  turning  away  over  200 
more. 

During  the  ensuing  seven  days,  the  Washington 
State  Medical  Association’s  Relative  Value  Study  Com- 
mittee began  pin-pointing  dates  and  locations  for  at 
least  14  regional  workshope  in  April  and  May;  and,  the 
association’s  Executive  Committee  placed  WSMA  on 
record  as  recommending  to  the  AMA  that  the  forth- 
coming 3rd  Edition  of  the  CPT  contain  modifiers. 


The  latter  action  came  as  a direct  result  of  an  im- 
promptu poll  taken  for  Burgess  Gordon,  keynote 
speaker  from  AMA.  In  a show  of  hands,  the  majority 
indicated  that  modifiers  were  considered  not  only 
desirable  but  necessary  in  effectively  implementing 
the  five  digit  coding  system. 

WSMA  spokesmen  indicated  that  the  forthcoming 
workshops  will  take  a somewhat  different  form  than 
the  one  on  March  8,  in  that  physicians  will  be  given 
specific  WSMA  recommendations  and  instructions  re- 
garding their  converting  to  CPT. 

Prior  to  the  workshops,  WSMA  will  contact  all 
carriers  and  agencies  in  an  effort  to  obtain  firm  com- 
mitments with  regard  to  the  date  upon  which  they 
will  accept  for  payment  bills  carrying  the  five  digit 
coding.  With  this  information,  the  individual  physi- 

continued  on  page  313 


Discussing  CPT  during  the  pre-workshop 
orientation  breakfast  meeting  are,  left  to 
right,  Gilbert  A.  Eade,  President-elect, 
WSMA;  Bertrand  T.  Fitzmaurice,  Director, 
King  County  Blue  Shield;  and  Burgess 
Gordon,  Director,  Office  of  current  Medical 
Terminology,  AMA. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


""the  l^nnatal^Efkcf' 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  (23%  alcohol ) No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(Wgr.)16.2 

mg. 

(‘/2  gr. ) 32.4 

mg. 

( % gr. ) 48.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  ol  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


/l'H'[^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


30  Capsules 

Allbee  withC 


LEMON  TREE  so  VERY  PRETTX 
AND  THE  LEMON  ROWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTT  LEMONS. 
IS  IMPOSSIBLE  TO  EAT. 


2 ways  to  provide  a month’s 
therapeutic  suppiy  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit  B,)  15  mg 

Riboflavin  (Vit  BJ  10  mg 
Pyndoxine  hydro- 
chloride (VrL  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  C)  300  mg 


' AfFpOBINS 


Walter  H.  Brignoli,  Chairman,  California 
Relative  Values  Studies,  far  left,  explains 
some  of  the  problems  in  implementing  five 
digit  coding  to  Peter  T.  Brooks,  WSMA 
President,  J.  Phillip  Braden,  discussion  session 
recorder,  John  H.  Lindberg,  Chairman, 
WSMA  Relative  Value  Studies  Committee, 
and  Mr.  Ronald  Ostrom,  Department  of 
Insurance  and  Practice  Management,  AMA, 
prior  to  the  opening  of  the  workshop. 


continued  from  page  310 


cian  can  more  quickly  determine  how  and  to  what 
extent  he  can  and  should  proceed  to  convert  to  CPT. 

While  many  of  the  carriers  appear  willing  to  go 
along  with  implementation  of  CPT  beginning  July  1, 
1972,  there  is  no  question  but  what  state  and  federal 
agencies  responsible  to  HEW  will  not  accept  billing 
utilizing  5-digit  coding  until  at  least  50  percent  of  the 
physicians  in  the  state  of  Washington  have  converted 
to  that  system. 


In  making  reference  to  that  goal,  Gilbert  Eade, 
President-elect  of  WSMA,  stated  in  his  summary  re- 
marks that  “there  must  be  future  meetings,  ongoing 
meetings”  because  “there  are  going  to  be  problems 
and  you  will  solve  them  most  rapidly  and  most 
effectively  by  starting  now.” 


Washington  news  continued  on  page  316 


Even  the  photographer  had  trouble  squeezing  in  to  take  this  picture  of  the  overflow  crowd  at  the  5-digit  coding  workshop 
in  Seattle.  While  not  visible  in  this  picture,  Burgess  Gordon  was  at  the  microphone.  Mr.  Ron  Ostrum,  AMA  Department  of 
Insurance  and  Practice  Management  can  be  seen,  center  top,  loading  slides  in  the  projector  for  Dr.  Gordon’s  presentation. 


ri 
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What  it  means 
to  live  and  work  ir 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 

over  40  have  one  chance  in  four 

of  having  solar  keratoses... 

which  may  be  premalignant  i 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


1 I Persons  without  solar  keratoses  H Persons  with  solar  keratoses 


•Data  on  file,  H.?ffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


^lar,  actinic,  senile  keratoses 

tiled  by  many  names,  the  typical  lesion  is  flat 
slightly  elevated,  brownish  or  reddish  in 
lor,  papular,  dry,  adherent,  rough,  sharply 
fined;  usually  multiple  lesions,  chiefly  on 
posed  portions  of  the  skin. 

iquence/selectivity  of  response 

ythema  in  areas  of  lesions  may  begin  after 
/eral  days  of  therapy;  height  of  reaction 
ily  in  affected  areas)*  usually  occurs  within 
o weeks,  declining  after  discontinuation  of 
jrapy.  Since  this  response  is  so  predictable, 
ions  that  do  not  respond  should  be  biopsied 
rule  out  the  presence  of  a frank  neoplasm. 

osmetic  results 

)smetic  results  are  highly  favorable.  Inci- 
nce  of  scarring  is  low— important  with  multi- 
5 facial  lesions.  Efudex  should  be  applied 
th  care  near  the  eyes,  nose  and  mouth. 

Jb  cream-a  Roche  exclusive 

ily  Roche  formulates  the  5 % cream . . . 
ih  in  patient  acceptability . . . high  in  clinical 
icacy,  especially  for  lesions  of  hands  and 
'earms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a-weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J,  07110 


;/ 


Washington  news  continued  from  page  313 


Health  Education  Needs  You 


The  Washington  State  Medical  Association  is  spon- 
soring a statewide  Physicians  and  Schools  Conference 
in  cooperation  with  the  State  Superintendent  of  Pub- 
lic Instruction,  April  28-29,  1972,  in  Ellensburg.  This 
will  be  the  5th  Biennial  Conference  scheduled  since 
1964  in  a continuing  effort  to  offer  physician  advice 
and  assistance  to  those  involved  in  developing  health 
education  programs  for  students.  The  title  of  the 
1972  Conference  is  “Health  Education  Needs  You!” 
While  this  Conference  may  touch  on  subject  matter  of 
previous  conferences,  the  main  objective  will  be  to 
develop  recommendations  which  will  assist  the  State 
Superintendent  of  Public  Instruction  to  develop  a new 
state  plan  for  a school  health  education  program.  This 
plan  could  extend  beyond  the  basics  of  student  in- 
struction to  include  student  health  problems  and  how 
such  problems  are  handled  in  the  school  setting. 

The  first  Physicians  and  Schools  Conference  which 
was  held  in  1964  helped  to  open  avenues  of  communi- 
cation between  school  health  personnel  and  physicians 
at  the  community  level.  The  communication  and  ex- 
change of  ideas  developed  during  the  first  conference 


has  prevailed  in  subsequent  conferences.  In  1966  phy- 
sicians, and  educators  evaluated  x.\\c  Health  Education 
Curriculum  Guide  developed  by  the  Office  of  the 
Superintendent  of  Public  Instruction.  The  1968  Con- 
ference was  concerned  with  learning  disabilities,  their 
identification  and  management.  The  theme  for  the 
1970  Conference  was  “Physical  Education  - Qualified 
Instruction  or  Chaos!” 

Participation  in  the  Conference  is  by  invitation 
only.  Participants  will  include  physicians,  parents, 
students,  representatives  of  volunteer  agencies,  deans 
of  schools  of  education,  and  school  health  educators, 
nurses,  counselors,  social  workers,  and  superintend- 
ents. It  is  essential  for  the  medical  profession  to  ha.ve 
adequate  representation  at  the  Conference.  Members 
of  the  Washington  State  Medical  Association  with  a 
special  interest  in  student  health  and  student  health 
education  may  obtain  more  information  on  the  Con- 
ference by  writing  to  Richard  B.  Jarvis,  M.D.,  Chair- 
man, WSMA  School  Health  Committee,  444  N.E. 
Ravenna  Boulevard,  Seattle,  Washington  98115. 


MEDEX  Program  to  be  Discussed  on  TV 

Two  half-hour  television  presentations  on  the 
MEDEX  program  in  Washington  State  will  be  broad- 
cast April  18  and  25  on  educational  channels  in 
Washington. 

The  first  telecast  will  explain  the  purpose,  selec- 
tion and  training  of  the  Medex,  who  are  former  mili- 
tary medical  corpsmen  being  prepared  to  provide 
certain  types  of  primary  care  under  the  supervision  of 
a physician.  Also  described  will  be  how  the  needs  of 
some  physicians  can  be  met  by  this  innovation  in 
medical  care. 

The  second  program  will  feature  Medex  with  phy- 
sicians in  such  communities  as  White  Salmon,  Othello 
and  Bellevue.  Interviews  with  Medex,  physicians, 
nurses,  patients,  wives  of  Medex  will  be  seen.  Current- 
ly there  are  some  127  of  these  paraphysicians  serving 
in  18  different  states. 

Narrator  of  the  series  will  be  Richard  A.  Smith, 
director  of  the  MEDEX  program  and  associate  profes- 
sor, Health  Services,  University  of  Washington. 

Air  times  for  both  programs  will  be  at  7:30  a.m. 
and  repeated  at  8 a.m.  and  at  10:30  p.m.  on  channels 
9,  Seattle;  7,  Spokane;  47,  Yakima;  10,  Pullman;  10, 
Portland  and  on  local  cable  stations  in  other  commun- 
ities. 

These  programs  are  part  of  the  weekly  TV  continu- 
ing education  series  produced  by  the  Washington/ 
Alaska  Regional  Medical  Program  for  health  profes- 
sionals and  allied  health  personnel. 


General  Practitioners  Waikiki-Bound 

The  annual  meeting  of  the  Washington  Academy  of 
General  Practice  will  begin  May  1-3,  1972,  at  the  Sea- 
Tac  Motor  Inn  in  Seattle.  An  unusual  feature  of  the 
meeting  is  that  it  will  end  May  5-6  at  the  Sheraton 
Waikiki  in  Honolulu,  Hawaii.  Huber  Grimm,  Seattle, 
is  program  chairman  for  the  meeting. 

Learning  Disabilities  Conference  Set 

As  part  of  a continuing  effort  to  encourage  medi- 
cal, psychological  and  educational  research  into  the 
problem  of  learning  disability,  a conference  is  planned 
for  April  29,  sponsored  by  the  Washington  Associa- 
tion for  Children  with  Learning  Disabilities. 

Constance  MacDonald,  Seattle  pediatrician,  will 
open  the  conference  with  a discussion  of  “The  Right 
to  Know.”  Luncheon  speakers  will  be  Mr.  Peter 
Francis,  state  senator,  and  Mr.  Joel  Pritchard.  Repre- 
sentatives of  Northwest  area  schools  will  discuss  their 
programs  for  children  with  disabilities. 

The  conference,  which  is  open  to  all  interested 
physicians,  psychologists,  educators,  legislators  and 
parents,  will  be  held  from  8:30  a.m.  to  5:30  p.m.  at 
the  Hilton  Inn,  17620  Pacific  Highway  South,  Seattle. 
The  registration  fee  is  $5  ($3.50  for  students),  and 
lunch  is  included.  The  deadline  for  registrations  is 
April  20,  but  later  registrations  will  be  accepted  as 
long  as  space  is  available.  Checks  should  be  sent  to 
WACLD,  3503  Northeast  42nd,  Seattle,  Washington 
98105.  Further  information  may  be  obtained  by  call- 
ing LA  3-4863  or  546-2527. 
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Health  Department  Changes  Announced 


Terrell  O.  Carver,  Boise,  resigned  as  Administrator 
of  Health  effective  February  29,  1972,  after  14  years 
at  the  helm  of  the  Idaho  Department  of  Health.  Mr. 
Robert  H.  DesAulniers,  who  was  Dr.  Carver’s  adminis- 
trative assistant,  has  been  named  interim  director  by 
the  Board  of  Health. 

Merrill  J.  Sharp,  Pocatello,  who  was  elected 
Chairman  of  the  Board  of  Health  following  the  mid- 
February  resignation  of  Chairman  Fred  C.  Humphreys, 
Boise,  said;  “The  health  department  is  currently 
undergoing  substantial  readjustment  and  the  Board  of 
Health  appeals  for  patience  and  understanding  while 
this  critical  change  takes  place.  Further  fractionalizing 
at  this  time  spells  costly  change  which  the  Department 
can  ill  afford.” 

Governor  Cecil  D.  Andrus  has  recommended  that 
the  board  be  an  advisory  agency  with  the  administrator 
appointed  by  the  Governor  instead  of  the  board  mem- 


Public Assistance  Expenditures  Listed 

The  Idaho  Department  of  Public  Assistance  listed 
expenditures  of  $8,828,525  during  the  months  of 
October,  November  and  December  1971,  an  increase 
over  the  $8,157,081  reported  for  the  previous  quarter. 
Of  the  total,  30.5  percent  ($2,690,281)  was  state  and 
local  funds  and  69.5  percent  ($6,138,244)  federal 
funds. 

Amounts  spent  for  five  categories  of  relief  were: 

Old  Age  Assistance,  $712,124;  Aid  to  Dependent 
Children,  $3,254,234;  Aid  to  the  Blind,  $30,561;  Aid 
to  the  Permanently  and  Totally  Disabled,  $880,007; 
Medical  Assistance,  $2,811,500. 

The  average  payment  to  recipients  of  Old  Age  As- 
sistance for  the  three  months  was  $71.44;  Dependent 
Children,  $185.39;  Aid  to  Blind,  $94.30;  and  to  the 
Disabled,  $94.39. 

John  R.  Marks,  Boise,  is  Commissioner  of  the 
Department  of  Public  Assistance. 


bers  and  such  legislation  is  before  the  legislature.  The 
current  session  of  the  Legislature  has  passed  a bill 
transferring  administration  of  the  Nampa  State  School 
and  Hospital  from  the  Health  Department  to  the 
Department  of  Public  Assistance,  as  well  as  a fund 
transfer  which  enabled  a similar  move  for  child  devel- 
opment centers. 

William  V.  Van  Duyne  has  resigned  as  superintend- 
ent of  State  Hospital  North,  Orofino,  effective  April  8. 
At  Blackfoot,  John  W.  Harris,  Ph.D.,  a member  of  the 
staff  since  1956,  has  been  named  administrative  direc- 
tor for  State  Hospital  South,  a position  left  vacant  by 
the  resignation  of  Lida  C.  Brown,  late  last  year. 

Jack  Steneck,  Boise,  has  been  appointed  director 
of  the  Health  Department’s  Division  of  Mental  Health, 
it  was  announced  March  9.  He  had  been  acting  direc- 
tor since  the  resignation  of  Myrick  W.  Pullen,  Idaho 
Falls,  last  fall. 


Physicians  Receive  AMA  Awards 

Forty  Idaho  physicians  have  qualified  for  the 
American  Medical  Association’s  Physician’s  Recogni- 
tion Award. 

Receiving  the  award  in  1969  were  A.  A.  Krueger, 
Ashton;  Roy  J.  Ellsworth,  Fred  O.  Graeber,  John  C. 
Sower,  Donald  K.  Stott,  and  Jude  N.  Werth,  Boise; 
Sidney  J.  Garber  and  Donald  D.  Price,  Caldwell; 
Richard  W.  Hehn,  Marvin  L.  Powell  and  Robert  S. 
West,  Coeur  d’Alene;  Douglas  O.  Smith,  Gooding; 
Charles  D.  Collins,  Idaho  Falls;  Dean  H.  Mahoney, 
Lewiston;  Donna  L.  BeW,  Mountain  Home;  Richard  H. 
McLaren  and  S.  Wayne  Smith,  Pocatello;  Lester  J. 
Petersen,  Rexburg;  Arthur  F.  Dailey,  Rupert;  Edward 
M.  Tapper,  Sun  Valley;  George  E.  Brown,  Mark  F. 
Grefenson  and  George  H.  Miller,  Twin  Falls;  and 
Richard  J.  Giever,  Weiser. 

continued  on  page  320 
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In  acute  sonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  acti/e  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®I972  The  Upjohn  Compony 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not'  ' 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed, 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normo’ 
human  volunteers,  the  following  were  noted:  a decrease  in  herr.o-,  i 


Irobkin* 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  57 1 males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  In  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note;  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  Treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
i hypersensitive  to  it. 


tData  compiled  from  reports  of  14  investigators.  ^*Diognosis  was  confirmed  by  cultural  identiticotion  of  N.  gonorrhoeae  on  Thoyer- 
Martin  media  in  all  patients.  Criteria  for  cure;  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 


globin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
jline  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
iHoted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mole  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

-emo/e —single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Compony.  Kalamazoo,  Michigan  49001 


Board  of  Medicine  Section 
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Qualifying  for  the  award  in  1970  were  A.  E.  Miller, 
Blackfoot;  Charles  E.  Kerrick,  Caldwell;  E.R.W.  Fox 
and  William  H.  Slaughter,  Coeur  d’Alene;  Tius  W.  Mc- 
Cowin,  Idaho  Falls;  Jon  D.  Wilmoth,  yerowe;  David 
A.  Spencer,  Lewiston;  Darrell  A.  Kammer,  Nampa; 
Lloyd  S.  Call,  Pocatello,  Walter  D.  Thurston,  St.  Maries; 
Fen  H.  Covington,  Joseph  W.  Marshall,  and  Michael  T. 
Phillips,  Twin  Falls. 

Meetings 

Scheduled  in  Burley,  April  28-29,  is  the  annual 
meeting  of  the  Idaho  Academy  of  General  Practice; 
“A  Symposium  on  Clinical  Gasteroenterology.”  Guest 
speakers  are  James  W.  Freston,  Salt  Lake  City,  Chair- 
man, Division  of  Gastroenterology,  University  of  Utah 
College  of  Medicine;  Basil  I.  Hirschowitz,  Birmingham, 
Professor  and  Director,  Division  of  Gastroenterology, 
University  of  Alabama  Medical  Center;  Frank  Moody, 
Salt  Lake  City,  Professor  and  Chairman,  Department 
of  Surgery,  University  of  Utah  College  of  Medicine. 
The  meeting  will  be  held  at  the  Ponderosa  Inn.  Walter 
R.  Petersen,  Burley,  is  program  chairman. 

The  second  Hospital  Medical  Staff  Conference  will 
be  in  Sun  Valley,  May  14-19.  It  is  sponsored  by  hospi- 
tal associations  of  Washington,  Oregon  and  Idaho,  and 
arranged  by  C.  Wesley  Eisele,  Denver,  Dean  of  the 
University  of  Colorado  Medical  Center  School  of 
Medicine,  Office  of  Postgraduate  Medical  Education. 

In  Burley,  June  24-25,  M.  A.  Stenchever,  Salt  Lake 
City,  Professor  of  Obstetrics  and  Gynecology,  at  the 
University  of  Utah  College  of  Medicine,  will  be  fea- 
tured speaker  at  the  annual  meeting  of  the  Idaho 
Obstetrical  and  Gynecological  Society.  The  meeting 
will  be  at  the  Ponderosa  Inn,  Burley,  according  to 
Dennis  L.  Wight,  Pocatello,  President.  The  program 
will  begin  Saturday  at  10  a.m.  Those  planning  to 
attend  are  asked  to  notify  Dr.  Wight,  1448  East 
Center,  Pocatello,  Idaho  83201,  prior  to  June  10. 
All  physicians  doing  obstetrics  and  gynecology  are 
invited  to  join  the  society.  Dues  of  $15  may  be  paid 
to  James  C.  F.  Chapman,  148  East  Jefferson,  Boise, 
Idaho  83702. 


Chairman  Dan  E.  Stipe,  Lewiston,  has  called  a spe- 
cial meeting  of  the  Idaho  State  Board  of  Medicine  in 
Boise,  April  21-22,  1972,  to  consider  rules  and  regula- 
tions in  three  areas.  Rules  and  regulations  being  drawn 
jointly  by  the  Board  of  Medicine  and  the  Board  of 
Nursing  for  nurses  working  in  an  expanded  role  have 
been  revised  extensively  following  public  hearing  in 
January,  and  now  in  the  twelfth  draft,  will  be  recon- 
sidered by  the  board. 

In  addition,  the  board  will  consider  rules  for  physi- 
cian’s assistants  under  authority  of  amendment  to  the 
Medical  Practice  Act  in  the  current  legislative  session 
(House  Bill  545),  and  for  ambulance  paramedics 
(House  Bill  581).  Requirements  for  licensure  of 
foreign  medical  graduates  will  be  reviewed. 

Other  members  of  the  board  are  G.  Curtis  Waid, 
Idaho  Falls,  Vice-Chairman;  Ben  E.  Katz,  Twin  Falls; 
Quentin  L.  Quickstad,  Boise;  Fred  H.  Helpenstell, 
Nampa;  John  E.  Rockwell,  Grangeville;  and  Arthur  S. 
Cudmore,  Boise. 

Temporary  licenses  were  granted  to  the  following 
physicians  during  the  month  of  February: 

Karl  W.  Devenport,  Idaho  Falls.  Graduate,  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore,  June 
10,  1961.  Internship,  Huntington  Memorial  Hospital, 
Pasadena,  California,  1961-62.  Residency,  Los  Angeles 
County  General  Hospital,  Los  Angeles,  1962-63;  Uni- 
versity of  Washington  Affiliated  Hospitals,  Seattle, 
1963-64.  ANESTHESIOLOGY. 

Carl  E.  Ravin,  Idaho  Falls.  Graduate,  Cornell  Uni- 
versity Medical  College,  New  York  City,  June  5,  1968. 
Internship,  University  of  California  Hospitals,  San 
Francisco,  1968-69.  Residency,  University  of  Utah 
Medical  Center,  Salt  Lake  City,  1971  to  present. 
RADIOLOGY. 

Earl  F.  Riter,  Jr.,  Idaho  Falls.  Graduate,  University 
of  Maryland,  Baltimore,  August  31,  1961.  Internship, 
The  Hospital  for  the  Women  of  Mar>dand,  Baltimore, 
1961-62.  Residency,  Hospital  for  the  Women  of  Mary- 
land, 1962-63;  Johns  Hopkins  Hospital,  Baltimore, 
1963-64;  Greater  Baltimore  Medical  Center,  Towson, 
Maryland,  1964-66.  OBSTETRICS  & GYNECOLOGY. 


Personals 


Howard  W.  Crawford,  Rupert,  has  been  notified 
of  his  successful  passage  of  the  examination  for  the 
American  Board  of  Physical  Medicine  and  Rehabilita- 
tion. 

Howard  E.  Adkins,  Boise,  has  been  elected  chief  of 
staff  at  St.  Alphonsus  Hospital  for  two  years,  succeed- 
ing Miles  E.  Thomas.  C.  E.  Clohessy  was  elected  vice- 
president  and  Robert  B.  Montgomery,  Secretary- 
Treasurer. 


Mrs.  Robert  E.  (Janet)  Hay,  Nampa,  has  been 
appointed  to  the  Idaho  State  Board  of  Education  by 
Governor  Cecil  D.  Andrus  to  replace  Steele  Barnett, 
Boise,  who  resigned.  Two  physicians  are  members  of 
the  Board,  John  W.  Swartley,  Boise,  and  Jasper  P. 
Munson,  Sandpoint. 

Carl  M.  Johnston,  Boise,  is  Idaho  Chapter  Chair- 
man for  the  American  Academy  of  Pediatrics. 

more  Idaho  news  oti  page  331 
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Friday,  April  28,  1972 

9:00  Presiding:  Richard  A.  Lilli,  Portland 

The  Clinical  Significance  and  Physiological 
Control  of  the  Concentration  of  Plasma 
Triglyceride 

SOMMER  MEMORIAL  LECTURE 
C.  H.  Hollenberg 

10:00  Investigations  in  Coronary  Artery  Disease 
J.  David  Bristow,  Portland 
11:00  The  National  Cancer  Act  of  197 1 

SOMMER  MEMORIAL  LECTURE 
R.  Lee  Clark 


2:00  Presiding:  Ernest  T.  Livingstone,  Portland 

Health  Care:  Whither  Goest  Thou? 

Marva  Graham,  Administrator,  Oregon 
State  Health  Division 
John  Bussman,  Past  President,  Multnomah 
County  Medical  Society 
Richard  A.  Rix,  Executive  Director,  Com- 
prehensive Health  Planning  Association 
for  the  Metropolitan  Portland  Area 
3:30  Abdominal  Gasmanship 

SOMMER  MEMORIAL  LECTURE 
Benjamin  Felson 


Travel  Fellowships  Available 


The  World  Health  Organization  will  make  available 
in  1973  a limited  number  of  short-term  fellowships 
for  travel  abroad  related  to  the  “improvement  and  ex- 
pansion of  health  services”  in  the  United  States.  This 
support  is  to  United  States  citizens  engaged  in  opera- 
tional or  educational  aspects  of  public  health. 

In  selecting  applications,  a special  committee  will 
consider  the  professional  background  of  the  individ- 
ual, the  field  and  locale  of  the  study  proposed,  and 
the  utilization  of  the  experience  by  the  applicant  on 
his  return.  Employees  of  the  Federal  Government 
are  not  eligible.  Applications  will  not  be  considered 
for  the  pursuit  of  pure  research  projects,  for  attend- 
ance at  international  meetings,  nor  from  students  in 
the  midst  of  training  at  either  the  undergraduate  or 
graduate  level.  Applicants  may  not  be  more  than  55 
years  of  age. 


Care  of  Children  to  be  Subject  of  Course 

“What’s  New  in  ’72”  in  the  care  of  children  will  be 
the  subject  of  a two-day  session  in  May  at  the  Chil- 
dren’s Orthopedic  Hospital  and  Medical  Center  in 
Seattle. 

Current  concepts,  recent  developments,  and  the 
opportunity  to  discuss  problems  will  be  presented  at 
the  session,  which  is  set  for  May  18  and  19,  and  is 
aimed  at  family  physicians  and  other  physieians  in- 
volved in  the  care  of  children. 

Further  information  on  the  course  may  be  found 
in  the  Continuing  Medical  Education  section  of  this 
magazine  (pages  324-327). 


A fellowship  award  will  cover  per  diem  and  trans- 
portation. Except  in  very  unusual  circumstances,  it 
will  be  limited  to  short-term  travel  programs  averaging 
about  two  months.  Employers  of  successful  appli- 
cants will  be  expected  to  endorse  applications  and  to 
continue  salary  during  the  fellowships. 

Priorities  of  award  will  be  established  up  to  the 
total  of  the  funds  available.  The  deadline  for  the  re- 
ceipt of  completed  applications  is  September  30, 
1972.  Further  information  will  be  supplied  on 
request.  Robert  W.  Jones,  III,  Dr.  P.  H.;  Chief 
Foreign  Students  Education  Branch,  Fogarty  Inter- 
national Center,  National  Institutes  of  Health,  Room 
B2C05A,  Building  31,  Bethesda,  Maryland  20014. 


Pediatric  Surgeons  to  Meet  in  Tokyo 

The  Fifth  Annual  Meeting  of  the  Pacific  Associa- 
tion of  Pediatric  Surgeons  is  to  be  held  in  Tokyo, 
Japan,  June  13-16,  1972.  Information  on  the  meeting 
may  be  obtained  from  the  president  of  the  association, 
Alexander  Bill,  Seattle;  from  the  secretary,  John  R. 
Campbell,  University  of  Oregon  Medical  School;  or 
from  the  president-elect,  Keijiro  Suruga,  Department 
of  Pediatric  Surgery,  Juntendo  University  School  of 
Medicine,  1-1,  Hongo  2-chome,  Bunkyo-ku,  Tokyo 
113, Japan. 

Travel  arrangements  are  being  made  through  Don- 
Em  Travel  Center,  68  Post  Street,  San  Francisco, 
California. 
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IF  MORE  MEN  CRIEI 


References:  1.  Silen,  W:  “Peptic  Ulcer,”  in  Wintrobe.J '1- 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medichi'ii 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  k 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  H f' 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Chari  ( 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstdi 
W.  W. : Psychophysiologic  Approach  in  Medical  Pra  ct 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p. ^ 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa., 
Saunders  Company,  1951,  p.  384. 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group. ^ 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.^ 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.^ 


Big  boys  don’t  cry.  If  more  men  cri! 
maybe  fewer  would  wind  up  with  duode' 
ulcers.  But  men  will  be  men— the  sum  tota 
their  genes  and  what  tl 
are  taught.  According 
another  clinician,  whe 
mother  admonishes  her 
who  has  hurt  himself  t 
big  boys  don’t  cry,  sh 
teaching  him  stoicisi 
Crying  is  the  negatioii 
everything  society  thi 
of  as  manly.  A boy  st^i 
defending  his  manhoo(| 
an  early  q 


Take  away  stni 
you  can  take  away  sympto  s 
There  is  no  question  that  stress  pla\l 
role  in  the  etiology  of  duodenal  ulcer,  (e 
prominent  physician  has  observed  that  m;j 
a man  with  an  ulcer  loses  his  symptoms  i 
day  he  shuts  up  the  office  and  starts  out  0,1 
vacation.  The  problem  is,  the  type  of  nl 
likely  to  have  an  ulcer  is  the  type  least  litij 
to  take  long  vacations  or  take  it  easy  at  wei 


The  rest  cure  vs.  the  two-way  actioril 
Librax®.  For  most  patients,  the  rest  curi 
as  unrealistic  as  it  is  desirable.  Still,  n 
excessive  anxiety  must  be  dealt  with.  M 
here  is  where  the  dual  action  of  adjuncts 
Librax  can  help.  Librax  is  the  only  drug  tiij 


bines  the  anti- 
iety  action  of 
•ium®  (chlordiaz- 
dde  HCl)  with  the  / 
mdable  anti- 
etory/anti- 
;modic 

on  of  Quarzan®  (clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
ility.  The  action  of  Librium  helps  reduce 
?ssive  anxiety  and  thus  helps  protect  the 
lerable  patient  from  this  type  of  overre- 
on  to  stress.  At  the  same  time,  the  action 
)uarzan  helps  quiet  the  hyperactive  gut, 
■easinghypermotility  and  hypersecretion. 

An  inner  healing  environment  with  1 
capsules,  3 or  4 times  daily.  Of  course, 
•e’s  more  to  the  treatment  of  duodenal 
r than  a prescription  for  Librax.  The  pa- 
t— with  your  guidance— will  have  to  ad- 
to  a different  pattern  of  living  if  treat- 
t is  to  succeed.  During  this  adjustment 
od,  1 or  2 capsules  of  Librax  3 or  4 times 
y can  help  establish  a desirable  environ- 
it  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
it  can  usually  make  it  easier  for  men  to 
i;  with  the  discomfort  of  stress— both  psy- 
I and  gastric— that  can  precipitate  and 
l^erbate  the  symptoms  of  duodenal  ulcer. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  /.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
•1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


CONTINU 

Compiled  by  Washington/Alaska  Regional  Medical 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

UNDERSTANDING 
AND  BEING  UNDER- 
STOOD; A COMMUN- 
ICATIONS WORKSHOP 

Trusten  Hart,  Instructor  in  Speech 
and  Language,  Mt.  Hood  Com- 
munity College 

Oregon  Hospital  Association; 
Oregon  Regional  Medical 
Program 

Josephine  General 
Hospital,  Grants  Pass, 
Oregon 

All  health  care 
facility  personnel 

ANNUAL  SCIENTIFIC 
ASSEMBLY,  OREGON 
ACADEMY  OF  FAMILY 
PHYSICIANS 

Huldrick  Kammer,  M.D.,  Portland; 
Donald  B.  Slocum,  M.D.,  Eugene; 
George  J.  Schunk,  M.D.,  Salem; 
Walter  G.  Briney,  M.D.,  Denver, 
Colorado;  Osgood  S.  Philport,  Jr., 
M.D.,  Denver,  Colorado;  George 
B.  Long,  M.D.,  Portland;  Eric  W. 

S.  Craig,  M.D.,  Salem,  and  Thomas 
K.  Griffith,  M.D.,  Corvallis 

Oregon  Academy  of  Family 
Physicians 

Sunriver  Lodge, 
Bend,  Oregon 

Physicians 
AAFP  credit;  12  1^ 

THE  HAND  - UNI- 
VERSITY OF  OREGON 
MEDICAL  SCHOOL 
CIRCUIT  COURSE 
PROGRAM 

Samuel  F.  Gill,  M.D.; 
Stanley  L.  James,  M.D. 

Oregon  Regional  Medical 
Program 

May  3 - 

St.  Charles  Memorial 
Hospital,  Bend,  Ore. 
May  4 - 

Recreation  Cafe, 

The  Dalles,  Ore. 

li 

Physicians 
OAGP  credit;  4'Allj 

THE  HANDICAPPED 
CHILD 

David  W.  Smith,  M.D. 

Division  of  Continuing  Medical 
Education,  University  of  Wash- 
ington School  of  Medicine; 
Washington/Alaska  Regional 
Medical  Program;  Children’s 
Orthopedic  Hospital,  Washington 
State  Medical  Association 

Room  150,  Child  Devel- 
opment and  Mental  Re- 
tardation Center,  Health 
Sciences  Complex, 
University  of  Washington 

Physicians 
WAFP  credit;  14 

POSTGRADUATE 
COURSE  FOR 
EMERGENCY  ROOM 
PHYSICIANS 

William  Krippaehne,  M.D.,  et  al 

Oregon  State  Trauma  Commit- 
tee; American  College  of 
Surgeons,  Committee  on 
Trauma 

Jantzen  Beach  Thunder- 
bird,  Portland,  Oregon 

Emergency  room 
physicians  and  nui 
AAFP  credit;  15  H 

NEW  HIGHLIGHTS 
IN  INTERNAL 
MEDICINE 

Robert  Evans,  M.D.; 

Francis  Wood,  M.D.,  Co-chairman 

Division  of  Continuing  Medi- 
cal Education,  University  of 
Washington  School  of  Medi- 
cine; Washington/Alaska 
Regional  Medical  Program; 
Washington  State  Medical  Assoc- 
iation 

Room  150,  Child  Devel-  Physicians 
ment  and  Mental  Retard-  WAFP  credit;  19V| 
ation  Center,  Health 
Sciences  Complex,  University 
of  Washington 

DRUG  DISPOSITION;  Kaye  E.  Fox,  Ph.D.;  John  D. 

THE  BASIS  OF  PHARMA- Gabourel,  Ph.D.; 

COLOGICAL  DRUG  George  Olsen,  M.D. 

INTERACTIONS  - 

UNIVERSITY  OF 

OREGON  MEDICAL 

SCHOOL  CIRCUIT  COURSE 

PROGRAM 

Oregon  Regional  Medical  Pro- 
gram 

May  10  - 

Pacific  Communities 
Hospital,  Newport, 
Oregon 
May  17  - 

Columbia  Memorial 
Hospital,  Astoria,  Ore. 

Physicians 
OAGP  credit;  iVii 

INFECTION  CONTROL 

Mary  Murphy, 

Nurse  Epidemiologist,  Oregon 
State  Health  Division 

Oregon  Hospital  Association; 
Oregon  Regional  Medical  Pro- 
gram 

May  1 1 - 

St.  Charles  Memorial 
Hospital,  Bend,  Ore. 
May  25  - 

St.  Charles  Memorial 
Hospital,  Bend,  Ore. 

All  health  care 
facility  personnel 

MANAGEMENT  OF 
HIGH  RISK  PREG- 
NANCY AND  NEW- 
BORN; SWANMAN 
LECTURES 

To  be  announced 

Emanuel  Hospital, 
Portland,  Oregon 

Emanuel  Hospital, 
Portland,  Oregon 

Physicians 

CARE  OF  THE  HIGH 
RISK  FOETUS  AND 
NEWBORN 

Harry  Cohen,  M.D.,  School  of 
Medicine,  University  of  Miami; 
Paul  R.  Swyer,  M.D.,  Faculty  of 
Medicine,  University  of  Toronto 

Department  of  Nursing, 
Vancouver  General  Hospital; 
Departments  of  OB-GYN  and 
Paediatrics,  The  University  of 
British  Columbia 

Christmas  Seal  Audi- 
torium, 10th  Avenue 
and  Willow  Street, 
Vancouver  9,  British 
Columbia 

Physicians  and  nu  s 

FLUID-ELECTROLYTE 
DISORDERS;  A CLIN- 
ICAL APPROACH 

Richard  R.  Paton,  M.D.,  Chairman 

Virginia  Mason  Medical  Center 

The  Mason  Clinic, 
1118  9th  Avenue, 
Seattle 

Physicians 
WAFP  credit;  21  uf 
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)ICAL  EDUCATION 

Regional  Medical  Program,  Mountain  States  Regional  Medical  Program 


ENROLLMENT  LIMIT  DURATION  DATE  AND  HOUR  FEE 

INFORMATION,  REGISTRATION 

One  day  May  2 $5 

Session;  9:30  a.m.-4  p.m. 

Preregistration  is  encouraged. 
Contact  the  Oregon  Hospital 
Association,  220  SW  Morrison, 
Portland,  Oregon  97204 

Three  days  May  3-5  OAFP 

members;  $10 

Non-members: 

$25 

Oregon  Academy  of  Family  Physicians 
2164  SW  Park  Place 
Portland,  Oregon  97205 
224-6966  (503) 

One-halfday  May  3,4  $10 

May  3 - 

Session:  1:30  p.m.-  6 p.m. 

May  4 - 

Session:  4 p.m.  - 9:30  p.m. 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)  228-9181 
extension  1 181 

100  Two  days  May  4,5  $50 

May  4 - 

Registration:  8 a.m. 

Session:  8:30  a.m.  - 5 p.m. 

May  5 - 

Session:  8:30  a.m.  - 5 p.m. 

Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98195  (206)  543-1050 

Three  days  May  4-6  $75 

Oregon  Medical  Education  Foundation 
2164  S.W.  Park  Place 
Portland,  Oregon  97205 
Check  payable  to  Oregon  Medical 
Education  Foundation 

100  Three  days  May  10-12  $75 

May  10  - 

Registration;  8 a.m. 

Session:  8:30  a.m.  - 5 p.m. 

May  11,12  - 

Sessions:  8:30  a.m.  - 5 p.m. 

Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98195  (206)  543-1050 

One-halfday  May  10,17  - $10 

Sessions:  1:30  p.m.-  6 p.m. 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201  (503)228-9181 
extension  1181 

One  day  May  11,25  $5 

Sessions:  9 a.m.  - 4:30  p.m. 

Preregistration  is  encouraged. 
Contact  the  Oregon  Hospital 
Association,  220  SW  Morrison, 
Portland,  Oregon  97204 

Two  days  May  12,13  (tentatively)  No  fee 

W.  James  Kuhl,  M.D. 

Director  of  Medical  Education 
Emanual  Hospital 
2801  North  Gantenbein 
Portland,  Oregon  97217  (503)  280-4146 

No  limit  Four  days  ' May  15-18  Physicians:  $60 

May  18  - Nurses:  $40 

Session:  8: 30  a.m. 

Division  of  Continuing  Education  in  the 
Health  Sciences,  Task  Force  Building, 
The  University  of  British  Columbia, 
Vancouver  8,  British  Columbia 
(604)  228-2626 

20  Two  and  one-  May  18-20  $50 

half  days  May  18-19  - 

Sessions:  8:30  a.m.  - 5 p.m. 
May  20  - 

Session:  8:30  a.m.  - 12  noon 

Preregistration  required.  Contact 
Kenneth  R.  Wilske,  M.D.,  Division  of 
Continuing  Medical  Education,  Virginia 
Mason  Medical  Center,  1111  Terry  Avenue 
Seattle  98101  (206)  MA  3-3700 
extension  470  or  343 

continued  on  next  two  pages 
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SUBJECT 


FACULTY 


SPONSOR 


LOCATION 


FOR 


WHAT’S  NEW  IN  ’72:  Alexander  Bill,  M.D.,  Chairman 

CURRENT  CONCEPTS 
AND  RECENT  ADVANCES 
IN  PEDIATRICS 

The  Children’s  Orthopedic  The  Children’s  Ortho- 

Hospital  and  Medical  Center;  pedic  Hospital  and 

University  of  Washington  Medical  Center, 

Division  of  Continuing  Medical  4800  Sand  Point  Way  N.E. 
Education;  the  Washington/  Seattle,  Washington  98105 

Alaska  Regional  Medical  Program; 

Washington  State  Medical  Association 

Physicians 

OFFICE  DERMA- 
TOLOGY 

Physicians 

Divisions  of  Dermatology, 
Shaughnessy  Hospital,  The 
University  of  British  Columbia 

To  be  announced 

Primarily  for  fam 
physicians 

CURRENT  TOPICS  IN 
COAGULATION 

Paul  Stranjord,  M.D.  and 
Gottfried  Schmer,  M.D.,  both  of 
the  Department  of  Laboratory 
Medicine,  University  of  Washing- 
ton School  of  Medicine 

Division  of  Continuing  Medical 
Education  and  Department  of 
Laboratory  Medicine,  Univer- 
sity of  Washington  School  of 
Medicine;  Washington/ Alaska 
Regional  Medical  Program; 
Washington  State  Medical  Associ- 
ation 

Room  150,  Child  De- 
velopment and  Mental 
Retardation  Center,  Health 
Sciences  Complex,  Univer- 
sity of  Washington 

Physicians 
WAFP  credit:  13 

BODY  MECHANICS  Margaret  Prior,  Physical  Therapy 

AND  SAFETY  FACTORS  Consultant,  Chronic  Disease 
IN  LIFTING  Section,  Oregon  State  Health 

Division 

Oregon  Hospital  Association; 
Oregon  Regional  Medical  Pro- 
gram 

North  Lincoln  Hospital, 
Lincoln  City,  Oregon 

All  health  care 
facility  personne 

ANTIBIOTICS  AND 
INFECTIOUS  DISEASES 
- UNIVERSITY  OF 
OREGON  MEDICAL 
SCHOOL  CIRCUIT 
COURSE  PROGRAM 

Division  of  Infectious  Diseases, 
University  of  Oregon  Medical  School 

Oregon  Regional  Medical  Pro- 
gram 

May  23  - 

St.  Patrick  Hospital, 
Missoula,  Montana 
May  24  - 

Deaconess  Hospital, 
Great  Falls,  Montana 
May  25  - 

Deaconess  Hospital, 
Bozeman,  Montana 

Physicians 
OAGP  credit:  4!:| 

STROKE  AND  HYPER- 
TENSION: OREGON 
HEART  ASSOCIATION 
ANNUAL  SCIENTIFIC 
PROGRAM 

To  be  announced 

Oregon  Heart  Association 

Thunderbird  Motel, 
Jantzen  Beach, 
Portland,  Oregon 

Physicians 

RESPIRATORY 
DISEASE  SYMPOS- 
IUM 

Robert  P.  Orange,  M.D.,  Harvard 
Medical  School;  E.  J.  Moran 
Campbell,  M.D.,  Faculty  of 
Medicine,  McMaster  University, 
Hamilton,  Ontario;  Jack  Pepys,  M.D. 
and  Lynne  Reid,  M.D.,  both  of  the 
University  of  London 

British  Columbia  Tuberculosis 
Christmas  Seal  Society,  Faculty 
of  Medicine,  The  University  of 
British  Columbia 

Christmas  Seal  Auditor- 
ium, 10th  Avenue  and 
Willow  Street,  Vancouver, 
9,  British  Columbia 

Physicians 

CORONARY  ARTERY 
DISEASE  - UNIVER- 
SITY OF  OREGON 
MEDICAL  SCHOOL 
CIRCUIT  COURSE 
PROGRAM 

Division  of  Cardiology,  University 
of  Oregon  Medical  School 

Oregon  Regional  Medical 
Program 

May  30  - Physicians 

Courtel  Motel,  OAGP  credit:  4'l 

Coos  Bay,  Oregon 
May  31  - 

Roseburg  Country  Club, 

Roseburg,  Oregon 

POSTGRADUATE 
PRECEPTORSHIPS: 
INDIVIDUALIZED  RE- 
FRESHER COURSES 
ARE  ARRANGED  IN 
MOST  MEDICAL 
SPECIALTIES 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington  School 
of  Medicine;  Washington  State 
Medical  Association 

Hospitals  in  Seattle, 
Spokane,  Tacoma  and 
Y akima 

Physicians 
WAFP  credit:  .1 
per  five-day  wei 

□ 


MEDICAL  TELEVISION: 

May  16  - 

Patient  Care 
Appraisal,  Part  I:  A 
basis  for  continuing 
Medical  Education 
May  23  - 

Patient  Care 
Appraisal,  Part  II: 

Criteria 
May  30  - 

Patient  Care 
Appraisal  live  telecast. 

Channels  9 and  47  only,  with 
narrators  answering  phone  questions. 
Call  toll-free  Channel  9,  (206)  543-2000 


Peter  T.  Brooks,  M.D.;  Robert  H. 
Barnes,  M.D.;  A. Richard  Graham, 
M.D.;  John  L.  Wright,  M.D.; 
Kenneth  R.  Wilske,  M.D.;  Robert 
G.  Heskett,  M.D.;  Ardis  Alfrey, 
R.R.L. 


Washington/ Alaska  Regional 
Medical  Program;  Washington 
State  Medical  Association; 
University  of  Washington  School 
of  Medicine 


Channels  9,  Seattle; 
47,  Yakima; 

7,  Spokane; 

10,  Pullman; 

10,  Portland 


Physicians  and 
allied  health 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

150 

Two  days 

May  18,19 

$25 

Lynn  Staheli,  M.D.,  Children’s 

Sessions:  8:30  a.m.  - 5 p.m.  Orthopedic  Hospital  and  Medical  Center 

4800  Sand  Point  Way  N.E. 

Seattle,  Washington  98195 
(206)  634-5000 


No  limit 


100 


Two  days  May  18,19 


$60 


Two  days  May  18,19  Those  with  doctoral 

May  18  - degrees:  $65 

Registration:  Others  $35 

8 a.m. 

Session:  8:30  a.m.  - 5 p.m. 

May  19  - 

Session:  8:30  a.m.  - 5 p.m. 


Continuing  Education  in  the  Health 
Sciences,  Task  Force  Building, 

The  University  of  British  Columbia, 
Vancouver  8,  British  Columbia 
(604)  228-2626 


Preregistration  requested.  Contact 
the  Division  of  Continuing  Medical 
Education,  University  of  Washington 
School  of  Medicine,  Seattle  98195 
(206)  543-1050 


One  day 

May  23  $5 

Session:  9:30  a.m.-  4 p.m. 

Preregistration  is  encouraged. 
Contact  the  Oregon  Hospital 
Association,  220  SW  Morrison, 
Portland,  Oregon  97204 

One-half  day 

May  23,24,25  $10 

May  23  - 

Session:  12:30  p.m.  - 5 p.m. 
May  24  - 

Session:  1 p.m.  - 5:30  p.m. 

May  25  - 

Session:  12:30  p.m.  - 4:30  p.m. 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  extension  1181 

Two  days 

May  25,26  No  fee 

Oregon  Heart  Association 
1133  S.W.  Morrison  Street 
Portland,  Oregon  97205 
(503)  226-2575 

No  limit 

Three  days 

May  29-31  No  fee 

Continuing  Education  in  the  Health 
Sciences,  Task  Force  Building, 

The  University  of  British  Columbia, 
Vancouver  8,  British  Columbia 
(604)  228-2626 

One-half  day 

May  30,31  $10 

May  30  - 

Session:  1:30  p.m.  - 6 p.m. 

May  31  - 

Session:  1:30  p.m.  - 6 p.m. 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  extension  1181 

To  be  individually 
arranged 

To  be  individually  arranged  No  fee 

1 

Postgraduate  Preceptorship  Project  j 

Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building 
Seattle  98105  (206)  543-8525 

Telecasts  are  every  Tuesday  at  7:30  a.m.,  repeat  programs  at 
8 a.m.  and  at  10:30  p.m.  (Check  local  listing.)  May  30  live 
telecast  is  7:30  a.m.  - 8:30  a.m.  on  Channels  9 and  47. 
Session  is  taped  and  retelecast  at  close  of  broadcast  day. 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  go  to  Joan  Kelday,  530 
University  District  Building,  Seattle,  Washington  98105; 
phone  (206)  543-8525.  Deadline  is  the  6th  of  the  month 
preceding  the  month  of  publication,  and  not  less  than  60 
days  before  the  meeting. 
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regional  enteritis 
or  malabsorption  syndrome?* 


In  G.l.  disorders 

when  nutritional  supplementation 
is  indicated 


Beroccatebiets 


Please  see  Complete  Prescribing  Information,  a sum 
mary  of  which  follows: 


is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Each  Berocca  Tablet  contains:  ! 

Thiamine  mononitrate 15  mi 

Riboflavin  15  ma 

Pyridoxine  HCI 5 mJ 


Niacinamide  100  m.l 

Calcium  pantothenate 20  m.' 

Cyanocobalamin 5 mci 

Folic  acid  0.5  m j 

Ascorbic  acid 500  mi 


Indications:  Nutritional  supplementation  in  condition! 
in  which  water-soluble  vitamins  are  required  prophyl 
lactically  or  therapeutically.  f 

Warning:  Not  intended  for  treatment  of  perniciou 
anemia  or  other  primary  or  secondary  anemias.  Neu 
rologic  involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per 
nicious  anemia  who  receive  more  than  0.1  mg  of  foil 
acid  per  day  and  who  are  inadequately  treated  wit 
vitamin  Bn. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinic? 
need. 

Available:  In  bottles  of  100.  , 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutlev.  New  Jersey  07110 


f IN  ASTHMA 

IN  EMPHYSEMA 


optional 

therapy 


9A0 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir,  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  14  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I . is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  I NC  , RIC  H M O N D,  VI  RGI  NI A 23217 
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CLASSIFIED  ADVERTISEMENTS 

All  classiPied  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  Journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eight-man  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
southwestern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  1 0th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOl- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1 ,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


GENERAL  PRACTICE  OPPORTUNITY  - Tc  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 
or  eligible;  123-man  clinic  of  specialists  associated  with  250- 
bed  hospital;  12-man  department.  Harold  R.  Cohen,  M.D., 
Chief,  Dept,  of  Obstetrics  and  Gynecology,  The  Permanente 
Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


STUDENT  HEALTH  PHYSICIAN  - $18,000  for  9- 

month  appointment.  Night  & weekend  calls  rotated  with  9 
other  physicians.  Ore.  lie.  or  elig.  Send  resume  & references 
to  James  E.  Garvey,  M.D.,  Dir.,  Student  Health  Center,  Ore. 
State  Univ.,  Corvallis,  Ore.  97331.  Equal  opportunity/affirm- 
ative action  employer. 


FAMILY  PRACTICE  WITH  FULLY  EQUIPPED 
MODERN  OFFICE  —with  x-ray,  for  sale.  Air-conditioned. 
2,400  sq.  ft.,  with  land  for  expansion.  So.  Idaho  near  Sun 
Valley.  Stable  economy  in  sport  paradise.  Accredited  hosp., 
in  Twin  Falls  (7  mi.),  with  open  staff.  Growing  community 
needs  M.D.  Will  sacrifice  for  $55,000  due  to  health;  easy 
terms.  Box  K,  Kimberly,  Ida.,  (208)  423-5343. 


GENERAL  PRACTICE  OPPORTUNITY  - Active  rural 

practice  close  to  Seattle-Tacoma.  Good  skiing,  boating,  fish- 
ing. Excellent  gross.  D.  A.  Tait,  M.D.,  Buckley,  Wa.  98321 


PHYSICAL  MEDICINE  & REHABILITATION  RESI- 
DENCY — Opening  now  in  approved  well-rounded,  three- 
year  program  in  518-bed  Veterans  Administration  Hospital 
affiliated  with  the  University  of  Oregon  Medical  School;  bed 
service,  clinics,  consultations,  and  electrodiagnosis;  three  full- 
time physiatrists.  Opportunity  for  additional  training  and  ex- 
perience in  research  program.  Salaries  $9,371  - $10,571  for 
regular  residents  and  $13,309  - $18,737  for  career  residents. 
Equal  opportunity  employer.  For  further  information  con- 
tact: Everill  W.  Fowlks,  M.D.,  Chief  of  Physical  Medicine  and 
Rehabilitation  Service,  Veterans  Administration  Hospital,  Sam 
Jackson  Park,  Portland,  Ore.,  97207. 


ASSISTANT  MEDICAL  DIRECTOR  - Safeco  Life  is 

seeking  a physician  in  internal  medicine  or  general  practice. 
The  position  is  as  consultant  to  our  Underwriting  Department 
where  the  expertise  and  experience  are  needed  to  evaluate  and 
interpret  medical  data  and  problems.  Initially  we  require  10- 
15  hours  a week  on  a part-time  basis.  Excellent  opportunity 
for  expansion  of  both  hours  and  responsibilities  in  a particu- 
larly successful  organization.  Very  attractive  employee  bene- 
fit package  available  when  schedule  exceeds  20  hours  per 
week.  (Profit  sharing,  retirement,  insurance  coverages,  etc.) 
If  you  would  have  an  interest  or  just  like  to  know  more  about 
this,  you  can  call  Rolf  Eggers,  M.D.,  Medical  Director,  9—12 
a.m.  weekdays  or  Mr.  W.  M.  Sprague,  Personnel  Dept.,  any- 
time. Safeco  Insurance,  4347  Brooklyn  Ave.  N.E.,  Seattle, 
Wa.  ME  3-0622. 


SITUATIONS  WANTED 


CREDIT  SUPERVISOR  — Immediate  opening  in  a large, 
multi-specialty  medical  clinic,  located  in  metropolitan  area  of 
Seattle,  Wa.  Supervisory  responsibility  for  staff  of  seven 
credit  and  collection  clerks,  large  volume  of  accounts  on  com- 
puter billing.  Previous  credit  and  collection  experience  in 
health  care  services  preferred.  Starting  salary  range,  $700  - 
$800  per  month  with  excellent  insurance  and  benefit  program. 
Please  submit  written  resume  to;  Box  37B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 

OBSTETRICIAN-GYNECOLOGIST -Available  for  lo- 

cums.  Board  eligible.  Washington  licensed.  Ulrich  Fritzsche, 
M.D.,  2849-60th  S.E.,  Mercer  Island,  Wa.  98040. 


E.  R.  PHYSICIAN  — Recent  grad..  Wash,  lie.,  to  work  full/ 
part  time  Seattle  area  E.  R.  July  ’72.  Michael  Domas,  M.D., 
U.  of  Ore.  Med.  Sch.,  Portland,  Ore.  97201. 


CAMERA  FOR  SALE 


CORET  AUTOMATIC  ELECTRONIC  FLASH  CAM- 
ERA — with  multiple  applicators.  Excellent  for  dermatology 
surgery,  tumor  clinic  records,  gross  pathology.  Originally 
$349,  sale  price  $200.  Reason  for  sale  is  retirement.  C.  P. 
Wilson,  M.D.,  Veterans  Adm.  Hospital,  Roseburg,  Ore.  97470 


SAN  JUAN  VACATION 


NORTHWEST  SAILING  VACATION  - Six  days  aboard 
60’  Garden  Ocean  Sailing  Ketch  through  the  172  Evergreen 
San  Juan  Islands  with  skipper.  Learn  to  saU,  gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radio  telephone,  refriger- 
ation and  hot  shower.  Come  alone  or  with  party.  Not  over 
six  guests  — a party  of  four  may  have  exclusive.  Write  for  pic- 
ture brochure.  Chris  Wilkins,  Orcas,  Wa.  98280. 
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Idaho  news  continued  from  page  320 


OFFICE  SPACE 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1 037,  Twin  Falls,  Idaho  83301. 


OFFICE  SPACE  AVAILABLE  — in  prime  1st  hill  medi- 
cal-dental bldg.;  1— dental  650  sq.  ft.;  1 — med.  950  sq.ft.;l  — 
1,300  sq.  ft.,  w/4  consulting  rms.  Private  parking.  Call  Mrs. 
Lewis,  SU  4-6947,  or  write  Box  36B,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.  98121. 


REAL  ESTATE 


CONCORD  GRAPE  VINEYARD  - Top  operator  avail- 
able for  beautiful  60  acre  vineyard  in  full  production;  3-year 
grape  contract  will  gross  $60,000  in  1972;  24  acres  open  for 
expansion.  High  annual  depreciation  on  good  set  of  buildings 
and  improvements  and  full  investment  credit  makes  this  tops 
as  tax  shelter.  Located  in  the  heart  of  the  Columbia  Basin 
agriculture  and  recreation  area. 

CATTLE  AND/OR  HAY  RANCHES  — We  have  several 
with  from  200  to  400  cow-calf  potential.  Excellent  deprecia- 
tion on  improvements  and  some  with  operators  who  will 
lease  cows.  Check  with  us  on  new  regulations  on  depreciation 
and  investment  credit  on  cattle.  Call  or  write  Mr.  R.  D. 
Bennion  (509)  765-5603  eves.,  and  Sunday  (509)  765-4230, 
1 18  W.  Broadway,  Moses  Lake,  Wa.  98837. 


Boise  Physician  Dies 

DR.  ROSCOE  C.  WARD,  81,  Boise,  died  February  29, 
1972. 

Born  February  26,  1891,  in  Belleville,  Kansas,  he 
attended  Kansas  schools  and  received  his  M.D.  degree 
June  6,  1917,  from  the  University  of  Kansas  at 
Topeka,  and  completed  his  internship  at  Research 
Hospital,  Kansas  City,  Missouri. 

Dr.  Ward  served  in  the  U.S.  Army  in  1918  and 
1919,  and  on  October  9,  1919,  while  residing  at  King 
Hill,  received  license  No.  M-1 1 10  to  practice  medicine 
and  surgery  in  Idaho.  He  lived  at  Burns,  Oregon,  from 
1923  until  1925,  then  moved  to  Cascade  where  he 
practiced  until  moving  to  Boise  in  1941.  He  retired 
from  active  practice  in  1971. 

Dr.  Ward  was  a member  of  the  Ada  County  Medi- 
cal Society,  the  Idaho  Medical  Association  and  the 
American  Medical  Association. 

Dr.  Ward  served  as  Chairman  of  the  Idaho  Medical 
Association’s  Civilian  Defense  Committee,  as  a mem- 
ber of  the  Industrial  Medical  Committee  and  the 
Legislative  Committee.  He  was  a member  of  the 
Masonic  Lodge,  the  Lions  Club  and  Veterans  of 
Foreign  Wars. 


BOOK  REVIEWS 


Handbook  of  Poisoning 

By  Dreisbach,  Robert  H.,  7th  Edition,  Lange  Medical 
Publications,  Los  Angeles,  California  1971. 

Early  last  summer  the  charge  nurse  at  Children’s 
Orthopedic  Hospital  and  Medical  Center’s  Poison  Cen- 
ter casually  remarked,  “Dr.  Dreisbach  is  down  in  the 
library  revising  his  book;  he’s  here  for  the  summer.” 
Sure  enough,  there  he  sat  engrossed  in  updating  his 
world-famous  handy-dandy  compendium  of  innumer- 
able facts  — striving  to  throw  out  the  old  and  incorpo- 
rate the  new.  In  Seattle  for  a three-month  respite 
from  day-to-day  demands,  he  soon  became  a familiar 
figure  — armed  simply  with  pencil,  paper  and  a striking 
propensity  to  dip  into  pertinent  journal  articles,  latch 
on  to  critical  points,  add  them  to  his  notes  and  retreat 
only  to  pounce  on  the  next  item.  (While  not  a clini- 
cian, he  was  remarkably  sensitive  to  clinical  issues  — 
he  even  accepted  our  recommendation  that  salt  no 
longer  be  mentioned  as  an  emetic  in  his  text.) 

As  is  obvious,  this  book  represents  the  bridge  built 
by  a pharmacologist  between  the  academic  discipline 
of  toxicology  and  the  field  of  clinical  practice.  With 
the  help  of  Lange  Medical  Publications,  its  format  was 
designed  with  an  eye  strictly  towards  usefulness  by 
the  user.  Its  contents  are  now  in  the  seventh  revision. 
A virtual  must  for  any  hospital  emergency  room,  it  is 
also  ideal  for  any  and  all  who  would  address  them- 


selves to  managing  accidents  — firemen,  clinics,  and 
family  physicians.  Even  if  you  don’t  own  one,  check 
over  your  emergency  room’s  copy  during  your  next 
visit  there.  It  confirms  the  old  adage,  “It  isn’t  what 
you  know;  it’s  if  you  know  where  to  look  it  up  — 
and  do!” 

WILLIAM  O.  ROBERTSON,  M.D. 


Call  the  Doctor 

By  Policy,  Robert  F.  L.  Price  $3.00.  Parents  Handbooks, 
1197  - 112th  Northeast,  Bellevue,  Washington  98004,  1971. 

1 enjoyed  “Call  the  Doctor.”  No  two  pediatricians 
will  agree  on  the  correct  approach  to  parents’  ques- 
tions about  their  childrens’  health  and  behavior  so  the 
fact  that  I might  not  agree  always  with  Dr.  Polley’s 
answers  does  not  detract  from  the  value  of  the  book. 
There  is  little  doubt  that  parents  would  enjoy  thumb- 
ing through  this  book  and  would  learn  a great  deal 
about  a physician’s  approach  to  these  problems.  I 
think  the  format  of  the  book  is  most  attractive  and 
the  fact  that  it  is  written  in  question  and  answer  form 
probably  avoids  dogmatism  and  fosters  constructive 
inquiry  by  parents. 

RICHARD  W.  OLMSTED,  M.D. 
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When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valiuni  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery.  ^ 

>^llUnr  (diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,' tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose^  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Ir 

Nutley.  N.J.  07110 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual  — June  18-22,  1972,  San 
Francisco;  June  24-28,  1973,  New 
Yorkiynne  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim;  Decemtier  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians—  Region- 
al Meeting,  Sept.  29-30,  1972,  Seattle, 
Washington 

Oregon  Medical  Association  — Annu- 
al Meeting,  Sept.  13-17,  1972 

Washington  State  Medical  Association  — 
Annual  Meeting,  September  17-20, 
1972,  Seattle 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley. 

North  Pacific  Pediatric  Society  — 105th 
Meeting,  Sept.  10-13,  1972,  Sun  River 
Lodge,  Bend 

Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
Meeting,  May  12-13,  1972,  La  Playa 
Hotel,  Carmel,  California 
Pres.  George  Peirson,  Portland 
Sec.  Donald  R.  Silverman,  Seattle 

Northwest  Rheumatism  Society  — Annual 
Meeting,  October  5 and  7,  1972, 
Wilson  Motor  Inn,  Victoria,  B.C. 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Pacific  Association  of  Pediatric  Surgeons 
— Fifth  Annual  Meeting,  June  13-16, 
1972,  Tokyo,  Japan 
Pres.  Alexander  H.  Bill,  Jr.,  Seattle 
Sec.  John  R.  Campbell,  Portland 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — Annual 
Meeting,  Nov.  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 


OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 

Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.). 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 


Oregon  District  Branch  of  American  Psy- 
chiatric Association— (Jan.,  Apr., Oct.). 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  mee  ting  announc- 
ed prior  to  meeting. 

Pres.  Peter  J.  Dawson,  Portland 
Sec.  Howard  Huntington,  Portland  ad 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct., Nov., Jan.,  through 
May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Anesthesiologists,  Inc. 
— 3rd  Fri.  (Oct. -April)  Portland;  A/uy, 
Salishan;Sepf.,  Village  Green,  Cottage 
Grove 

Pres.  Paul  E.  Schaff,  Portland 
Sec.  K.  W.  Hillyer,  Eugene 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-April)  6:30P.M.,  Ramada  Inn, 
Portland.  Annual  Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmology 
— 3rd  Tues.  (Oct.-April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 


Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Puget  Sound  Academy  of  Otolaryngology 
— 4th  Tues.  (Sept.,  Nov.,  Feb.,  Apr.) 
Annual  Meeting,  May  19-20,  1972, 
Olympic  Hotel,  Seattle 
Pres.  Roger  Lindeman,  Seattle 
Sec.  Richard  Voorhees,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Spokane  Surgical  Society  — 1st  Wednes- 
day (Oct.,Dec.,Feb.),  Spokane  Club, 
Spokane 

Pres.  D.  Wade  Robinson 
Sec.  Richard  E.  Ahlquist,  Jr. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May) 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  'Thins.  (Sept.-J une).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  Academy  of  General  Practice 
— Annual  Meeting,  May  1-3,  1972, 
Sea-Tac  Motor  Inn,  Seattle;  May  5-6, 
1972,  Sheraton  Waikiki,  Honolulu 
Pres.  Wayne  Zook,  Wenatchee 
Sec.  Paul  M.  Tueffers,  Seattle 

Washington  State  Heart  Association  — 
Annual  Symposium,  October  13-14, 
Olympic  Hotel,  Seattle 

Washington  State  Radiological  Society  — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept.,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  'Thurs. 
(Sept.-May),  members’  homes.  Anmr- 
al  Meeting,  May  1972,  Chinook  Hotel, 
Yakima. 

Pres.  Thomas  Mathieu,  Yakima 
Sec.  Michael  Taylor,  Yakima 


Please  send  information  to  be  includ 
ed  on  this  page  to:  Managing  Editor, 

Northwest  Medicine,  500  Wall  Street, 
Seattle,  Washington  98121. 
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IS  broad  antibacterial  activity  against 
susceptible  skin  invaders 
IS  lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

P^COSPOnn  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  ¥2  oz.  for  topical  use  only.  t 

^anishin;^  Cream  Base  ' 

Neosporin-G  (>ream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in' 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  . 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical, 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  \ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  ^ 
perforated.  These  products  are  contraindicated  in  those  individuals  who  k 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


' Burroughs  Wellcome  Co. 
Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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The  Remarkably  Rigid  Progression 
Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time- 
ordered  sequence  of  progressive  drinking.  Alcoholism  begins 
with  “social  drinking,”  then  progresses  to; 

I I Drinking  at  least  once  a week. 

I I Drinking  faster  and  more  than  the  "social  drinker." 

I I Experiencing  temporary  amnesia,  or  "blackouts." 

I I Becoming  more  drunk  than  the  "social  drinker." 

I I Losing  control  over  ability  to  stop  drinking  after  the  first  drink. 

I I Going  on  periodic  drinking  bouts. 

I I Losing  time  from  work. 

I I Protecting  and  hiding  liquor  supplies. 

I I Drinking  alone  in  the  morning  or  before  breakfast. 

CZ]  Getting  the  "shakes"  and  "butterflies"  and  finding  liquor 
mitigates  them. 

I I Finding  it  takes  less  alcohol  to  get  drunk  (less  tolerance  to 
the  drug,  probably  due  to  brain  damage). 

I I Experiencing  delirium  tremens  (D.T.'s). 

I 1 Feeling  vague  and  unreasoned  fears. 

I I Experiencing  insomnia. 

I I Dying  of  liver,  or  brain,  or  heart  disease,  or  debilitating 
diseases  such  as  tuberculosis  and  pneumonia  or  accidents. 

Member  of  American  Hospital  Association  • Accredited  by  Joint  Commission  on  Hospitals 
Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 


12001  Ambaum  Boulevard 
Seattle,  Washington  98146 

(206)  CH  4-8100 
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Break  the 
idcer  circuit 
to  hyperacidity, 
hypermotility  and 


Pn-Bandilne 

propantheline  bromide 

\ Relief  Factor  in  Peptic  Ulcer 


/brry,  frustration,  job  pressure — all 
et  up  excessive  vagal  currents  in 
atients  with  peptic  ulcer. 
Pro-Banthine  “insulates"  the  stom- 
ch,  the  duodenum  and  the  lower 
itestinal  tract — the  sites  where 
lese  destructive  currents  take  their 
jll. 

This  “insulation"  helps  block  ex- 
essive  enteric  activity  and  acidity, 
lus  helping  to  provide  the  proper 
nvironment  for  the  healing  of  pep- 
c ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. -Q.. 
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We  stand 

behind  evety  bottle 

of  aspirin. 


Butazolidin®  alka 

Each  capsule  contains 
jg  100  mg  phenylbutazone  USP 
^ 100  mg  dried  aluminum 

hydroxide  gel  USP 
1 50  mg  magnesium  tnsilicate  USP 


After  aspirin  in  arthritic 
flare-ups... 

If  it  doesn’t  work  in  a week, 
forget  it. 


Important  Note  This  drug  is  not  a simple  analgesic 
Do  not  administer  casually  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram. urinalysis,  etc  ) before  prescribing  and  at  frequent 
intervals  thereafter  Carefully  select  patients,  avoiding 
those  responsive  to  routine  measures,  contraindicated 
patients  or  those  who  cannot  be  observed  frequently 
Warn  patients  not  to  exceed  recommended  dosage 
Short-term  lelief  of  severe  symptoms  with  the  smallest 
possible  dosage  is  the  goal  of  therapy  Dosage  should 
be  taken  with  meals  or  a full  glass  of  milk  Substitute 
alka  capsules  for  tablets  if  dyspeptic  symptoms  occur 
Patients  should  discontinue  the  drug  and  report  imme- 
diately any  sign  of  fever,  sore  throat,  oral  lesions  (symp- 
toms of  blood  dyscrasia).  dyspepsia,  epigastric  pain, 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin 
reactions,  significant  weight  gam  or  edema  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis 

Contraindications  Children  1 4 years  or  less,  senile 
patients,  history  or  symptoms  of  G I inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia,  history  or  presence  of  drug  allergy,  blood 
dyscrasias.  renal,  hepatic  or  cardiac  dysfunction,  hy- 
pertension. thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug,  poly- 
myalgia rheumatica  and  temporal  arteritis,  patients 


receiving  other  potent  chemotherapeutic  agents,  or 
long-term  anticoagulant  therapy 

Warnings  Age.  weight,  dosage,  duration  of  thera- 
py. existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reactions 
Carefully  instruct  and  observe  the  individual  patient, 
especially  the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and  myx- 
edema have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signif- 
icant toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination  Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by  reducing 
dosage  If  edema  occurs  in  patients  over  sixty,  dis- 
continue drug 

Precautions  The  following  should  be  accomplished 


at  regular  intervals  Careful  detailed  history  for  dise 
being  treated  and  detection  of  earliest  signs  of  adve 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especu 
for  the  aging)  or  an  every  two  week  blood  check,  pi 
nent  laboratory  studies  Caution  patients  about  part 
pating  in  activity  requiring  alertness  and  coordinatic 
as  driving  a car.  etc  Cases  of  leukemia  have  been 
reported  in  patients  with  a history  of  short-  and  lone 
term  therapy  The  majority  of  these  patients  were  o 
forty  Remember  that  arthritic-type  pains  can  be  th< 
presenting  symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  m 
use  can  lead  to  serious  results  Review  detailed  info 
tion  before  beginning  therapy  Ulcerative  esophag 
acute  and  reactivated  gastric  and  duodenal  ulcer 
perforation  and  hemorrhage,  ulceration  and  perfo 
tion  of  large  bowel,  occult  G I bleeding  with  anemi; 
gastritis,  epigastric  pain,  hematemesis.  dyspepsia 
nausea,  vomiting  and  diarrhea,  abdominal  distentio 
agranulocytosis,  aplastic  anemia,  hemolytic  anemii 
anemia  due  to  blood  loss  including  occult  G I bleec 
thrombocytopenia,  pancytopenia,  leukemia,  leukop 
bone  marrowdepression.  sodium  and  chloride  reter 
water  retention  and  edema,  plasma  dilution,  respir 
alkalosis,  metabolic  acidosis,  fatal  and  nonfatal  hep 
titis  (cholestasis  may  or  may  not  be  prominent),  pe 
chiae.  purpura  without  thrombocytopenia,  toxic 
pruritus,  erythema  nodosum,  erythema  multiform? 
Stevens-Johnson  syndrome,  Lyell's  syndrome  (tox 
necrotizing  epidermolysis),  exfoliative  dermatitis.  s|^ 
sickness,  hypersensitivity  angiitis  (polyarteritis),  anj  | 
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phylactic  shock,  urticaria,  arthralgia,  fever,  rashes 
allergic  reactions  require  prompt  and  permanent  w ^ 
drawal  of  the  drug),  proteinuria,  hematuria,  oligur  ‘ 
anuria,  renal  failure  with  azotemia,  glomeruloneph 
acute  tubular  necrosis,  nephrotic  syndrome,  bilate 
renal  cortical  necrosis,  renal  stones,  ureteral  obstr 
tion  with  uric  acid  crystals  due  to  uricosuric  action 
drug,  impaired  renal  function,  cardiac  decompens 
hypertension,  pericarditis,  diffuse  interstitial  myoc. 
with  muscle  necrosis,  perivascular  granulomala.  a 
gravalion  of  temporal  arteritis  in  patients  with  pol- 
algia  rheumatica,  optic  neuritis,  blurred  vision,  ret' 
hemorrhage,  toxic  amblyopia,  retinal  detachment 
hearing  loss,  hyperglycemia,  thyroid  hyperplasia, 
goiter,  association  of  hyperthyroidism  and  hypo- 
thyroidism (causal  relationship  not  established),  a 
tion.  confusional  states,  lethargy.  CNS  reactions 
ciated  withoverdosage.  including  convulsions,  eu| 
psychosis,  depression,  headaches,  hallucinations, 
ness,  vertigo,  coma,  hyperventilation,  insomnia, 
ulcerative  stomatitis,  salivary  gland  enlargement 
(B)98-146-070-G 


For  complete  details,  including  dosage,  please  set 
prescribing  information 
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SGrOCC3  tablets 
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i/ith  balanced,  high  potency 
[-complex  and  C vitamins, 
lo  odor. 

Irtually  no  aftertaste, 
owest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  foilows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bi,. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Avaiiabie:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 
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Grade  H diabetic  retinopathy  is  reveaied 
by  the  smail  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 
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What  it  means 
to  live  and  woik  it 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 
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iar,  actinicr  senile  keratoses 

led  by  many  names,  the  typical  lesion  is  flat 
lightly  elevated,  brownish  or  reddish  in 
)r,  papular,  dry,  adherent,  rough,  sharply 
ned;  usually  multiple  lesions,  chiefly  on 
osed  portions  of  the  skin. 

quence/selectivity  of  response 

thema  in  areas  of  lesions  may  begin  after 
jral  days  of  therapy;  height  of  reaction 
ly  in  affected  areas)*  usually  occurs  within 
weeks,  declining  after  discontinuation  of 
■apy.  Since  this  response  is  so  predictable, 
ans  that  do  not  respond  should  be  biopsied 
ule  out  the  presence  of  a frank  neoplasm, 

>smetic  results 

metic  results  are  highly  favorable.  Inci- 
ce  of  scarring  is  low— important  with  multi- 
facial lesions.  Efudex  should  be  applied 
1 care  near  the  eyes,  nose  and  mouth. 

j cream-a  Roche  exclusive 

y Roche  formulates  the  5 % cream . . . 

1 in  patient  acceptability . . . high  in  clinical 
:acy,  especially  for  lesions  of  hands  and 
arms , . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actiriic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a -weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
ccHiventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Portable  Cardioscope-Defibrillator  Being  Sold  Internationally 


Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

You  may  be  interested  in  knowing  that  Boeing  air- 
planes are  not  the  only  Northwest  products  serving 
needs  of  people  all  around  the  world.  LIFEPAK/33, 
a cardioscope-defibrillator,  was  developed  by  Physio- 
Control  Corporation,  in  Seattle,  to  meet  needs  of  the 
heart  surgery  program  at  Providence  Hospital.  The 
enclosed  photograph  is  of  the  advanced  model  that 
became  the  principal  resuscitating  unit  associated 
with  the  Medic  1 program  initiated  by  Chief  Gordon 
Vickery  of  the  Seattle  Fire  Department.  There  are 
presently  more  than  2,000  of  these  units  in  service 
throughout  the  world.  The  two  currently  in  use  by 
Medic  1 are  generally  considered  to  be  responsible  for 
saving  at  least  27  lives.  These  were  cases  in  which  it 
was  possible  to  defibrillate  shortly  after  an  acute  cor- 
onary occlusion,  and  in  which  long-term  survival  fol- 
lowed what  might  have  been  sudden  death. 

The  instrument  is  readily  portable,  with  the  paddles 
carried  in  nests  from  which  they  may  be  withdrawn 
swiftly  when  needed.  The  photograph  shows  one 
paddle  out  of  the  carrying  position. 

The  Navy  purchased  two  of  these  instruments 
several  months  ago  but  has  refused  to  discuss  their 


disposition.  It  is  believed  that  they  may  now  be  part 
of  the  equipment  carried  aboard  Air  Force  One  and 
Air  Force  Two.  Even  if  this  is  not  true,  it  is  still  of 
interest  that  a highly  specialized  instrument  of  this 
type,  developed  here  in  the  Northwest,  has  gained 
international  recognition. 

Sincerely, 

WILLIAM  EDMARK,  M.D. 


Predigestion  May  Aid  Assimilation 


Wenatchee,  Washington 

Editor,  NORTHWEST  MEDICINE: 

After  wading  through  the  February  14,  1972  JAMA 
(p. 905-907)  Physician’s  Guide  to  the  Occupational 
Safety  and  Health  Act  of  1970,  1 was  impressed  with 
the  difficulty  of  grasping  the  Council’s  report.  Three 
readings  were  required  for  me.  I predict  very  few 
physicians  will  read  it  throughout  as  is. 

Therefore,  1 conceived  the  idea  that  perhaps  your 

* See  Special  Article,  page  364 


Journal  would  like  a condensation  of  that  guide  con- 
taining only  the  fundamentals  that  should  interest  the 
practitioner,  especially  the  general  practitioner.* 

As  of  this  date,  I have  called  12  concerned  Wenat- 
chee general  practitioners,  orthopods,  internists,  etc.. 


with  following  results: 

Read  entire  article 1 

Read  part  of  article 1 

Did  no  t read  article 10 

Do  not  an ticipa te  reading  it. 8 


2 maybe 

continued  on  page  351 
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INTRODUCING 


^lhx>l-50 


the  new  USV  brand  of 
phenformin  HCI 


Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol- 100™ 

(100  mg.  timed-disintegration  capsules) 
Meltrol-25™(25  mg.  tablets) 


USV  PHARMACEUTICAL  CORP.,Tuckahoe,N.Y.  10707 


rhere  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
!HC1  hydrate,  Upjohn)  that  can  take 
icare  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
;with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
[organisms  (chiefly  gram-negative) 
lin  the  remainder.  Significantly, 
lOne-half  of  these  staphylococcal 
[infections  were  resistant  to  both 
[penicillin  and  tetracycline  (all  were 
‘sensitive  to  etythromycin  and 
jchloramphenicol).  Although  not  a 
I part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histoiy  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCL  hydrate,  Upjohn 

> Ids,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 

1 on  file,  Medical  Research  Department,  The  Upjohn  Company  ' , ©197lThe  Upjohr’'^' 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 


CleodriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains;  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  hove  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections— 300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/doy)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED;  ISO  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  )lg.  Sensitivity  Powder-Vials. 

For  additional  product  information,  see  your  Upiohn  representative  or 


consult  package  insert.  MED  B-4-S  (LNU-3)  JA7I-I565 
The  Upjohn  Compony,  Kalamazoo,  Michigon  49001 


Upjohn 
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continued  from  page  346 


Would  consider  trying  to  read  a 

simplified  condensation 6 

Reasons  for  not  reading: 

1.  Not  read  to  that  issue  yet 

2.  No  journal  available;  honorary  member 
JAMA 

3.  Rarely  reads  JAMA 

4.  Reads  only  selected  topics  of  interest 

5.  "Missed  it" 

I think  most  doctors  will  read  the  condensation 
but  rarely  the  full  report.  A small  portion  will  be  stim- 
ulated to  return  to  JAMA  to  understand  the  full  con- 
text with  much  greater  ease  on  the  first  reading  of 
JAMA  version. 

1 hope  the  reduction  in  length  is  almost  half  of  the 
original  without  much  loss  of  important  content. 

Very  sincerely  yours, 

GRIFFITH  E.  QUINBY,  M.D. 


Fluorine  Hypothesis 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Recently  there  has  been  a marked  rise  in  muscle 
cramps  and  non-specific  electrocardiographic  changes. 
There  have  also  been  some  puzzling  changes  in  serum 
transaminase  levels  on  blood  surveys.  Checking  with 
local  pharmacists  reveals  a rising  usage  of  muscle 
relaxants. 

With  these  facts  in  mind,  I began  wondering  if  there 
was  a correlation  and  what  common  denominator 
could  account  for  it.  I have  a working  hypothesis  that 
I would  like  to  present  for  further  consideration. 

We  began  fluoridation  of  our  water  supply  several 
years  ago  with  sodium  silicofluoride.  The  four  halo- 
gens are  fluorine,  bromine,  iodine  and  chlorine  and  of 
these  the  most  active  is  fluorine.  In  the  areas  where 
natural  fluoride  occurs  we  find  calcium  fluoride  and 


Call  the 
Doctor 


New  easy-reading 
illustrated  handbook 
for  parents  by 
Robert  F.L.  Polley, 

M.D.  answers  over 
100  important  questions.  According  to 
reviewers  and  other  doctors: 


“parents.  . .would  learn  a great  deal 
about  a physician’s  approach  to  these 
problems.” 

“covers  a broad  spectrum  of  questions 
which  parents  frequently  need  the 
answers  to.” 


“should  help  the  busy  pediatrician 
from  repeating  himself  all  day.” 

“I  wish  I’d  had  Dr.  Polley’s  book 
about  1 3 years  ago  when  I was  up  to 
my  neck  in  baby  bottles  and  diapers.” 
Physician’s  Complimentary  Copy  Available. 

Parents  Handbooks,  Inc. 

1197-  112th  N.E.,  Bellevue,  Wn.  98004 


considerable  more  sunshine  than  we  find  in  this  area. 
The  role  of  ultraviolet  rays  for  proper  use  of  calcium 
is  too  well  known  to  require  further  comment. 

It  would  seem  the  fluoride  ion  is  bonding  with  cal- 
cium in  a large  segment  of  the  population  producing 
profound  alterations  in  muscular  metabolism,  enzyme, 
and  co-enzyme  systems.  This  would  certainly  seem 
to  call  for  further  study  and  re-evaluation  as  far  as 
continued  artificial  fluoridation  of  water  supplies  is 
concerned. 


Sincerely, 

R.  M.  TALBOT,  M.D. 


Smallpox  Epidemic  Coming? 


Grand  Coulee,  Washington 
Editor,  NORTHWEST  MEDICINE: 

There  have  been  four  hundred  deaths  due  to  small- 
pox in  Bangladesh.  Most  of  these  are  children.  Small- 
pox is  endemic  at  this  time  of  year  in  the  riverine 
district  of  Eastern  India  and  Bangladesh. 

I think  we  should  take  a second  look  at  our  policy 


of  discontinuing  the  smallpox  vaccination  program  in 
the  United  States.  1 feel  that  within  five  years  time, 
with  children  not  being  vaccinated,  there  will  be  one 
of  the  biggest  epidemics  ever  to  hit  this  country. 

Sincerely  yours, 

MAURICE  E.  BRYANT,  M.D. 
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. .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED^ 
provides  more  complete  relief : 


O belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition;  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


iring  peeper  (tree  frog,  Hyla  crucifer): 
B small  amphibian  can  expand 
i throat  membrane  with  air  until  it  is 
nee  the  size  of  its  head. 


SPECIAL  ARTICLE 


A Condensation  of  AM  A' s Guide  to  the 
Occupational  Safety  and  Health 

Act  of  1970*  ( with  paraphrasing) 


GRIFFITH  E.  QUINBY,  M.D.,  M.P.H.,  Wenatchee,  Washington 


T 

he  Williams-Steiger  Occupational  Safety  and  Health 
Act  of  1970  increased  demands  for  medical  advice  in 
employee  health  and  safety  programs  in  both  large  and 
small  employee  groups. 

Most  physicians  have  limited  information  concern- 
ing: surveying  work  hazards;  team-work  with  industri- 
al nurses,  safety  engineers,  industrial  hygienists,  and 
environmental  testing  laboratories;  diagnosis  and  treat- 
ment of  occupational  diseases;  screening  exams  for 
placement  of  workers  appropriate  to  health  status; 
exposure  standards  for  chemical  and  physical  hazards; 


* JAMA  219:905-907,  February  14,  1972.  The  guide  is  con- 
densed with  paraphrasing  to  enable  practitioners  and  their 
staffs  to  grasp  the  essentials  of  the  report  of  Council  on  Occu- 
pational Health  and  to  encourage  doctors  to  read  the  lengthier, 
more  detailed  original. 


evaluation  of  impairment  of  injured  or  convalescent 
workers;  rehabilitation  resources;  and  reporting  and 
recording  systems  for  accident  and  disease  frequency 
statistics  in  employees. 

medical  implications 

The  act  covers  about  57  million  workers  of  4.1 
million  establishments  with  14,000  deaths  and  2 mil- 
lion disabling  injuries  or  diseases  annually.  Almost  all 
physicians  will  be  involved.  Prevention  of  even  a 
moderate  proportion  of  deaths  and  disabilities  is  a 
goal  for  the  medical  profession. 

Any  physician  is  subject  to  the  act  if  he  employs 
workers  using  materials  carried  in  interstate  commerce. 

continued  on  page  364 


THE  WILLIAMS-STEIGER  OCCUPATIONAL 
SAFETY  AND  HEALTH  ACT  OF  1970  - 
PUBLIC  LAW  91-596 


1.  Purpose:  To  assure  . . . safe  and  healthful 

working  conditions. 

2.  Coverage:  All  businesses  engaged  in  interstate 
commerce. 

3.  Employer  Duties:  Employers  shall  furnish  a 
work  place  free  from  hazards. 

4.  Promulgation  of  Standards:  The  Secretary  of 
Labor  shall  promulgate  consensus  standards.  . . 

5.  Enforcement:  The  U.S.  Department  of  Labor 
is  responsible  for  inspections  of  the  work  place, 
the  issuing  of  citations  for  alleged  violations  of 
standards,  and  enforcement  of  this  act.  Injured 
employees  may  sue  the  Secretary  of  Labor  for 
arbitrary  failure  to  enforce  in  cases  of  "imminent 
danger." 

6.  Participation  by  States:  State  agencies  can 

assist  the  Department  of  Labor  in  inspection  and 
enforcement  for  an  interim  period  until  the  Depart- 
ment of  Labor  is  mobilized  to  take  over  these 
functions. 


7.  Other  Laws:  The  statute  provides  for  imme- 
diate enforcement  of  standards  already  applicable 
to  seven  other  federal  acts. 

8.  Records:  Employers  must  keep  records  and 
reports  on  all  work  related  injuries,  deaths,  illnesses, 
and  exposures  to  toxic  agents,  except  for  first-aid 
treatment.  Only  the  treating  physician  can  be  ex- 
pected to  provide  certain  records. 

9.  US  DHEW:  A National  Institute  for  Occupa- 
tional Safety  and  Health  in  the  DHEW  recommends 
standards,  performs  experiments  and  research  on 
hazards,  publishes  a list  of  toxic  substances,  etc. 

10.  National  Advisory  Committee  on  Occupa- 
tional Safety  and  Health:  A 12-man  National  Ad- 
visory Committee  administers  this  act. 

11.  National  Commission  on  State  Workmen's 

Compensation  Laws:  15  members  presidentially- 

appointed. 
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begins  at  Beecham  Research  Laboratories. 


The  crucial  experiment:  conversion 
of  6'aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillirf  ampicillin  trihydrate 
Pyopen®  disodium  carbenicillin 
Bactociir  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  ma 

Div.  of  Beecham  Inc.,  Bristol,  Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  OPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


f/me  2St^  - f^‘  t972  -Suk  ^cUU^ 


CHARLES  A.  HOFFMAN,  M.D. 
Huntington,  West  Virginia 
President-Elect 
American  Medical  Association 


H.  D.  ROBERTS,  M.B. 

St.  John's,  Newfoundland 
President 

Canadian  Medical  Association 
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OFFICERS  AND  COUNCIDjj 


It  is  my  pleasure  to  invite  physicians  of  the  North- 
west to  join  us  for  the  80th  annual  meeting  of  the 
Idaho  Medical  Association  at  Sun  Valley,  June  28- 
July  1,  1972. 

The  emphasis  this  year  is  on  emergency  medical 
care,  and  a distinguished  panel  of  speakers  promises  a 
stimulating  program. 

As  in  the  past,  this  meeting  offers  a blend  of  in- 
formation, social  activities  and  Sun  Valley's  limitless 
recreational  offerings. 

Sun  Valley  in  summer  is  delightful,  with  activities 
from  golf  and  tennis  to  skeet  shooting  and  ice  skating, 
not  to  mention  swimming,  hiking  and,  for  those  so 
inclined,  just  relaxing. 

An  exciting  and  refreshing  experience  awaits  all 
who  attend.  We  hope  that  you  will  be  with  us  at  Sun 
Valley. 


GEORGE  W.  WARNER,  M.D. 

Twin  Falls 

President 

Idaho  Medical  Association 
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i)  MEDICAL  ASSOCIATION 


J.  E.  COMSTOCK,  M.D. 

Pocatello 

President-Elect 


W.  R.  TREGONING,  M.D. 
Boise 

Past-President 


J.  GORDON  DAINES.M.D. 
Boise 

Secre  tary- Treasurer 


E.  R.  W.  FOX,  M.D. 
Coeur  d'Alene 
Councilor,  District  One 


R.  GEORGE  WOLFF,M.D. 
Caldwell 

Councilor,  District  Two 


ROYAL  G.  NEHER,  M.D. 
Shoshone 

Councilor,  District  Three 


RONALD  LECHELT,M.D 
Idaho  Falls 

Councilor,  District  Four 


D.  K.  WORDEN,  M.D. 
Lewiston 

Delegate  to  American 
Medical  Association 


A.  CURTIS  JONES,  M.D. 
Boise 

Alternate  Delegate  to 
American  Medical 
Association 


JAMES  R.  KIRCHER,M.D. 

Burley 

Speaker 

House  of  Delegates 
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GUEST  SPEAKERS 


PETER  W.  CONRAD,  M.D. 
Washington,  D.  C. 
Associate  Professor 
of  Surgery 

Georgetown  University 
Hospital 


MAX  S.  SADOVE,  M.D. 
Chicago 

Chairman,  Department 
of  Anesthesiology 
Presbyterian-St.  Luke's 
Hospital 


HAROLD  PAXTON,  M.D. 
Portland 

Professor  and  Head 
Division  of  Neurosurgery 
University  of  Oregon 
Medical  School 


OSCAR  BALCHUM,  M.D., 
Ph.D.,  Los  Angeles 
Hasting  Professor  of 
Medicine 

University  of  Southern 
California  School  of 
Medicine 


T.  R.  BROADBENT,  M.D. 
Salt  Lake  City 
Associate  Clinical  Professor 
University  of  Utah 
College  of  Medicine 


CHARLES  E.  REED,  M.D. 
Internal  Medicine  and 
Diagnosis 
Caldwell,  Idaho 


^tutual  '?KeeU»if  - /4440ccatioH 

Sum,  ^uue  - ^ultf^  lit.  1972 


RESERVATIONS  — Write  Reservations  Manager,  Sun 
Valley,  Idaho  83353.  Rate,  accomodation  inform- 
ation available  from  Idaho  Medical  Association, 
407  West  Bannock,  Boise,  Idaho  83702. 

REGISTRATION  - June  28-July  1,  daily,  at  new  Sun 
Valley  Convention  Center.  Members,  no  fee;  non- 
members, $25;  non-physicians,  $15;  non-members, 
auxiliary,  $2. 


SCIENTIFIC  MEETINGS- June  29, 30,  July  1,  1972. 

TRAIL  CREEK  BARBECUE  - June  28,  Trail  Creek 
Fireplace. 

ANNUAL  BANQUET  - June  29,  Limelight  Room, 
Sun  Valley  Inn. 

KITZBUEHLER  BUFFET  DINNER -June  30,  Lodge 
Terrace. 


For  pre-registration  form,  see  page  362 
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WOMAN'S  AUXILIARY  - IDAHO  MEDICAL  ASSOCIATION 


MRS.  H.  DON  MOSELEY 
Coeur  d'Alene 
President 

Woman's  Auxiliary  to  the 
Idaho  Medical  Association 


MRS.  ROBERT  BECKLEY 
Lock  Haven,  Pennsylvania 
President 

Woman's  Auxiliary  to  the 
American  Medical 
Association 


MRS.  FRANK  L.  HARMS 
American  Falls 
President-Elect 
Woman's  Auxiliary  to  the 
Idaho  Medical  Association 


AUXILIARY  OFFICERS 


Mrs.  H.  Don  Moseley,  President,  Coeur  d’Alene 
Mrs.  Frank  L.  Harms,  President-Elect,  American  Falls 
Mrs.  Roy  O.  Shaub,  First  Vice-President,  Twin  Falls 
Mrs.  Quentin  L.  Quickstad,  Second  Vice-President,  Boise 


Mrs.  Walter  G.  Floge,  Third  Vice-President,  Black  foot 
Mrs.  A1  H.  Kuykendall,  Fourth  Vice-President,  Boise 
Mrs.  R.  Bruce  Moody,  Secretary,  Boise 
Mrs.  Paul  F.  Miner,  Treasurer,  Boise 


CHAIRMEN  OF  STANDING  COMMITTEES 


Mrs.  Wilbur  H.  Lyon,  AMA-ERF,  Coeur  d’Alene 
Mrs.  Willard  M.  Peterson,  By-Laws,  Twin  Falls 
Mrs.  Walter  G.  Hoge,  Community  Flealth,  Blackfoot 
Mrs.  A.  C.  Truxal,  Flealth  Manpower,  Paul 
Mrs.  Ben  E.  Katz,  Representative  to  Health  Careers  Council, 
Twin  Falls 

Mrs.  H.  E.  Bonebrake,  Historian,  Silverton 

Mrs.  Ralph  R.  Jones,  History  of  Medicine,  Boise 

Mrs.  George  E.  Brown,  ]r..  International  Health,  Twin  Falls 


Mrs.  A1  H.  Kuykendall,  Legislation,  Boise 
Mrs.  George  W.  Warner,  Liaison-IMA,  Twin  Falls 
Mrs.  Quentin  L.  Quickstad,  Members/iip,  Boise 
Mrs.  Ben  E.  Katz,  Nominating,  Twin  Falls 
Mrs.  E.  R.  W.  Fox,  Parliamentarian,  Coeur  d’Alene 
Mrs.  Frank  L.  Harms,  Program,  American  Falls 
Mrs.  Roy  O.  Shaub,  Editor  - I.M.A.  Wife,  Twin  Falls 
Mrs.  Glen  M.  Whitesel,  Convention,  Coeur  d’Alene 
Mrs.  William  R.  Tregoning,  Convention,  Boise 


The  Program  Committee  has  prepared  an  excellent 
scientific  session  for  the  80th  annual  meeting  of  the  Idaho 
Medical  Association. 

Outstanding  speakers  will  discuss  many  aspects  of  trauma 
and  emergency  medical  and  surgical  care.  A number  of 
excellent  scientific  films  have  been  selected  and  interesting 
demonstrations  planned. 

We  are  confident  that  this  will  be  a rewarding  meeting 
and  hope  that  you  will  be  with  us. 

See  you  at  Sun  Valley. 

ELMER  M.  WRIGHT,M.D. 

Twin  Falls 
Program  Chairman 
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RALEIGH  HILLS 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  ihe 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 


Raleigh  Hills  — Spokane 


Merle  C.  Lynch 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
Psychiatrist 


C.  J.  English 
Administrator 
W.  1403  7th  Street 
Spokane,  Washington  99204 
Telephone:  (509)  624-5331 


PHYSICIANS 

Albert  S.  Weiland,  M.D. 

James  Sauer,  M.D. 
Robert  Huddleston,  M.D. 
James  Cunningham,  M.D. 
Donald  Woedtie,  M.D. 
Psychiatrist 


PRE-REGISTRA  T/ON 

80TH  ANNUAL  MEETING 
IDAHO  MEDICAL  ASSOCIATION 

June  28  — July  1,  1972  Sun  Valley,  Idaho 


Name 

M.D. 

Street 

(Please  Print) 

Citv 

State 

Zip 

Please  send 

( ] Program  [ 

1 Rate,  Accommodation  Information 

(Signed) 

Send  to:  Idaho  Medical  Association,  407  West  Bannock,  Boise,  Idaho  83702 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


ielap  Tablets 


i)ach  tablet  contains: 

No.O 

No.  1 

No.  2 

’henobarbital 

8 mg. 

15  mg. 

30  mg. 

(Wirnmg;  May  b«  habit  forming) 

(fm 

lelladonna  Extract 

8 mg. 

8 mg. 

8mg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
ablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
irination  or  flushing  and  dryness  of  the  skin  may 
ccur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
nth  incipient  glaucoma  or  urinary  bladder  neck 
'bstruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning,  May  be  habd  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Mcd’  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warn  ng  Msy  be  habd  formi-'g) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


Oitr*  LCMHON 


AMA  Guide  continued  from  page  354 


SPECIFIC  AND  GENERAL  TASKS 
FOR  THE  PHYSICIAN 


7.  Defining  and  recording  work-related  deaths, 
injuries,  and  illnesses. 

2.  Giving  information  to  the  employer  about  medi- 
cal conditions  requiring  treatment,  or  which  involve 
loss  of  consciousness,  restriction  of  work  or  function, 
or  transfer  to  another  job. 

3.  Confirming  or  refuting  exposure  to  potentially 
toxic  or  harmful  agents. 

4.  Giving  pre-employment  exams  or  examining 
thereafter  those  exposed  to  occupational  hazards. 

Whenever  a physician  is  consulted  by  a worker  with 
an  occupational  injury  or  disease,  the  employer  should 
be  immediately  advised  of  the  situation.  If  the  em- 
ployer requests,  the  physician  should  try  to  assist  him 
in  contacting  appropriate  community  of  professional 
resources  for  consultation  on  hazards.  Such  resources 


may  include  medical,  toxicological,  industrial  hygiene, 
and  safety  engineering  societies;  local,  state,  or  federal 
health  or  labor  departments;  toxicological  laboratories; 
safety  councils;  or  regional  offices  of  NIOSH  or  OSHA. 

Industrial  nurses  are  at  a premium; safety  engineers 
and  industrial  hygienists  are  in  short  supply;  and  phy- 
sicians are  already  being  called  upon  to  provide  unusu- 
ally careful  records  of  the  apparently  causative  cir- 
cumstances of  work-related  injuries. 

The  specific  types  of  records  required  of  an  em- 
ployer are  described  in  OSHA’s  Recordkeeping  Re- 
quirements. This  pamphlet  lists  OSHA’s  regional 
offices.  Required  records  include  detailed  descriptions 
of  the  injury  or  illness,  often  requiring  the  physician’s 
interpretation  of  definitions  supplied  on  the  back  of 
OSHA  Form  100,  Log  of  Occupational  Injuries  and 

continued  on  page  369 


BASIC  REFERENCE  RESOURCES 

Basic  texts  from  a variety  of  public  and  private 
agencies  can  furnish  to  the  community  physician 
the  scientific  resources  he  needs  to  become  in- 
formed on  the  elements  of  preventive  programs 
that  have  been  tested  and  proved  in  large  companies, 
in  professional  associations,  government  agencies, 
and  voluntary  groups: 


Council  on  Occupational  Health,  American 
Medical  Association 
List  of  publications  and  9 "guides" 

American  Industrial  Hygiene  Association 

Hygienic  Guides  of  American  Industrial 
Hygiene  Association 

Industrial  Medical  Association 

Occupational  Health  Bookshelf,  1968 
Journal  of  Occupational  Medicine 
Publications  List 

National  Safety  Council 

Accident  Prevention  Manual  for  Industrial 
Operations,  6th  ed.  1969 
Fundamentals  of  Industrial  Hygiene,  Olishif- 
ski  and  McElroy,  1971 

Many  special  publications  for  certain  indus- 
tries 

American  Conference  of  Governmental  Indus- 
trial hygienists 

Documentation  of  Threshold  Limit  Values, 
revised  ed,  1971 

Threshold  Limit  Values  of  Airborne  Contam- 
inants, 1971 


U.S.  Department  of  HEW, Public  Health  Service, 
Institute  of  Occupational  Safety  and  Health 
Occupational  Diseases,  A Guide  to  their  Re- 
cognition, PHS,  publication  1097,  1964 

U.S.  Department  of  Labor,  Occupational  Safety 
and  Health  Administration 
Inspection  Survey  Guide,  a handbook  of 
guides  and  reference  to  Safety  and  Health 
Standards  for  Federal  Contracts  Programs, 
Bull.  326,  Government  Printing  Office, 
Washington 

Handy  Reference  Guide  to  the  Williams- 
Steiger Act  of  1970 

American  Public  Health  Association 

Local  Health  Official's  Guide  to  Occupational 
Health,  1968 

Tex  tbooks 

Guides  to  the  Evaluation  of  Permanent  Im- 
pairment 

Occupational  Diseases  and  Industrial  Medi- 
cine 

Industrial  Hygiene  and  Toxicology 
The  Physician  in  Industry 
Toxicology  of  Drugs  and  Chemicals 
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E-Mycin®250'"9- 
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||Q£UB 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


e 1972  THE  UPJOHN  COMPANY  JA72-2141-6 
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IS  THE 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 


THYROID  STATUS  IS 
SO  SMOOTH  FOR  TH 
SYNTHROID  PATIEN^ 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtlpose 


dw  Stnoodi 


B0ad 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of 
concern  because  of  this  factor)] 

(2)  since  SYNTHROID  contains^ 
T4,  the  potential  for  metabolic  " 


surges  traceable  to  more  poten'. 


iodides  (T3)  is  eliminated 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF 
PATIENT  DURING  1 
BEGINNING  OF  j 
THERAPY  WILL 


THE  PHYSICIAN  T 

) I 


ANY  UNTOWARD 
EFFECTS. 


K 

ih 

RC 


Side  effects,  when  they  do 
are  related  to  excessive  doj 
Caution  should  be  exercise 
administering  the  drug  to  p , 
with  cardiovascular  disease! 
the  accompanying  prescritj 
information  for  additionai|< 


write  Flint  Laboratories. 


i'uid ' 

•'prei 


II  ■ 

...to  tffyroid  replacemerit  tiierak 


ONE 

lAlAV 



TOLL 

WAY 

AHEAD 

J 

lENTS  CAN  BE 
CESSFULLY 
NTAINED  ON  A 
JG  CONTAINING 
'ROXINE  ALONE. 


Kine  (T4)  is,  as  you  know, 
ajor  circulating  hormone 
oed  by  the  thyroid  gland. 

Iso  produced,  in  smaller 
nts,  and  is  active  at  the 
ir  level.  For  years  it  has  been 
cing  hypothesis  among 
rinoiogists  that  T4  is 
rted  by  the  body  to  T3.  In 
lis  process,  called 
lination,”  was  demonstrated 
verman,  Ingbar,  and  Sterling*, 
s convert  to  T3,  though  the 
9 quantities  are  still  being 
j. 

conversion  has  been 
lly  demonstrated  during  the 
stration  of  T4  to  athyrotic 
;s.  Their  thyroid  status  is 
lized  on  SYNTHROID  alone, 
presence  of  T3  in  these 
s has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.;  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


ynthroid 

Hium  levottpKiii^ 

ACTS  ARE  ! 


.e  AND  HERE 
R OFFER. 

; thyroid  drugs  are  an 
' iment  over  animal  gland 
’®.  s.  Patients,  even  athyrotic 
" an  be  completely 
ned  on  SYNTHROID  (T4) 

^ 'hyroid  function  tests  are 
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adheres  to  SYNTHROID. 
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OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism,-  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection;  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 
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FUNT  LABORATORIES 

OlV'SiON  0^  TPfc.v£fJt./  laboratories.  INC 


FROM  A TO  Z 

HERE  AT 

SCHERER  is  the  house  that  has  it. ..here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 
85005.  Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926  .Telephone:  (916)  342-5612 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands.  California  • 95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  * 5248  Linda  Vista  Road 
92110‘Telephone;  (714)  291-8120 

SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 


COLORADO 
COLORADO  SPRINGS 
4920  No.  Park  Loop  • 


• (303)  598-3580 
80907 


DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  • 80211 
Telephone:  (303)  255-1491 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  • 07066 
Telephone;  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  St. 
97213 'Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd. 
77001  .Telephone:  (713)  526-2011 

SAN  ANTONIO  . 138  W.  Rhapsody 
78216. Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  . P.O.  Box  2396 
84110 . Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  . 1191  Andover  Park  PI. 
Tukwila,  Washington  . 98188 
Telephone:  (206)  242-4850 


NORTHWEST 

PORTLAND  . 5714  N.E. 

Hassalo  St. . 97213 

(503)  282-2295 

SEATTLE  . 1191  Andover  Park  PI. 
Tukwila,  Washington  . 98188 

(206)  242-4850 
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Illnesses.  Each  physician  should,  therefore,  obtain 
Recordkeeping  Requirements  and  familiarize  himself 
with  its  contents. 

Confidentiality  of  records:  the  AMA  House  of 

Delegates  approved  in  1960  Scope  Objectives  and 
Functions  of  Occupational  Health  Programs,  the 
following:  “Disclosure  of  information  from  employ- 
ee’s health  record  should  not  be  made  without  his  con- 
sent, except  as  required  by  law.”  This  statement  is 
supplemented  in  the  AMA  Council  on  Occupational 
Health’s  Guiding  Principles  of  Medical  Examinations 
in  Industry  by  the  following:  “The  employer  should 
be  notified  of  potentially  harmful  work  environment 
detected  through  examination,”  and,  “Governmental 


agencies,  such  as  courts,  workmen’s  compensation 
commissions,  or  health  authorities  should  be  supplied 
with  information  on  official  order  or  when  required 
by  law.” 

Physicians  need  orientation  in  this  field,  especially 
for  those  small  industries  which  have  no  previously 
developed  resources.  Large  industry  has  the  benefit  of 
three  to  four  decades  of  experience  in  organizing  med- 
ical and  safety  departments  well  adapted  to  prevention 
of  occupational  injuries  and  diseases.  These  cover  only 
about  25  percent  of  workers.  The  effectiveness  of 
large  companies’  programs  steadily  reduced  accident 
rates  and  lessening  of  absenteeism,  labor  turnover,  dis- 
ability and  occupational  disease. 


ORGANIZING  OCCUPATIONAL  SAFETY 
AND  HEALTH  PROGRAMS 


Physicians  can  develop,  with  the  cooperation  of 
management  and  labor  groups,  preventive  medical  and 
safety  programs  for  small  industry.  The  part-time 
industrial  physician,  supervising  one  or  more  inplant 
industrial  nurses,  should  improvise  surveys  of  potential 
plant  hazards  by  utilizing  available  community  re- 
sources, such  as  local  medical  directors,  industrial  hy- 
giene consultants,  safety  engineers,  and  toxicological 
laboratories,  where  the  company  is  not  large  enough 
to  afford  a fulltime  complement  of  such  personnel 
and  services.  State  or  county  health  departments  or 
departments  of  labor  and  industry  frequently  furnish 
such  services  on  request,  and  local  professional  associ- 


ations (in  medicine,  nursing,  and  industrial  hygiene) 
or  safety  councils  are  usually  helpful. 

Few  enterprises  in  medicine  provide  more  satisfac- 
tion to  the  physician  than  those  raising  the  health 
level  of  his  community  through  prevention.  Many 
new  opportunities  for  community-wide  control  of 
work  hazards  will  arise.  Voluntary  compliance  with 
health  and  safety  standards  is  preferable  to  enforce- 
ment measures.  Every  physician  who  treats  work 
injuries  and  diseases  is  to  that  extent  an  industrial 
physician  and  shares  the  chance  to  prevent  other 
similar  injuries.  This  opportunity  is  a challenge  to  the 
medical  profession. 


A.  E.  BRIM  & ASSOCIATES 

Professionals  in  the  Health  Care  Industry 

Announce  the  expansion  of  their  services  in  the  business  aspects  of  clinic  and  physicians'  prac- 
tices. Twenty  years  of  proven  experience  in  the  medical  field  gives  credence  to  the  unique 
services  and  approach  being  offered. 

• Clinic  planning,  design  and  construction 

• Account  receivable  management  - outside  or  inside  the  office 

• Office  procedure  review 

• Data  processing  applications 

• Professional  corporation  and  partnership  counseling 

Let  business  and  health-care  professionals  assist  in  the  efficient  and  economical  operation  of 
your  practice.  The  method  of  approach  will  be  tailored  to  your  individual  situation  and  can  vary 
from  consultation  only  to  direct  involvement  by  professional  health-care  administrators. 

Contact 

A.  E.  Brim,  M.H.A.,  B.S.  or  James  Williams,  M.B.A.,  B.S. 

President  Vice  President 

A.  E.  BRIM  & ASSOCIATES  6627  N.E.  82nd  AVENUE  PORTLAND,  OREGON  97220  (503)  256-2070 
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IF  MORE  MEN  CRIB 


! 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group. ^ 


Big  boys  don’t  cry.  If  more  men 
maybe  fewer  would  wind  up  with  duoc^ 
ulcers.  But  men  will  be  men— the  sum  toth 
their  genes  and  what  te 
are  taught.  Accordi '( 
another  clinician,  wl'n 
mother  admonishes  he «« 
who  has  hurt  himself 
big  boys  don’t  cry,  fei 
teaching  him  stoic  ni 
Crying  is  the  negati  i; 
everything  society  tl  a 
of  as  manly.  A boy  Sj.r 
defending  his  manhc  i 
an  earing 


Take  away  sies 
you  can  take  away  symp  m 
There  is  no  question  that  stress  pi  s 
role  in  the  etiology  of  duodenal  ulcer  3i 
prominent  physician  has  observed  that  lar 
a man  with  an  ulcer  loses  his  symptoir  ti 
day  he  shuts  up  the  office  and  starts  oui>ni 
vacation.  The  problem  is,  the  type  ofaaj 
likely  to  have  an  ulcer  is  the  type  least  vej 
to  take  long  vacations  or  take  it  easy  at  ’ jrij 

The  rest  cure  vs.  the  two-way  actii*! 
Librax®.  For  most  patients,  the  rest  cie| 
as  unrealistic  as  it  is  desirable.  Stil  tlj 
excessive  anxiety  must  be  dealt  with.Aii| 
here  is  where  the  dual  action  of  adjuitil 
Librax  can  help.  Librax  is  the  only  dru]:h| 


References:  1.  Silen,  W:  “Peptic  Ulcer,”  in  Wintrob 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medi'<. 7: 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  pi 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  lo| 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Chles| 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Scho  taey 
W.  W. : Psychophysiologic  Approach  in  Medical 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960'-  l| 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  P^  ^ |j 
Saunders  Company,  1951,  p.  384. 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.^ 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.^ 


)ines  the  anti- 
sty  action  of 
ium®  (chlorcliaz- 
ide  HCl)  with  the 
ndable  anti- 
'tory/  anti 
nodic 

n of  Quarzan®  (clidinium  Br) 


Protects  man  from  his  own  hungry  per- 
lity.  The  action  of  Librium  helps  reduce 
ssive  anxiety  and  thus  helps  protect  the 
srable  patient  from  this  type  of  overre- 
l>n  to  stress.  At  the  same  time,  the  action 
aarzan  helps  quiet  the  hyperactive  gut, 
'asinghypermotilityandhypersecretion. 

\n  inner  healing  environment  with  1 
'capsules,  3 or  4 times  daily.  Of  course, 
'i’s  more  to  the  treatment  of  duodenal 
!■  than  a prescription  for  Librax.  The  pa- 
i-with  your  guidance— will  have  to  ad- 
'to  a different  pattern  of  living  if  treat- 
F is  to  succeed.  During  this  adjustment 
I'd,  1 or  2 capsules  of  Librax  3 or  4 times 
can  help  establish  a desirable  environ- 
) for  healing. 

Jbrax:  It  can’t  change  man’s  nature, 
t.t  can  usually  make  it  easier  for  men  to 
I with  the  discomfort  of  stress— both  psy- 
< and  gastric— that  can  precipitate  and 
i^u’bate  the  symptoms  of  duodenal  ulcer. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
-|r  •'I  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J.  07110 


open  to  infection  ••• 

choose  the  topieds 
that  ^he  >wn*  patient 


IS  broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 


Special  Petrolatiim  Base 

Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  / 

i 

\anishini^  Cream  Base  / 
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units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  , 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  ; 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  ^ 
methylparaben  as  preservative. 

In  tubes  of  15  g.  \ 

NEOSPORIN  for  topical  infectioris  due  to  susceptible  organisms,  as  in'* 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi,  Approfiriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medicaf 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
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have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services  ; 
Dept.  PML. 


EDITORIAL 


History  of  a Berkeley  Graduate 


a news  conference  called  by  Angela  Davis  sup- 
porters  two  days  after  her  release  on  bail,  February 
23,  1972,  there  appeared  an  attorney  whose  strange 
activity  was  reported  in  the  pages  of  this  journal  seven- 
teen years  ago,  in  the  News  and  Views  column.* 

The  attorney  was  Mrs.  Doris  Brin  Walker  who  was 
elected  to  Phi  Beta  Kappa  at  the  University  of  Calif- 
ornia, Berkeley,  and  continued  a brilliant  record 
through  the  School  of  Jurisprudence,  passed  the 
Califqrnia  bar  examination,  joined  a legal  firm  (Glad- 
stein,  Grossman,  Margolis  and  Sawyer)  and  became  an 
enforcement  attorney  with  the  San  Francisco  Office 
of  Price  Administration. 

After  four  years  she  forsook  legal  practice  to  work 
at  manual  labor  in  a cannery  while  engaging  in  organi- 
zational activities  for  the  Communist-dominated  Food, 
Tobacco  and  Agricultural  Workers  of  America.  In 
October  1946  she  obtained  a job  in  the  label  depart- 
ment of  Cutter  Laboratories. 

In  his  1955  report.  Dr.  Leitch  quoted  extensively 
from  a report  of  the  Senate  Fact  Finding  Committee 
on  Un-American  Activities  to  the  California  Legisla- 
ture. The  following  paragraph  was  part  of  the  report: 

No  sooner  had  Mrs.  Walker  landed  the  job  in 
the  label  department  of  the  laboratories  at  $160 
a month,  than  she  plunged  into  union  activities. 

In  quick  succession  she  became  chairman  of  the 
plant  unit,  a member  of  the  CIO  State  Executive 
Board,  and  by  1949  was  president  of  the  union, 
which  had  units  in  several  other  plants  in  the 
East  Bay  area.  In  her  capacity  as  shop  foreman, 
executive  board  member  of  local  225,^  and 
especially  as  chief  shop  steward,  Mrs.  Walker 


had  access  to  all  parts  of  the  Cutter  plant.  By 
concealing  her  brilliant  academic  background, 
her  status  as  an  attorney,  her  experience  with 
OP  A and  her  affiliation  with  the  Gladstein  firm, 
this  woman  posed  as  a cannery  worker  and  rank 
and  file  union  member;  with  her  talents  it  was 
childishly  simple  for  her  to  rise  to  a position  of 
influence  and  prestige  in  this  offshoot  of  the 
Moscow-hatched  union  of  scientists  whose  coun- 
sel was  a Communist  official. 

Mrs.  Walker  was  discharged  by  Cutter,  October 
1949  for  lying  in  her  job  application  and  for  alleged 
Communist  activity.  She  appealed  her  discharge  to  an 
arbitration  board,  was  supported,  and  the  decision 
was  upheld  in  superior  court.  But  on  further  review 
in  a decision  handed  down  January  18,  1955,  the 
California  Supreme  Court  ruled  that  a firm  has  not 
only  the  right  but  also  the  duty  to  discharge  a Com- 
munist employee. 

In  his  1955  report  Dr.  Leitch  observed  that  1948 
was  the  year  in  which  Cutter  had  trouble  with  contam- 
ination in  glucose  solutions  and  he  also  wondered, 
“Is  there  any  relationship  between  Cutter’s  longstand- 
ing troubles  with  the  comrades  and  the  rough  going 
encountered  by  their  Salk  vaccine  preparation?” 

Since  Angela  Davis  is  an  avowed  Communist  and 
revolutionary,  and  Doris  Brin  Walker  apparently  is  one 
of  her  attorneys,  the  1955  report  becomes  an  interest- 
ing bit  of  history.  Perhaps  the  Cutter  problems  were 
not  so  strange  after  all.  They  may  have  been  planned 
quite  skillfully. 

H.  L.  H. 


* Leitch,  G.  B.,  News  and  views  — Are  you  sitting  down? 
Northwest  Med  54:1076  and  1080,  October  1955. 

f Bio-Lab  Union,  United  Office  and  Professional  Workers  of 
America,  first  known  as  the  Union  of  Technical  Men,  founded 
by  Marcel  Scherer,  an  industrial  chemist,  trained  in  Moscow 
at  the  Lenin  Institute  for  sabotage  and  espionage. 


IRS  Requisition  Form  No  Longer  Honored 

The  Bureau  of  Narcotics  and  Dangerous  Drugs  is 
no  longer  honoring  the  Internal  Revenue  Service  Form 
679.  The  BNDD  will  supply  order  forms  only  when 
requisitioned  on  BNDD  Form  222-D.  The  regulation 
became  final  1 May  1972. 
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Fig.  1.  Mammary  thoracic  fold  incision  has  been  made,  the  breast  dissected  off  the  pectoral  fascia  and  turned  inside  out. 


Adenomammectomy; 

Technique  and  Advantages 

CARL  0.  RICE,  M.D.,  Minneapolis,  Minnesota 


T 

-L  he  standard  approach  for  biop- 
sy of  a tumor  of  the  breast,  whether 
benign  or  malignant,  has  been  that 
of  using  a radial  incision  over  the 
site  of  the  lesion.  To  remove  a ma- 
lignant lesion  for  biopsy,  however, 
this  procedure  is  entirely  too  con- 
taminating to  warrant  its  continued 
use.  For  the  benign  lesion,  on  the 
other  hand,  it  is  inadequate  because, 
in  most  instances,  fibrocystic  dis- 
ease, the  most  common  benign 


Presented  at  meeting  of  the  Big 
Mountain  Medical  Association,  Whitefish, 
Montana,  January  21,  1972. 

Dr.  Rice  is  in  private  practice  in 
Minneapolis.  He  is  Editor  Emeritus  of 
Minnesota  Medicine. 


breast  lesion,  is  a diffuse  disease  of 
the  breast,  and  an  attempt  to  re- 
move the  clinically  palpable  lesion 
through  a radial  incision  leaves  the 
remaining  portion  of  the  breast  un- 
explored and  consequently  vulner- 
able to  a second,  third,  or  fourth 
operative  procedure.  Needle  biopsy 
for  a single  cyst  is  satisfactory  but 
it  does  not  solve  tbe  problem  of 
fibrocystic  disease. 

Years  ago  I became  interested  in 
this  problem  because  of  tbe  recur- 
rence of  these  fibrocystic  masses.  1 
therefore  tried  a procedure  using  a 
Warren  mammary-thoracic-fold  inci- 
sion; I dissected  the  breast  away 
from  the  underlying  pectoralis  major 


muscle  and  turned  it  inside  out  over 
my  hand  so  as  to  have  a view  of  the 
entire  posterior  surface  of  the  gland- 
bearing area  of  the  breast. 

From  this  initial  experience  it  be- 
came obvious  that  the  clinically  pal- 
pable fibrocyst  was  invariably  ac- 
companied by  smaller  cysts  varying 
from  2 millimeters  up  to  3 centi- 
meters in  diameter.  Initially  I took 
out  the  obvious  large  cysts,  leaving 
the  small  ones;  but  after  a few  such 
operations  and  subsequent  recur- 
rences, it  became  apparent  that  I 
must  devise  an  operation  to  remove 
essentially  all  of  the  breast-bearing 
tissue  without  doing  a simple  mast- 
ectomy or  distorting  the  contour  of 
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the  breast.  After  several  more  trials 
1 learned  to  eliminate  the  items  of 
technique  that  proved  undesirable. 

.My  associate  and  I coined  the 
term  “adenomammectomy,”*  mean- 
ing removal  of  the  breast  substance 
(the  milk-producing  portion  of  the 
breast),  leaving  the  breast  capsule, 
the  subcutaneous  fat  and  the  nipple. 

TECHNIQUE 

the  incision 

The  incision  is  made  with  a scal- 
pel in  the  mammary-thoracic-fold 
and  extends  widely  from  the  margin 
of  the  sternum  to  the  anterior  axil- 
lary line  laterally  through  the  skin 
and  subcutaneous  tissue  down  to 
the  fascia. 

anatomical  dissection 

The  under-surface  of  the  breast 
is  then  dissected  upward  in  the  are- 
olar plane  overlying  the  fascia  of  the 
pectoral  muscle.  Figures  1,4.  This 
portion  of  the  dissection  is  done 
with  an  endotherm  knife  so  as  to 
minimize  bleeding.  .Annoying  bleed- 
ing may  occur  laterally  from  a small 
branch  of  the  lateral  thoracic  or 
thoraco-dorsal  vessel  as  it  passes 
over  the  fourth  serratus  muscle  to 
enter  the  breast  substance.  Bleeding 
points  are  accurately  clamped  as 
they  are  encountered,  and  coagula- 
ted with  the  endotherm  knife.  Ties 
are  entirely  too  tedious  for  this  pro- 
cedure. 

As  the  dissection  continues  up- 
ward, the  breast  is  turned  inside-out 
over  the  left  hand  and,  when  the 
uppermost  portion  of  the  breast  sub- 
stance is  encountered,  a row  of  for- 
ceps is  applied  to  this  portion  of  the 
breast  substance  to  act  as  a guide  as 
well  as  for  traction  w'hen  cutting  the 
breast  from  and  parallel  to  the  plane 
of  the  subcutaneous  adipose  tissue. 


“ Adenomammectomy,  Surg  Gynecol 
Obstet  93:750,  1951. 

Adenomammectomy,  first  time  in 
norland’s  Medical  Dictionary,  23rd  Edi- 
tion. 1957;  Stedman’s  Medical  Diction- 
ary, 22nd  Edition,  1966. 

' ' Deep  portion  of  superficial  layer  of 
fascia. 


preserving  the  capsule 

The  breast  is  held  in  the  inside- 
out  position  as  the  cutting  is  con- 
tinued from  above  downward  with 
a sharp  scalpel.  Figure  2.  The  cau- 
tery knife  is  not  used  at  this  point 
because  it  may  inadvertently  go  too 
deep  and  burn  the  skin  from  the 
underside,  thus  leaving  an  undesir- 
able burn  scar. 

It  is  important  to  retain  a milli- 
meter of  two  of  the  breast  capsule** 
along  w'ith  the  subcutaneous  fat  lest 
an  unsightly  contour  result.  The 
capsule  may,  if  it  is  uninvolved  with 
small  cysts,  be  allowed  a uniform 
thickness  of  from  1 to  6 millimeters. 
In  order  to  prevent  recurrence,  all 
of  the  small  and  large  cysts  must  be 
included  within  the  removed  breast 


substance.  To  determine  the  depth 
of  the  retained  capsule,  a nick  may 
be  made  through  it  from  time  to 
time  as  the  operation  progresses  so 
as  to  identify  the  underlying  subcu- 
taneous fat  lobules;  this  fat  has  a 
distinctly  larger  lobulation  than  the 
fat  within  the  breast  substance. 

identifying  remaining  breast  tissue 

After  the  breast  gland  has  been  re- 
moved, the  palpating,  moist,  gloved 
hand  can  often  identify  a shelf-like 
ridge  in  the  upper  portion  where  the 
breast  substance  has  been  cut  across, 
or  larger  areas  of  breast  substance 
here  and  there,  which  may  require 
additional  trimming.  Figure  3. 

It  is  important  that  the  shelf-like 
ridge  be  beveled  off  with  a shaving 


Fig.  2.  The  dissection  of  the  breast  from  the  skin  is  being 
carried  out.  The  insert  shows  a small  portion  of  breast  tissue 
has  been  cut  across,  in  the  upper  area.  (See  Fig.  3 for  addi- 
tional trimming;  also  see  paragraphs  on  “Identifying  the 
Remaining  Breast  Tissue.’’) 


smooth  contour. 
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stroke  of  the  scalpel  or  with  a curved 
shears  lest,  after  healing  has  occur- 
red, the  patient  reeognize  this  ridge- 
like cleft  and  maintain  that  her  tu- 
mor either  has  not  been  removed  or 
has  recurred.  In  order  to  obtain 
a good  contour,  I emphasize  the 
importance  of  eliminating  these  ir- 
regularities. 

bleeding 

Except  for  the  severed  stumps  of 
the  axillary  vein  and  artery,  bleeding 
is  controlled  by  pinpoint  coagula- 
tion of  the  bleeding  part.  The  raw 
pectoral  fascia  as  well  as  the  under- 
surface of  the  raw  breast  capsule 
must  be  dry.  If  this  is  not  adequa- 
tely achieved,  the  minor  but  slow 
oozing  may  aceumulate  in  sufficient 
amounts  to  float  the  breast  flap  off 
the  pectoral  muscle;  or  a hematoma 


may  develop  and  require  subsequent 
evacuation. 

continuous  suction 

After  the  field  of  operation  is 
dry  in  all  areas,  two  Shirley  suction 
tubes,'!'  which  are  constructed  with 
an  incorporated  air  vent,  are  placed 
under  the  breast  flap,  positioned 
there  through  a small,  air-tight  stab 
wound  and  anchored  with  a stitch; 
then  they  are  attached  to  a Y-tube 
and  connected  to  an  Emerson  con- 
tinuous suction  apparatus,  with  the 
guage  set  high  at  -40  cm  H^O.  It  is 
important  to  keep  the  raw  area  eom- 
pletely  dry  in  order  to  promote  pri- 
mary healing.  If  fluid  exudate  or  a 
small  amount  of  blood  accumulates, 
the  postoperative  convalescence  may 
be  associated  with  sequelae:  discom- 
fort, exudate,  hematoma,  delayed 
healing. 


closure  and  incision 

No  subcutaneous  sutures  are 
used; no  sutures  are  used  to  hold  the 
breast  to  the  chest  wall;  no  sutures 
are  used  to  close  small  defects  in 
the  breast  capsule  that  may  have 
been  inadvertently  created;  no  re- 
fashioning of  the  contour,  or  tuck- 
ing-up,  or  repositioning  of  the  nipple 
should  be  carried  out.  All  such  de- 
signing has  proven  unsuccessful  and 
unsatisfactory. 

The  skin  edges  may  be  sutured, 
using  one’s  favorite  method  of  clo- 
sure: clips,  lock-stitch  or  interrupted 
stitches. 

dressing 

A narrow  piece  of  Telfa  is  placed 
over  the  line  of  the  incision,  allow- 
ing better  visualization  of  the  breast 
should  swelling  from  hematoma  de- 
velop. No  pressure  dressing  should 
be  used;  no  straps  should  be  placed 
across  the  breast  contour  as  this 
may  induce  a cleft  in  the  breast  as  it 
heals. 

ENCOUNTERING 
OTHER  PROBLEMS 

carcinoma 

1 recall  only  one  instance  where 
I have  unexpectedly  encountered  a 
carcinoma  when  I was  doing  an 
adenomammectomy.  Should  that 
event  occur,  an  elliptical  incision, 
removing  the  breast,  similar  to  a sim- 
ple mastectomy,  can  be  performed 
immediately.  A curved  vertical  ex- 
tension of  the  incision  toward  the 
shoulder  is  then  made  from  the  up- 
per arm  of  the  elliptical  incision. 
The  skin  flaps  thereby  produced  are 
dissected  back  so  as  to  expose  the 
pectoral  muscles.  At  this  point  the 
standard  radical  mastectomy  can  be 
carried  out  from  above  downward, 
en  bloc. 

In  those  instances  where  I antici- 
pate the  lesion  to  be  malignant,  I do 
a preliminary  wide  excisional  biop- 
sy, resuture  the  ellipse  caused  by  the 
wide  excision,  and  then  perform 


f Shirley  Tube:  Anpro-H.  W.  Andersen 
Products,  Inc.,  45  E.  Main  Street,  Oyster 
Bay,  New  York  11771. 


Fig.  4.  This  shows  the  line  of  dissec- 
tion, the  black  heavy  line  representing 
the  remaining  fascia  on  the  chest  wall 
and  the  capsule  of  the  breast  on  the 
under-surface  of  the  skin. 
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Fig.  5.  Removing  redundant  skin  from  chest  wall  for  re- 
duction mammoplasty.  Adenomammectomy  has  been  previ- 
ously carried  out  as  in  Figures  1,  2,  3,  and  4. 


The  procedure  otherwise  is  essen- 
tially the  same  as  for  adenomam- 
mectomy, except  for  the  reposition- 
ing of  the  breast  flap  as  indicated  in 
Figures  5 and  6. 

ADVANTAGES 

After  the  initial  period  of  learning 
how  to  do  this  procedure,  my  last 
count  indicated  more  than  500  ade- 
nomammectomy procedures,  with 
no  more  than  two  or  three  instances 
where  a second  operation  was  indi- 
cated. In  each  of  these  cases  it  was 
obvious  that  1 had  left  too  much 
breast  tissue  which  developed  sub- 
sequent cysts. 

subsequent  malignancy 


Fat 

Lactiferous 

Gland 

Breast 
Capsule 
Tissue 
Removed 


Lower 
^Margin 
Transplanted 


Fig.  6.  "A”  shows  area  of  breast  substance  removed, 

"c-d”  shows  area  where  skin  was  removed  from  chest  wall,  as 
illustrated  in  Fig.  5,  and  replacement  of  redundant  under- 
surface of  breast,  “a-b,”  onto  the  chest  wall,  closing,  “c-d”  as 
illustrated  in  “B”  and  in  Fig.  5.  This  accomplishes  the  reduc- 
tion mammoplasty  as  shown  in  “B.”  Placing  the  patient  in 
the  Trendelenburg  position  for  4 days  allows  the  reduced 
breast  to  heal  in  a high  position. 


the  radical  mastectomy  in  my  usual 
manner. 

In  doing  a radical  mastectomy  I 
have  found  that  a transverse  ellip- 
tical incision  around  the  breast  is 
infinitely  more  satisfactory  than  a 
vertical  ellipse.  The  transverse  el- 
lipse allows  for  reapproximation  of 
the  skin  edges,  whereas  a vertical 
ellipse  too  often  leaves  the  need  for 
a skin  graft.  Carcinoma  of  the 


breast  is  not  the  problem  in  this 
presentation. 

reduction  mammoplasty 

A somewhat  similar  procedure 
has  been  devised  for  reduction  mam- 
moplasty; one  that  has  proven  to 
be  very  satisfactory  and  has  elimin- 
ated the  need  for  nipple  reposition- 
ing and  other  plastic  techniques. 


Since  the  major  portion  of  the 
breast-bearing  tissue  has  been  re- 
moved, the  possibility  of  subsequent 
carcinoma  in  the  breast  has  been 
diminished.  1 am  not  aware  of  any 
carcinoma  occurring  in  a breast  after 
1 have  done  an  adenomammectomy. 
1 am,  on  the  other  hand,  aware  of 
many  instances  of  carcinoma  in  pa- 
tients who  have  had  previous  bi- 
opsy of  their  “fibrocystic  disease” 
through  radial  incisions. 

contralateral  fibrocystic  disease 

In  numerous  instances  in  which 
1 have  done  an  adenomammectomy 
on  one  side,  1 have  observed  that 
fibrocystic  disease  has  occurred  on 
the  other  side.  In  these  cases  1 
recommend  operation. 

In  those  instances  where  1 observe 
simultaneous  bilateral  masses  char- 
acteristic of  fibrocystic  disease,  I 
recommend  bilateral  adenomammec- 
tomy. In  order  to  diminish  the  pos- 
sibility of  subsequent  carcinoma, 
perhaps  it  would  always  be  advis- 
able to  recommend  bilateral  adeno- 
mammectomy when  one  side  obvi- 
ously has  fibrocystic  disease:  a prac- 
tice analogous  to  the  gynecologists’ 
recommending  a total  hysterectomy 
in  order  to  eliminate  the  possibility 
of  carcinoma  in  the  remaining  cer- 
vix. Unfortunately,  the  incidence 
of  carcinoma  of  the  breast  is  much 
greater  than  that  of  carcinoma  of 
the  cervix. 
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contour 


CASE  REPORT 


Fig.  7.  November  2,  1971 


Fig.  8.  February  2,  1972 


In  the  non-lactating  woman  the 
major  volume  of  breast  substance 
constitutes  skin  and  subcutaneous 
fat;  therefore  the  removal  of  95  per- 
cent of  the  glandular  portion  of  the 
breast  does  not  extensively  change 
the  breast,  though  it  is  somewhat 
reduced  in  size,  Figures  7,  8. 


CONCLUSION 

I can  state  unqualifiedly  that  ad- 
enomammectomy  has  been  a totally 
satisfactory  operation.  For  all  fibro- 
cystic disease  it  provides  both  di- 
agnosis and  definitive  surgery  and 
elimination  of  recurrence  of  the 
disease. 

It  also  diminishes  the  possibility 
of  carcinoma  developing  in  the 
breast  after  the  removal  of  the 
glandular  portion. 

825  South  8th  Street 
(55404) 


A housewife,  age  32,  had  been  aware  of  lumpy,  painful 
breasts  for  several  years.  Physical  examination  revealed  sever- 
al masses  in  both  breasts  with  the  lumpy  characteristic  of 
fibrocystic  disease.  Mammograms  gave  the  characteristic 
picture  of  fibrocystic  disease. 

The  patient  was  operated  upon.  Bilateral  adenomammec- 
tomy  was  done  December  1,  1971.  Thirty-five  grams  of  breast 
substance  were  removed  from  each  side. 

Pathologic  diagnosis:  Multiple  fibrocystic  disease.  No 

evidence  of  malignancy. 
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Fluorine- 18  Bone  Scanning  for 

Metastasis  Detection  of  Bone 


FREDERIC  H.  GERBER,  M.D.,  GERVAS  HINN,  B.S., 
DAVID  ALLEN,  Ph.D.  and  WIL  B.  NELP,  M.D., 
Seattle,  Washington 


Where  fluorine-18  is  available,  it  should  be  used  for  bone  scanning  in  preference  to  con- 
ducting skeletal  surveys  by  x-ray.  Radiation  dosage  is  reduced  and  accuracy  in  detecting 
metastatic  lesions  is  increased.  Preoperative  scans  can  aid  in  avoiding  surgery  for  malig- 
nancy when  unsuspected  hone  lesions  are  discovered.  Due  to  low  radiation  dosage,  serial 
scans  are  feasible.  Fluorine-18  has  a half-life  of  110  minutes,  restricting  its  use  to  com- 
munities in  which  cyclotrons  are  available. 


During  the  past  10  years,  ample 
experience  has  been  accumulated  to 
indicate  that  radioactive  bone  scan- 
ning is  the  most  sensitive  technique 
for  detection  of  bone  metastases 
since  positive  scans  are  often  seen 
prior  to  the  appearance  of  bone  pain 
or  x-ray  abnormalities.*”'’  Fluorine- 
18  is  probably  the  agent  of  choice 
for  bone  scanning  since  it  is  as  sensi- 
tive as  the  other  agents,  and  can  be 
administered  in  high  concentrations 
at  low  radiation  dose  with  more 
agent  localizing  in  bone. With  *®F 
a complete  skeletal  survey  can  be 
accomplished  in  approximately  45 
minutes. 

time  factors 

A practical  limitation  to  using 
the  bone  scan  as  a routine  screening 
technique  has  been  the  relative  time 
required.  Strontium-85  bone  scan- 
ning is  currently  the  most  used  tech- 
nique. Strontium-85,  however,  must 
be  given  in  low  doses  — 100-150 
microcuries  (/jCi).  Three  to  four 
hours  is  required  for  a complete 
skeletal  survey  and  the  scan  is  usu- 
ally done  successfully  two  or  three 
days  after  strontium  administration 
to  permit  excretion  of  interfering 
*^Sr  activity  eliminated  into  the 
bowel.  More  recently  strontium- 
87m  has  become  available.  Its  short 
half-life  (2.83  hours)  permits  using 
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higher  doses  — 1-2  millicuries  (mCi) 
— and  scanning  can  be  done  one  to 
two  hours  following  injection.  The 
cost,  however,  may  be  greater  since 
the  material  is  supplied  from  an 
yttrium-87  generator  which  must  be 
purchased  on  a weekly  basis. 

Production  of  fluorine-18  re- 
quires a nuclear  reactor  or  cyclotron 
and  because  of  the  short  (110- 
minute)  half-life  of  **F  it  cannot  be 
dispensed  to  areas  more  than  a few 
hours  away.  Consequently  *®F  is 
available  to  a limited  number  of 
communities  in  the  United  States. 

Since  September  1971  a program 
for  the  production  of  **F  for  bone 
scanning  has  been  instituted  at  the 
University  of  Washington  by  the  Div- 
ision of  Nuclear  Medicine  with  the 
collaboration  of  the  Nuclear  Physics 
Laboratory  and  with  the  assistance 
of  the  Washington  State  Division  of 
the  American  Cancer  Society.  It  is 
the  aim  of  this  endeavor  to  make 
*®F  available  to  Seattle  community 
nuclear  medicine  laboratories  for 
routine  bone  scanning  surveys. 

The  purpose  of  this  report  is  to 
present  the  techniques  of  produc- 
tion of  fluorine-18  and  the  results 
of  its  use  in  the  first  27  patients 
selected  for  bone  survey  for  meta- 
static disease. 

production  of  *®A 

Fluorine- 18  is  produced  by  bom- 
barding sterile  water  with  42  million 


electron  volt  (mev)  alpha  particles 
in  the  University  of  Washington  cy- 
clotron. When  the  alpha  particle 
interacts  with  an  oxygen-16  nucleus, 
part  of  it  remains  within  the  nucleus 
converting  it  to  fluorine-18.*  The 
resultant  *®F  is  radioactive,  has  a 
110-minute  half-life  and  decays  to 
*®0  (a  stable  isotope  of  oxygen) 
by  positron  emission.  The  positron 
immediately  produces  two  annihila- 
tion gamma  rays  of  510  kiloelectron 
volts  (kev)  which  are  detectable  by 
conventional  imaging  equipment. 

For  bombardment,  15  ml  of  ster- 
ile water  is  placed  in  a specially  built 
titanium  vessel.  After  one  hour  ap- 
proximately 100  mCi  of  *®F,  prob- 
ably as  *®”F,  can  be  produced.  The 
activated  water  is  withdrawn  from 
the  vessel,  sterilized  by  millipore  fil- 
tration, calibrated  for  radioactive 
content  (mCi/ml)  and  dispensed  for 
use  by  the  central  radiopharmacy  of 
the  University  Hospital.  Details  of 
the  method  of  production  are  pub- 
lished elsewhere.* 

patient  studies 

A study  was  made  of  27  patients 
with  known  malignancies.  Table  1. 
Twenty-three  had  known  or  suspect- 
ed bone  metastases  on  the  basis  of 
localized  bone  pain  or  abnormal 
x-rays.  Four  were  women  with 
recently  diagnosed  carcinoma  of  the 
breast  having  no  known  or  suspected 
metastases. 
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TABLE  1 


DETECTION  OF  BONE  LESIONS  IN  PATIENTS  WITH  MALIGNANCY 


Diagnosis 


Patients  Patients  Patients  No.  of  No.  of 

No.  of  with  with  with  Metastatic  Benign 

Patients  Bone  Pain  Pos.  Scan  Pos. Bone  X-ray  Bone  Lesions^  Bone  Lesions^ 


Carcinoma 

Breast  - New^  4 

Breast  - Recurrent"*  10 

Lung  - Recurrent  5 

Colon  & Anus  - 

Recurrent  4 

Bladder  - Recurrent  1 

Hypopharynx  - 

Recurrent  1 

Histocytic  Lymphoma  1 

Sarcoma  - Thigh  _J_ 

Total  27 


0 1 

10  8 

5 3 

3 4 

1 1 


1 1 
1 0 
_0  _0 

21  18 


0 1 

6 19 

2 5 


1 9 

0 2 


0 

0 

0 

9 


2 

0 

_0 

38 


0 

4 

0 

0 

0 

0 

0 

4 


1.  Lesions  producing  a positive  bone  scan  and  an  x-ray  that  was  either  negative  or  indicative  of  metastatic  bone  disease. 

2.  Lesions  producing  a positive  bone  scan  and  an  x-ray  indicative  of  benign  bone  disease. 

3.  Patients  with  recent  radical  mastectomies  and  positive  axillary  nodes  but  no  evidence  of  distant  metastases. 

4.  Patients  with  known  or  suspected  recurrent  tumor  with  skeletal  symptoms. 


imaging  technique 

Each  patient  was  given  3 to  4 mCi 
solution  intravenously.  The  pa- 
tients were  instructed  to  drink  750- 
1000  ml  of  water  in  the  two  hour 
interval  before  scanning  and  to  void 
immediately  before  the  start  of  the 
procedure.  Since  about  20  percent 
of  the  F is  excreted  in  the  urine 
in  the  first  two  hours  after  injection 
this  minimizes  the  interference  of 
bladder  activity  with  images  of  the 
surrounding  pelvis.^ 

Images  were  made  with  both  a 
gamma  scintillation  camera  and  a 
rectilinear  scanner  with  equal  sensi- 
tivity of  lesion  detectability. 

With  the  gamma  camera  and  a 
diverging  collimator  seven  to  nine 
images  were  made  of  the  axial  skele- 
ton, proximal  humeri  and  femurs. 
Images  were  made  in  three  minutes 
with  50  to  150  thousand  counts  per 
image  depending  on  the  area  studied. 
Total  time  for  the  study  was  45 
minutes  to  one  hour. 

Rectilinear  scans  were  made  with 
a five-inch  crystal  and  focusing  col- 
limator. Count  rates  of  40,000  to 
100,000  cpm  are  obtained  to  permit 


scanning  speeds  of  200  or  more  cm 
per  minute.  Forty  to  fifty  minutes 
were  required  to  make  two  14x17 
scans. 

radiation  dose 

Radiation  dose  to  the  patient  is  a 
major  factor  in  determining  the  use- 
fulness of  a radionuclide.  The  whole 
body  is  estimated  to  receive  40  mil- 
lirads  and  the  skeleton  120  millirads 
per  millicurie  of  injected.^  This 
is  less  than  .05  the  dose  imparted  by 
an  equivalent  amount  of  Strontium- 
85  and  twice  the  dose  received  from 
an  equivalent  amount  of  Strontium- 
87m. ^ This  radiation  dose  is  suffi- 
ciently low  to  allow  administration 
of  *®F  in  millicurie  amounts,  serial 
scanning,  and  scanning  of  patients 
without  malignancies.  The  120  mil- 
lirad  dose  to  the  gonads  received 
from  a 4 mCi  dose  of  **F  is  less 
than  that  received  from  a standard 
radiographic  skeletal  survey.’ 

RESULTS 

In  the  analysis  of  results  a pre- 
sumptive diagnosis  of  bone  metast- 
asis was  made  if  the  bone  scan  was 


abnormal  and  the  x-ray  was  either 
negative  or  indicative  of  metastatic 
bone  disease.  The  probability  of 
metastases  being  present  was  quite 
high  under  these  conditions  because 
of  the  selection  of  patients  for  these 
initial  studies  — patients  with  well- 
documented  cancer  of  a type  with 
a reasonably  high  probability  of 
metastases  to  bone,  and  many  pa- 
tients with  clinically  advanced  dis- 
ease. If  there  was  considerable  clin- 
ical doubt,  bone  biopsy  was  sug- 
gested to  confirm  the  presence  of 
metastases.  This  was  done  in  only 
one  instance  in  this  series  when  the 
fluorine  bone  scan  was  positive  and 
the  x-ray  was  negative.  The  histol- 
ogy confirmed  a metastatic  lesion. 

patient  surveys 

All  27  patients  had  x-rays  of  the 
affected  portion  of  the  skeleton.  In 
two  instances  the  films,  from  other 
hospitals,  were  not  available  for  re- 
view, but  were  reported  as  negative. 
Eight  of  these  patients  had  bone  x- 
rays  that  were  abnormal  at  one  or 
more  sites  suggesting  metastatic  car- 
cinoma. Seventeen  of  the  27  pa- 
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tientshad  fIuorine-18  bone  scan  sur- 
veys that  were  positive  in  one  or 
more  sites,  and  were  presumed  to 
represent  metastases.  The  10  pa- 
tients with  bone  scans  negative  for 
metastases  also  had  negative  x-rays. 
Thus,  the  fluorine- 18  bone  surveys 
showed  a 63  percent  positive  yield 
while  the  x-rays  (of  the  same  areas) 
were  positive  in  only  30  percent  of 
the  patients.  Figure  1. 

lesion  identification 

By  combined  x-ray  and  scan,  42 
separate  lesions  were  demonstrated 
in  the  27  patients.  Four  of  the  le- 
sions (degenerative  arthritis  of  the 
lumbosacral  spine  and  hips)  were 
demonstrated  by  both  methods  and 
were  diagnosed  as  benign  lesions 
on  the  basis  of  their  radiographic 
appearance. 

The  remaining  38  lesions  (17  pa- 
tients) were  considered  as  probable 
metastases.  Figure  2.  Thirty-seven 
(97  percent)  of  these  showed  posi- 
tive *®F  concentrations  while  the 
radiograph  was  abnormal  in  only 
ten  (26  percent).  The  38th  lesion 
was  abnormal  by  x-ray  but  did  not 
produce  a positive  concentration 


on  scan.  This  was  a mandibular 
metastasis  from  cancer  of  the  breast 
proven  by  biopsy,  and  treated  with 
radiation  therapy  two  years  previ- 
ously. The  lack  of  '*F  concentra- 
tion in  this  lesion  suggests  the  dis- 
ease was  quiescent.  The  x-rays  had 
shown  no  change  for  many  months. 

analysis  of  painful  areas 

Localized  bone  pain  is  a common 
complaint  from  patients  with  meta- 
static tumor.  Twenty-one  of  the  pa- 
tients with  suspected  recurrent  tu- 
mor had  localized  pain,  presumably 
in  bone,  at  one  or  more  sites  (31 
sites  total)  Figure  3.  The  **F  bone 
scan  was  positive  at  19  of  these  sites 
(61  percent)  while  x-ray  changes 
could  be  detected  at  only  12  (38 
percent).  Eleven  (35  percent)  were 
negative  on  both  x-ray  and  scan. 
Again,  only  one  painful  lesion  (the 
same  treated  mandibular  lesion  pre- 
viously described)  was  clearly  evi- 
dent on  x-ray,  but  did  not  produce 
a positive  scan.  We  feel  that  absence 
of  a positive  bone  scan  is  strong  evi- 
dence that  metastatic  bone  disease 
is  not  present,  although  occasional 
exceptions  will  occur. 


lesions  without  pain 

Painless  metastatic  bone  lesions 
may  also  occur.  The  *®F  bone  scan 
detected  15  presumed  metastatic 
lesions  at  non-painful  sites.  Only 
two  of  these  were  evident  on  radio- 
graph. 

DISCUSSION 

Fluorine  ion  is  thought  to  deposit 
in  bone  crystal  by  exchange  with  the 
hydroxyl  ion  of  bone  hydroxyapa- 
tite.*’^ The  relative  amount  of  flu- 
orine fixation  is  dependent  on  the 
rate  of  local  bone  metabolism  and 
active  crystal  surface.*’*  Thus  an 
area  of  active  metastases  where  bone 
metabolism  is  accelerated  (i.e.,  de- 
struction and  attempted  repair)  will 
show  an  increase  in  fluorine  concen- 
tration over  adjacent  “normal”  or 
quiescent  bone.  This  phenomenon 
is  usually  seen  unless  the  destructive 
process  is  so  rapid  that  the  osteo- 
blasts are  displaced  before  repair 
can  begin. 

While  the  positive  scan  can  reflect 
early  metabolic  changes  in  metas- 
tases, the  radiograph  of  the  same 
area  may  not  show  a detectable  ab- 


Comparative  Bone  Surveys 
'®F  Bone  Scon  and  X-ray-27  Patients 


SCAN 


Positive 
17  patients 


Negative 
10  patients 


X-RAY 


Positive 
8 patients 


Negative 
19  patients 


Fig.  1.  Comparison  of  scan  and  x-ray  diagnosis  of  bone 
metastases  in  27  patients  (see  Table  1 for  details). 


Comparative  Detection  of  38  Metastatic 
Bone  Lesions-'®F  Bone  Scan  and  X-ray 


X-RAY 


Negative 
71  7o 


Positive 

29% 


Fig.  2.  Of  tbe  38  presumptive  metastatic  lesions  seen  in 
17  patients,  the  scan  failed  to  detect  only  one  lesion  (see  text) 
while  only  11  lesions  were  seen  by  x-ray. 


382 

Northwest  Medicine,  May  1972 


normality  until  significant  bone  min- 
eral has  been  lost  (20-50  percent)  or 
is  increased  as  in  the  osteoblastic 
metastatic  lesion.^ 

Since  accelerated  bone  formation 
is  common  to  many  types  of  bone 
disease,  healing  fractures,  some  be- 
nign bone  tumors,  primary  bone  tu- 
mors, active  epiphyses,  and  condi- 
tions such  as  Paget’s  disease  and 
active  osteoarthritis  may  also  pro- 
duce a positive  bone  scan.^’^  A pre- 
sumptive diagnosis  of  metastatic 
bone  lesions  is  made  in  those  pa- 
tients where  the  x-ray  is  negative 
and  scan  positive.  If  considerable 
doubt  exists,  a bone  biopsy  is 
indicated. 

Early  screening  for  bone  metas- 
tases  is  a major  goal  of  the  introduc- 
tion of  into  the  Seattle  area. 
Early  screening  in  patients  suspected 
of  breast  or  prostate  cancer  might 
significantly  alter  treatment  plan- 
ning.For  example,  Sklaroff  and 
Charkes  report  a 16  percent  inci- 
dence of  metastases  by  scanning 
and  subsequent  biopsy  in  asympto- 
matic women,  having  negative  x- 
rays,  immediately  following  radical 


mastectomy.*  Thus,  by  the  current- 
ly accepted  methods  of  treatment 
of  breast  cancer,  radical  surgery 
would  not  have  been  indicated.  Sim- 
ilar benefits  from  the  preoperative 
or  pre-radiation  therapy  scanning  of 
other  types  of  cancer  should  be 
obtainable. 

The  *®F  also  has  use  in  evalu- 
ating non-malignant  disease,  such  as 
early  detection  of  osteomyelitis  in 
children  with  negative  x-rays.^  Here 
the  relatively  low  radiation  dose 


and  the  speed  of  examination  are 
important. 

SUMMARY 

Initial  results  support  the  evi- 
dence that  *®F  is  a highly  sensitive 
method  for  detection  of  bone  metas- 
tases. The  number  of  presumptive 
metastases  detected  by  scan  was 
more  than  double  those  seen  by 
x-ray,  in  patients  in  fairly  advanced 
stages  of  their  disease. 


Comparison  of  '®F  Bone  Scan 
and  Bone  X-ray  at  31  Painful  Sites 


X-RAY 


Positive 

38% 


Negative 
6 2% 


Fig.  3.  At  31  sites  of  skeletal  pain  the  scan  detected  60 
percent  more  areas  of  abnormal  bone  than  the  x-ray.  The  scan 
also  detected  nearly  8 times  as  many  non-painful  lesions  as  the 
x-ray  (see  text). 


Fig.  4.  Rectilinear  scan  of  thoracic 
and  lumbar  spine  and  pelvis  showing  ab- 
normal concentration  of  **F  in  diree 
thoracic  vertebrae,  a rib,  the  left  ischium, 
and  the  right  sacral  wing.  Only  the  upper- 
most lesion  in  the  thoracic  spine  was 
symptomatic  and  visible  on  x-ray. 
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Fig.  5.  a.  Composite  of  8 gamma  camera  photoscintigrams  of  a normal  *^F 
bone  scan.  b.  Abnormal  photoscintigram  of  skull  showing  lesion  in  occiput, 
c.  Abnormal  photoscintigram  of  lumbo-sacral  spine  with  lesion  in  L-3. 


The  scan  was  the  only  modality 
to  detect  71  percent  of  all  of  the  38 
presumed  metastatic  lesions  and  77 
percent  of  the  15  that  were  non- 
painful. These  results  correlate  well 
with  those  of  Galasko'*  and  Harmer.® 
The  bone  scan  is  easy  to  per- 
form, and  produces  reliable,  repro- 
ducible information  in  a relatively 
short  time.  Because  of  the  low  radi- 
ation dose,  serial  scans,  when  indi- 
cated, may  be  safely  performed,  and 
'®F  can  be  used  in  children  and 
adults  without  proven  malignancies. 
Since  metastatic  bone  lesions  are 
more  likely  to  be  detected  early  by 
scanning  than  by  x-ray,  we  believe 
that,  where  available,  the  '®F  bone 
scan  could  replace  the  radiographic 
bone  survey  as  the  primary  study 
for  detection  of  bone  metastases. 

Division  of  Nuclear  Medicine 
University  of  Washington 
School  of  Medicine 
(98195) 
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Hemothorax  and  Acute  Renal  Failure 

Complicating  Pulmonary  Infarction 

TIMOTHY  T.  KUBERSKI,  M.D.,  Honolulu,  Hawaii,  and 
JAMES  CALDWELL,  M.D.,  Seattle,  Washington 


A 52-year-old  -woman  with  a pulmonary  embolus  and  infarction  is  presented.  Nine  days 
after  the  onset  of  symptoms,  during  a course  of  anticoagulation,  she  developed  massive 
hemothorax.  Subsequent  to  this  she  went  into  hypovolemic  shock  and  acute  renal  failure. 
There  was  complete  recovery  following  hemodialysis.  Approximately  seven  to  ten  days 
following  pulmonary  infarction  the  healing  lung,  particularly  in  the  presence  of  anticoagu- 
lation, may  well  be  predisposed  to  spontaneous  bleeding. 


T 

X his  is  a report  of  a case  of  pul- 
monary embolism  and  infarction 
with  hemorrhage  developing  after 
treatment  with  anticoagulants.  The 
massive  hemothorax  that  developed 
was  followed  by  renal  failure. 


The  patient  was  a 52-year-old  house- 
wife. She  entered  Swedish  Hospital  July 
29,  1970.  Four  days  previously  she  had 
sudden  onset  of  right  posterior,  pleuritic 
chest  pain  followed  by  progressive  short- 
ness of  breath.  Hemoptysis  prompted 
her  to  consult  her  personal  physician. 
Three  months  prior  to  admission,  she  had 
abdominal  hysterectomy  for  uterine  leio- 
myomata. Renal  function  at  that  time 
was  normal.  At  the  time  of  admission 
she  was  taking  a thiazide  diuretic,  for 
mild  hypertension,  and  a conjugated 
estrogen. 

She  was  slightly  cyanotic.  Blood  pres- 
sure was  130/90,  pulse  104,  respiratory 
rate  28,  and  temperature  99. 8F  (37. 7C). 
Her  neck  veins  were  not  distended.  Chest 
expansion  was  diminished  on  the  right. 
The  lower  third  of  the  right  lung  field 
was  dull  to  percussion.  There  was  no 
friction  rub.  The  pulmonic  second  sound 
was  accentuated.  Veins  of  the  lower  ex- 
tremities were  varicose  and  there  was  a 
one-half  inch  increase  in  the  circumfer- 
ence of  the  left  thigh. 

Hemoglobin  was  13  gm,  hematocrit 
38.2,  WBC  8,600  with  slight  shift  to  the 

E>r.  Kuberski  is  presently  with  the 
Pacific  Research  Section,  National  Insti- 
tute of  Allergy  and  Infectious  Diseases. 


Current  approach  to  management 
of  pulmonary  embolism  involves 
short  term  use  of  intravenous  hepar- 
in followed  by  a longer  course  of 
oral  anticoagulants.*  Hemorrhage 
is  the  most  frequent  complication 


CASE  REPORT 

left.  Lactic  acid  dehydrogenase  level  on 
admission  was  308  international  units 
per  ml,  subsequently  decreasing  to  248. 
Serum  electrolytes,  serum  glutamic  oxa- 
loacetic transaminase  and  bilirubin  were 
normal.  Blood  urea  nitrogen  was  26  mg 
per  100  ml.  Results  of  the  urinalysis:  pH, 
5.5;  specific  gravity,  1.005;  albumin,  neg- 
ative; sugar,  negative;  and  one  to  five 
WBC  per  high  power  field.  An  intermedi- 
ate PPD  was  negative.  An  electrocardio- 
gram taken  on  admission  revealed  a sinus 
tachycardia. 

Admission  chest  film  was  interpreted 
as  showing  an  elevated  right  hemidia- 
phragm  and  a pleural  effusion  on  the 
right.  Figure  1.  A 1 macroaggregated 
albumin  lung  scan  showed  decreased  up- 
take in  the  right  lower  lung  field  that 
could  not  be  clearly  distinguished  from 
the  elevated  right  hemidiaphragm  and 
pleural  effusion. 

The  clinical  picture  was  compatible 
with  pulmonary  embolism.  The  patient 
was  given  heparin  sodium  100  mg  intra- 
venously every  four  hours.  Lee-White 
clotting  times  were  maintained  in  the 
range  of  twice  normal.  She  received  no 
salicylates.  Her  symptoms  diminished 
after  initiation  of  heparin  therapy.  On 
August  2 she  became  short  of  breath,  was 
nauseous  and  she  vomited.  This  was  the 


of  anticoagulant  therapy  and  hemo- 
thorax complicating  therapy  of  pul- 
monary embolism  and  infarction  has 
been  reported. 


ninth  day  after  onset.  A chest  film  re- 
vealed almost  complete  opacification  of 
the  right  lung  field  with  a shift  in  the 
mediastinum  to  the  left.  Figure  2.  Repeat 
ECG  disclosed  a right  shift  in  axis.  Thora- 
centesis produced  grossly  bloody  fluid, 
the  hematocrit  of  which  was  47.  A re- 
peat lung  scan  showed  no  evidence  of 
embolism  to  the  left  lung.  Active  intra- 
thoracic  hemorrhage  was  assumed,  and 
100  mg  of  protamine  sulfate  was  given 
intravenously.  Blood  coagulation  studies, 
including  bleeding  time,  platelet  count, 
prothrombin  time,  partial  thromboplastin 
time,  clot  retraction,  thrombin  time,  fi- 
brinogen level,  fibrinolytic  activity  and 
factor  XIll  screen  were  performed,  and 
found  to  be  normal.  Her  blood  pressure 
dropped,  she  was  confused,  and  urine 
output  was  sharply  reduced.  A repeat 
thoracentesis  of  1000  ml  was  performed, 
collecting  the  blood  in  standard  480  ml 
vacuum  collection  bottles,  each  contain- 
ing 120  ml  of  ACD  preservative.  Because 
of  the  lack  of  immediately  available  bank 
blood,  she  was  given  two  units  of  whole 
blood  obtained  from  prior  thoracentesis. 
Shock  persisted  despite  the  use  of  iso- 
proterenol and  digitalis.  Two  additional 
units  of  blood  from  her  chest  were  given 
while  monitoring  central  venous  pressure. 
Stable  blood  pressure  was  established  but 
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Fig.  1.  Anteriorposterior  roentgenogram  of  the  chest  on 
admission  showing  mild  elevation  of  the  right  hemidiaphragm 
and  evidence  of  an  infiltrate  at  the  right  base  with  adjacent 
pleural  reaction.  The  left  chest  appears  clear. 


oliguria  persisted.  Chest  film  again  re- 
vealed opacification  of  the  right  lung 
field  with  an  even  greater  shift  of  the 
mediastinum  to  the  left.  Her  relatively 
stable  condition,  in  spite  of  continued 
bleeding,  permitted  thoracotomy.  More 
than  2000  ml  of  blood  was  found  in  the 
right  pleural  cavity,  but  no  active  bleeding 
site  was  found.  However,  adherent  clots 
were  removed  from  the  diaphragmatic 
surface  of  the  right  lung,  which  appeared 
to  be  grossly  infarcted.  Biopsy  of  this 


Hemothorax  as  an  isolated  com- 
plication of  anticoagulant  therapy 
was  first  recorded  in  1942.^  How- 
ever, it  was  only  recently  that  other 
case  reports  have  appeared  in  the 
literature.^”*  These  reports  repre- 
sent a total  of  six  patients  given  anti- 
coagulants for  pulmonary  emboli 
who  developed  the  specific  compli- 
cation of  hemothorax.  The  patient 
reported  by  Keyes  and  Shaffer  de- 
veloped hemothorax  eight  days  after 
pulmonary  embolism  and  four  days 


area  was  performed.  The  sections  were 
reported  as  necrotic  lung  tissue  consistent 
with  infarction. 

Postoperatively,  the  patient  remained 
oliguric  with  a progressive  rise  in  BUN 
and  creatinine.  Acute  tubular  necrosis 
was  presumed  on  the  basis  of  prolonged 
hypotension.  She  was  transferred  to  the 
University  Hospital  for  hemodialysis.  Ini- 
tial BUN  was  112  mg  per  100  ml  and  cre- 
atinine, 8.8  mg  per  100  ml.  The  azotemia 
was  progressively  improved  by  hemodial- 


DISCUSSION 

after  being  started  on  heparin  thera- 
py.^ Two  of  three  patients  reported 
by  Hamaker,  et  al.,  were  begun  on 
anticoagulants  because  of  pulmon- 
ary embolization.*  In  both  patients 
hemothorax  occurred  approximate- 
ly nine  days  after  the  onset  of  symp- 
toms. Laboratory  data  on  these  pa- 
tients indicated  that  their  clotting 
times  were  beyond  the  accepted 
therapeutic  range  of  twice  normal. 
Simon,  et  al.,  reported  two  patients, 
with  clinical  evidence  in  one,  and 


ysis.  Her  renal  function  gradually  re- 
turned to  normal.  The  hospital  course 
was  complicated  by  lower  gastrointestinal 
bleeding.  Several  bleeding  episodes  oc- 
curred, each  after  hemodialysis  utilizing 
regional  heparinization.  Repeated  clot- 
ting studies,  sigmoidoscopy  and  barium 
enema  did  not  reveal  a cause  for  the 
bleeding.  The  patient  was  discharged 
with  normal  renal  function  tests.  Her 
chest  was  clear. 


autopsy  evidence  in  the  other  of  j 
pulmonary  embolism  and  infarc-  i 
tion.^  Both  were  treated  with  a j 
combination  of  heparin  and  warfarin  1 
anticoagulation.  They  also  devel-  | 
oped  hemothorax  concurrent  with 
prolonged  clotting  times.  The  hemo- 
thorax in  these  two  patients  oc- 
curred at  nine  and  fifteen  days  after 
the  onset  of  pulmonary  embolism. 
The  case  report  by  Millard  describes 
a patient  who  died  as  a consequence 
of  pulmonary  infarction  and  hemo-  | 
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Fig.  2.  Anteriorposterior  roentgenogram  of  the  chest 
showing  complete  opacification  of  the  right  chest  and  a shift 
to  the  left  of  mediastinal  structures.  This  roentgenogram  was 
taken  on  the  fifth  hospital  day,  the  ninth  day  after  initia- 
tion of  symptoms. 


thorax,  the  hemothorax  occurring 
while  on  heparin  therapy  seven  days 
after  initial  symptoms."^  In  our  pa- 
tient, nine  days  elapsed  between  the 
onset  of  symptoms  and  the  develop- 
ment of  a hemothorax.  The  time  in- 
terval from  the  onset  of  the  symp- 
toms and  the  appearance  of  the 
hemothorax  was  approximately  the 
same  in  five  of  the  six  patients  pre- 
viously reported.  Although  this  re- 
presents a small  group  of  patients, 
one  might  assume  that  if  hemo- 
thorax were  to  occur  during  antico- 
agulant therapy  it  would  be  most 
apt  to  occur  seven  to  ten  days  after 
the  onset  of  pulmonary  embolism. 
This  particular  period  of  time  may 
represent  a critical  period  in  the 
healing  of  pulmonary  infarctions 
when  the  lung  is  most  susceptible 
to  bleeding.  Tbe  use  of  anticoagu- 
lant drugs  inherently  predisposes  to 
bleeding  and  involves  a certain  risk 
of  spontaneous  hemorrhage.  The 
probability  of  bleeding  increases 
with  inadequate  control  of  antico- 


agulation. Risk  of  bleeding,  how- 
ever, exists  despite  the  presence  of 
what  is  considered  good  clinical  con- 
trol of  anticoagulation  therapy. 
Bleeding  from  an  area  of  infarcted 
lung  probably  results  from  the  com- 
bination of  susceptible  healing  tissue 
and  the  presence  of  anticoagulants. 
It  is  likely  that  hemothorax  would 
most  readily  occur  during  the  period 
of  time  when  infarcted  lung  tissue  is 
undergoing  necrosis  and  regenera- 
tion. Tissues  during  this  period  are 
maximally  soft,  highly  vascular  and 
often  contain  areas  of  hemorrhage. 
Weakened  capillary  walls,  loss  of 
tissue  tensile  strength,  and  tissue 
necrosis  predispose  to  seepage  of 
blood  into  the  pleural  cavity.  Sero- 
sanguinous  effusions  are  known  to 
be  associated  with  approximately  1 1 
percent  of  uncomplicated  pulmon- 
ary infarcts.^  Blood  loss  from  the 
infarcted  areas  seems  to  occur  dif- 
fusely from  the  area  of  infarction 
without  a discrete  source.  No  local- 
ized bleeding  site  was  demonstrated 


in  the  autopsied  patients  of  Simon, 
et  al.,^  and  Millard,^  or  in  our  pa- 
tient at  thoracotomy. 

The  majority  of  the  patients 
dealt  with  in  previous  case  reports 
have  been  women.  An  unexplained 
phenomenon  of  heparin  toxicity  has 
been  the  reported  increase  in  sus- 
ceptibility to  bleeding  in  women 
especially  in  the  age  group  over 
sixty. ^ Whether  this  represents  an 
unknown  alteration  in  hemostatic 
mechanisms  that  was  operative  in 
our  patient  is  unknown.  Intrathor- 
acic  bleeding  in  this  patient  conceiv- 
ably could  have  been  prolonged  by 
autotransfusion.  Blood  obtained 
from  tbe  chest  has  been  shown  to 
be  deficient  in  platelets  and  fibrin- 
ogen.^ No  ill  effects,  however,  were 
noted  in  the  patients  receiving  blood 
in  this  form. 

The  presumed  reason  for  the  de- 
velopment of  renal  failure  in  our 
patient  was  acute  renal  tubular  ne- 
crosis secondary  to  prolonged  hypo- 
volemia and  hypotension.  Acute 
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tubular  necrosis  is  a known  compli- 
cation of  sustained  hypotension  due 
to  v’arious  causes  and  also  has  been 
described  as  a complication  of  pul- 
monary thromboembolism.^  The 
presence  of  acute  renal  failure  due  to 
hemothora.x  complicating  pulmon- 
ary infarction  anticoagulant  therapy 
has  not  been  previously  recorded. 

The  risk  of  bleeding  from  an  area 


of  infarcted  lung,  especially  in  the 
presence  of  anticoagulants,  can  not 
be  eliminated,  only  minimized.  The 
reported  instances  of  hemothorax 
occurring  with  the  use  of  anticoagu- 
lant therapy  under  these  circum- 
stances does  not  preclude  their  use, 
nor  does  it  imply  anticoagulants  are 
solely  responsible  for  precipitating 
the  bleeding  episodes.  However, 


these  case  studies  do  point  out  a 
life-threatening  complication  which 
can  be  anticipated  in  the  period 
seven  to  ten  days  following  a pul- 
monary infarction.  It  is  evident  that 
careful  physician  supervision  is  man- 
datory in  this  clinical  setting. 

P.  O.  Box  1680 
(96806) 
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Lament  for  a Bureaucrat 

Old  bureaucrat,  my  comrade,  it  is  not  you  who  are  to  blame.  No  one  ever  helped  you 
to  escape.  You.  like  a termite,  built  your  peace  by  blocking  up  with  cement  every  chink 
and  cranny  through  which  the  light  might  pierce.  You  rolled  yourself  up  into  a ball  in 
your  genteel  security,  in  routine,  in  the  stifling  conventions  of  provincial  life,  raising  a 
modest  rampart  against  the  winds  and  the  tides  and  the  stars.  You  have  chosen  not  to  he 
perturbed  by  great  problems,  having  trouble  enough  to  forget  your  own  fate  as  man.  You 
are  not  the  dweller  upon  an  errant  planet  and  do  not  ask  yourself  questions  to  which  there 
are  no  answers.  You  are  a petty  bourgeois  of  Toulouse.  Nohody  grasped  you  by  the  shoul- 
der while  there  was  still  time.  Now  the  clay  of  which  you  were  shaped  has  dried  and  hard- 
ened, and  naught  in  you  will  ever  awaken  the  sleeping  musician,  the  poet,  the  astronomer 
that  possibly  inhabited  you  in  the  beginning. 

Antoine  de  Saint  Exupery,  Wind,  Sand  and  Stars 
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SPECIAL  ARTICLE 


Conclusions  on  Medical  Cooperation 
in  Driver  L icensing 

ABRAHAM  J.  MIRKIN,  M.D.,  Cumberland,  Maryland 


When  Abraham  J.  Mirkin  came  to  the  lectern  to  give  a summary  of  the  conference  on 
Current  Problems  in  Driver  Licensure,  in  Washington,  D.C.,  last  November,  be  said  he 
couldn’t  possibly  summarize  all  of  the  good  words,  good  ideas,  and  good  recommendations 
he  had  heard.  He  chose  instead  to  present  concluding  remarks  that  reflected  both  the 
trends  of  the  excellent  program  and  his  own  thoughtful  consideration  of  the  serious  prob- 
lem of  reducing  death  and  injury  on  the  highways.  The  conference  was  sponsored  by  the 
American  Medical  Association  and  the  American  Association  of  Motor  Vehicle  Adminis- 
trators. Dr.  Mirkin  is  widely  recognized  for  his  many  contributions  to  the  field  of  auto- 
motive safety.  His  remarks  at  the  Washington  meeting  follow: 


I firmly  believe  that  one 
of  the  most  important 
needs  which  was  brought 
out  in  the  conference  was 
the  need  for  medical  coop- 
eration in  the  driver  licens- 
ing procedure.  This  was 
brought  out  by  many  of 
the  speakers,  and  this  coop- 
eration must  show  itself 
in  several  different  facets 
of  the  problem.  First,  of 
course,  medical  coopera- 
tion must  be  given  directly 
in  regard  to  diagnosing  and 
treating  patients  who  drive. 
Physicians  must  get  patients  who  are  obviously  im- 
paired for  driving  off  the  road.  Then  they  must  work 
through  the  medical  advisory  board  system,  must  co- 
operate in  developing  criteria  on  driver  limitation, 
and,  finally,  as  a profession,  must  cooperate  with  the 
motor  vehicle  administrator  in  necessary  community 
projects,  legislative  efforts,  etc. 

Related  to  the  suggestions  I have  just  made  is  one 
regarding  compulsory  reporting  by  physicians  of  med- 
ical conditions.  The  medical  profession  has  always 
been  strongly  opposed  to  vague  and  generalized  laws 
which  require  physicians  to  report  any  condition 
which  might  be  a hazard  to  driving.  Believe  me,  it  is 
literally  impossible  to  obey  such  laws.  However,  I be- 
lieve we  can  firmly  recommend  (and  physicians  will 
support)  laws  requiring  the  reporting  of  specific  medi- 
cal conditions,  if  specific  criteria  are  available  for 
identifying  the  condition  or  the  level  of  the  condition 
at  which  reporting  is  necessary,  and  if  physicians  are 


provided  immunity  against  legal  actions  in  such  mat- 
ters. And,  1 might  add,  the  cooperation  probably  will 
be  given  in  inverse  proportion  to  the  amount  ot  “red 
tape”  involved  in  processing  such  reporting. 

The  third  recommendation  is  again  related  to  the 
licensure  procedure,  and  indirectly  to  physician  co- 
operation. There  is  a great  need  for  all  driver  license 
applicants  to  be  physically  and  mentally  examined. 
Unfortunately,  there  just  isn’t  enough  medical  man- 
power to  provide  meaningful  examinations  to  all  ap- 
plicants. It  has  been  tried,  but  with  the  numbers  in- 
volved, I believe  it  just  can’t  work.  Pennsylvania 
tried  it.  Illinois  plans  to  examine  drivers  in  nine-year 
periods.  You  know,  even  if  it  can  be  done,  which  is 
very  doubtful,  certainly  an  examination  every  nine 
years  isn’t  enough,  if  you  are  advocating  preventive 
medicine  as  far  as  driver  hazard  is  concerned.  There- 
fore, it  was  strongly  recommended  that  lay  licensing 
personnel  be  given  adequate  training  so  as  to  be  able 
to  do  a better  job  in  screening  applicants,  and  thus  be 
able  to  send  on  to  physicians  only  those  who  really 
need  medical  evaluation.  This  would  serve  to  alleviate 
the  drain  on  medical  manpower  and,  at  the  same  time, 
would  provide  a more  effective  screening  mechanism 
for  all  drivers.  I certainly  don’t  recommend  that  we 
try  to  make  doctors  out  of  the  licensing  people,  but  1 
firmly  believe  that  they  could  be  taught  to  watch  for 
obvious  symptoms  of  certain  physical  and  mental  con- 
ditions which  are  known  to  impair  driving.  Since  li- 
censing personnel  under  such  circumstances  would  not 
be  refusing  a license,  but  only  sending  an  applicant  to 
a physician,  1 do  not  believe  we  would  have  any  legal 
or  medical  problems  involved  in  such  a program.  By 
the  way,  a few  years  back,  the  AMA  Committee  on 
Medical  Aspects  of  Automotive  Safety  published  a 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsum  ^(SELENIUM  SULFIDE  LOTION) 


Proven 
therapy 
that  only 
you  can 
sive. 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 


Contains:  Selenium  sulfide,  2V^%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-^^| 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume.  CliiiJ 


brief  statement,  “Determination  of  Need  for  Medical 
Evaluation  in  Driver  Licensing,”  which  proposed  this 
very  thing.  In  fact,  it  even  outlined  the  areas  in  which 
a lay  examiner  might  be  able  to  best  serve,  even  with- 
out formal  training,  to  that  end. 

There  were  many  suggestions  and  recommendations 
concerning  alcohol.  One  of  the  best,  1 believe,  was 
that  we  make  use  of  the  vast  amount  of  information 
we  already  have  in  the  records  concerning  drinking 
drivers.  It  was  also  suggested  that  we  must  set  up 
treatment  centers  for  alcoholics  and  problem  drinkers 
who  drive.  These  recommendations  I heartily  endorse. 

I’d  like  to  emphasize  the  recommendation  that 


greater  research  efforts  be  made  in  the  field  of  traffic 
and  highway  safety.  This,  of  course,  must  be  done 
continuously  while  we  are  grinding  away  at  those 
things  we  already  know. 

Finally,  I’d  like  to  again  list  the  recommendations 
concerning  the  establishment  and  revitalization  of 
medical  advisory  boards.  I mentioned  this  briefly 
earlier  under  the  discussion  of  physician  cooperation, 
but  I believe  that,  for  emphasis,  it  deserves  a separate 
recommendation.  All  in  all,  I believe  the  medical 
advisory  board  has  a tremendous  potential  in  produc- 
ing better  highway  safety  — let’s  use  this  idea  to  its 
fullest. 


In  the  published  proceedings  of  the  conference,  the 
following  recommendations  appear  in  the  appendix: 

ADMINISTRATIVE 


1.  Lay  licensing  examiners  should  be  trained  to 
screen  ail  applicants,  and  to  send  to  physicians  those 
who  seem  to  present  an  unwarranted  driving  risk. 

2.  Uniform  licensure  procedures  should  be  devel- 
oped in  all  states,  and  a national  driver's  registry 
should  be  organized. 

3.  Probationary  or  provisional  licenses,  easily  recog- 
nizable by  color,  should  be  issued  to  those  who  have 
certain  medical  conditions,  as  well  as  to  those  who  are 
chronic  traffic  violators. 

4.  Medical  information  obtained  from  physicians 
must  be  kept  confidential,  by  administrative  and  li- 
censing analysts,  unless  appropriate  authorization  is 
obtained  for  its  disclosure. 

5.  Methods  and  techniques  used  in  driver  control 
programs  should  be  periodically  evaluated  to  deter- 
mine if  these  methods  are  generally  efficient,  and  if 
they  are  successful  in  identifying  potential  high-risk 
drivers. 

6.  Medical  advisory  boards  should  be  established 
under  legislative  authority,  rather  than  to  exist  only 
by  administrative  appointment. 

7.  Legislation  should  be  sought  which  would  re- 
quire appeals  by  license  applicants  to  be  based  solely 
on  transcribed  records  made  at  an  Administrator's 
hearings,  with  both  applicant  and  administrative 
agency  generally  restricted  to  testimony  on  that  rec- 
ord, thus  making  it  unnecessary  for  physicians  to 
appear  before  the  court  in  person. 

8.  Licensing  officials,  law  enforcement  personnel, 
and  the  medical  profession  should  unite  to  get  the 
drunk  driver  off  of  our  highways  through  a concerted 
effort  which  would  overcome  the  apparent  failure  in 
the  past  of  unilateral  efforts  by  these  same  groups. 

9.  The  motor  vehicle  administration  should  request 
assistance  from  the  medical  profession  in  the  develop- 


ment of  meaningful  report  forms  in  the  area  of  driver 
limitations. 

10.  All  types  of  records  and  information  should  be 
used  to  get  the  known  "problem  drinker"  off  the  road, 
and  legislation  must  be  sought  to  open  doors  where 
necessary  to  obtain  such  information. 

1 1.  Medical  advisory  boards  should  have  legal  coun- 
sel available,  should  such  guidance  be  necessary. 

12.  A comprehensive  alcohol  education  program 
should  be  instituted  to  educate  all  segments  of  society 
about  the  responsible  use  of  alcohol. 

13.  The  ASAP  programs  sponsored  by  the  National 
Highway  Traffic  Safety  Administration  should  be 
actively  supported. 

14.  The  entire  area  of  drug  usage,  both  legal  and 
illegal,  should  be  actively  researched,  and  motor  vehi- 
cle administrators  should  be  provided  with  sound 
evidence  in  this  area. 

15.  All  second-arrest  DWI  cases  should  be  referred 
to  a medical  advisory  board,  and  those  who  have  been 
evaluated  as  alcoholics  or  at  least  who  have  a serious 
drinking  problem  should  not  be  licensed  until  they 
voluntarily  submit  to  medical  treatment  or  enroll  in 
an  alcohol-education  program,  depending  upon  the 
recommendation  of  the  medical  advisory  board. 

16.  Licensing  administrators  and  medical  advisory 
boards  should  make  every  effort  to  approve  "marginal" 
applicants  if  they  can  do  so  with  reasonable  assurance 
that  the  applicant  will  not  present  too  great  a hazard 
on  the  highway;  since  repeated  abuses  of  discretionary 
powers  tend  to  result  in  having  the  courts  and  legis- 
latures further  restrict  such  powers. 

17.  In  the  same  vein  as  the  previous  recommenda- 
tion, legislation  and  administrative  rulings  should  be 
made  flexible  enough  to  allow  for  intelligent  handling 
of  exceptional  cases. 

continued  on  page  396 
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When  the  G.I.  bu^ 
hits  the  NorthwesilStates... 

meet  the  men  who  are 
here  to  help  yon  with... 


Sam  Bernhardt 


Mike  Ricca 


Herb  Weirich 


Dick  Pfeifer 


Jim  Fletcher 


Ed  Reynolds 


Duane  Kellam 
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Don  Wayland 


Jim  Mahoney 


Dick  Cuevas 


Terry  Anderson 


Gary  Reys 


w quick  relief  of 

'[.I.  cramping  and  diarrhea 


pleasant-tasting  creamy-white  suspension 
contains  paregoric  (equivalent) 
controls  diarrhea  and  colicky  cramps 
effective  for  all  ages  down  to 
one  year 


^LLIAM  H.RORERJINC. 

k)rt  Washington,  Pa.  19034 


upplied  in  bottles  of  4 and  8 fluid  ounces. 

'ontains  opium  (14  grain)  1 5 mg.  per  fluid  ounce. 

Earning:  May  be  habit  forming. 

iach  fluid  ounce  contains:  Paregoric  (equivalent) 
1 fl.  dram)  3.7  ml.;  Pectin  (214  grains)  162  mg.; 
iaolin  (85  grains)  5.5  g.;(Alcohol  0.69%). 
our  Rorer  representative  will  call  on  you 
Don  with  an  ample  supply  of  Parepectolin® 
amples  to  meet  your  needs. 
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continued  from  page  393 


MEDICAL 


1.  The  medical  profession  should  contribute  time 
and  energy  to  help  reduce  the  highway  toll  through 
better  evaluation  of  driver  limitation,  and  through 
cooperation  with  medical  advisory  boards  and  state 
motor  vehicle  administrators. 

2.  Medical  conditions  which  could  present  an  un- 
warranted risk  to  safe  driving  should  be  evaluated 
most  carefully,  and  where  there  is  a reasonable  doubt 
about  the  hazard  presented,  the  physician  should  ob- 
tain additional  opinions  or  refer  the  examinee  to  a 
medical  advisory  board. 

3.  The  medical  profession  should  aid  in  training 
and  supervising  lay  license  examiners,  so  that  they  can 
screen  all  license  applicants  and  send  on  to  physicians 
only  those  who  are  questionable  or  marginal  cases. 

4.  Age,  per  se,  should  not  be  considered  a dis- 
qualifying factor  for  licensure,  but,  because  the  older 
driver  usually  is  prone  to  conditions  such  as  reduced 
visual  acuity,  and  certain  types  of  cardiovascular  dis- 
ease, which  are  normally  associated  with  the  aging 
process,  and  which  almost  invariably  increase  annually 
in  severity,  he  should  be  re-examined  at  least  every 
two  years  after  age  65. 

5.  More  sophisticated  visual  screening  standards 
should  be  developed  for  use  by  licensing  authorities. 

6.  Research  should  be  done  in  developing  methods 
for  testing  drivers  electronically  under  actual  driving 
conditions,  using  driver  license  examiner-physician 
teams. 

7.  Patients  with  epilepsy  who  have  been  seizure- 
free  for  two  years,  with  or  without  medication,  should 
be  considered  good  candidates  for  licensure  to  operate 
private  motor  vehicles.  Patients  who  have  been 
seizure-free  for  one  year,  and  are  reliable  in  taking 
their  medication,  may  sometimes  be  recommended  for 
licensure  to  operate  private  motor  vehicles,  but  within 
certain  carefully  prescribed  limitations. 

8.  A multi-faceted  approach,  involving  cooperation 
between  the  state  medical  society,  state  health  depart- 
ment, driver  license  administrator,  and  medical  advi- 
sory board,  should  be  encouraged  in  all  states. 

9.  Physicians  should  support  laws  requiring  the 
reporting  of  specific  medical  conditions,  if  specific 
criteria  are  clearly  stated,  and  if  physicians  are  pro- 
vided immunity  against  legal  actions  in  such  matters. 


10.  Optometrists  should  participate  with  ophthal- 
mologists as  members  of  multidisciplinary  teams  estab- 
lished to  find  better  and  more  meaningful  ways  of 
testing  vision  and  of  relating  vision  to  the  tasks  of 
motor  vehicle  operation. 

1 1 . Information  concerning  medical  advisory  boards 
should  be  widely  disseminated  throughout  the  state. 

12.  Physicians  should  be  made  aware  of  their  re- 
sponsibility in  advising  and  counseling  patients  about 
driver  limitation. 

13.  Physicians  must  assist  in  developing  medical 
forms,  in  developing  criteria  on  driver  limitation,  sup- 
porting legislation  in  this  area,  and  cooperating  in 
necessary  community  education  projects. 

14.  Each  member  of  the  state  medical  association 
should  be  officially  appointed  by  the  driver  licensing 
administrator  as  a deputy  member  of  the  medical 
advisory  board. 

15.  Greater  research  efforts  must  be  made  in  the 
entire  area  of  traffic  and  highway  safety,  especially  as 
related  to  the  physical  and  mental  requirements  of  the 
driver. 

16.  The  medical  profession  should  be  encouraged  to 
support  legislation  authorizing  the  release  of  more 
complete  information  about  "Aid  to  the  Blind" 
recipients. 

17.  Physicians  should  make  every  effort  to  contrib- 
ute to  the  early  detection  and  treatment  of  the  alco- 
holic and  problem  drinker. 

18.  All  second-arrest  DWI  cases  should  be  referred 
to  the  medical  advisory  board  for  recommendations 
as  to  licensure  under  his  specific  medical  condition. 

19.  The  ASAP  programs  sponsored  by  the  National 
Highway  Traffic  Safety  Administration  should  be 
actively  supported. 

20.  Physicians  should  be  made  aware  of  their  re- 
sponsibility in  advising  and  warning  patients  about 
the  potential  hazards  to  driving  in  prescribed  as  well  as 
"over-the-counter"  drugs.  A special  warning  should  be 
given  concerning  the  grave  potential  danger  of  adding 
alcohol  to  both  prescribed  and  "over-the-counter" 
drugs. 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
tates,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Jntil  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
nnary  of  which  follows: 

Indications:  Tension  and  anxiety 
:states;  somatic  complaints  which  are 
iconcomitants  of  emotional  factors;  psy- 
jchoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
isive  symptoms  or  agitation,-  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
.alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
ispasm  to  local  pathology,  spasticity 
paused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
oatients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
sonvulsive  disorders,  possibility  of  in- 
':rease  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions;  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage;  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2V-1  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied;  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 
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OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 


PRESIDENT 

Augustus  M.  Tanaka,  M.D.,  Ontario 


SECRETARY-TREASURER 

Donald  F.  Kelly,  M.D.,  Portland 


Midyear  Meeting  of  OMA  House  of  Delegates 


The  House  of  Delegates  of  the  Oregon  Medical 
Association  took  the  following  action  at  its  midyear 
session  held  at  the  Country  Squire  Inn  north  of 
Eugene: 

Elected  a nominating  committee  to  make  recom- 
mendations for  nominees  for  the  offices  of  president- 
elect, secretary-treasurer,  vice-president,  speaker  and 
vice-speaker  of  the  House  of  Delegates,  one  position 
on  the  Board  of  Trustees  of  the  Northwest  Medical 
Publishing  Association  (publisher  of  NORTHWEST 
MEDICINE),  and  one  delegate  and  alternate  delegate 
position  to  the  American  Medical  Association.  Elected 
were:  Dale  C.  Reynolds,  Portland,  chairman;  William 
I.  Holcomb,  Eugene;  Tom  Gail,  Newberg;  and  Edward 
N.  McLean,  Oregon  City.  According  to  the  OMA  by- 
laws, last  year's  nominating  committee  chairman,  C. 
H.  Hagmeier,  Portland,  will  also  serve  on  the  1972 
committee. 

Created  sections  on  Neurology  and  on  Physical 
Medicine  and  Rehabilitation,  bringing  to  fourteen  the 
number  of  specialties  with  voting  representation  in  the 
OMA  House  of  Delegates. 

Adopted  recommendations  that  OMA  go  on  record 
as  favoring  the  removal  of  marijuana  from  classifica- 
tion as  a narcotic  drug;  urge  passage  of  legislation  to 


ratify  the  Model  State  Controlled  Substances  Act; 
support  the  position  that  the  possession  of  marijuana 
for  personal  consumption  should  not  be  considered  a 
felony;  affirm  its  position  that  OMA  does  not  recom- 
mend use  of  marijuana  or  any  other  intoxicant;  that 
OMA  advocate  and  encourage  scientific  research  re- 
garding the  characteristics  and  effects  of  marijuana; 
and  that  the  substance  should  be  made  more  readily 
available  for  legitimate  research  purposes. 

Directed  the  Public  Policy  Committee  to  investigate 
the  confidentiality  issue  as  it  relates  to  physicians  and 
other  professionals  and  that  it  report  its  findings  direc- 
tly to  the  House  of  Delegates. 

Recommended  that  OMA  Abortion  Guidelines 
approved  by  the  House  of  Delegates  at  its  1971  An- 
nual Meeting  be  clarified  grammatically,  so  as  to  be 
more  clear,  providing  their  intent  is  not  compromised. 

Instructed  the  President  and  the  Board  of  Trustees 
to  continue  to  make  every  effort  to  establish  good 
rapport  with  the  news  media  and  to  continue  to  guard 
against  misleading  and  false  statements  in  all  medical 
reporting;  directed  the  OMA  to  inform  county  soci- 
eties that  the  OMA  staff  is  available  on  request  to 
reply  to  misleading  news  stories;  and  that  societies  be 
encouraged  to  utilize  this  service. 


Roy  A.  Payne,  Speaker. 


George  M.  Robins,  President-Elect;  Augustus  Tanaka,  President. 
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Adopted  a resolution  that  the  OMA  seek  the  co- 
operation of  the  Oregon  Nurses  Association  in  the 
establishment  of  a Joint  Practices  Committee  whose 
function  will  be  to  assure  effective  and  on-going  com- 
munication and  planning  in  the  many  areas  of  mutual 
concern  to  two  professions. 

Referred  four  resolutions  relating  to  legislative  con- 
trol of  chiropractic  to  a special  committee  charged 
with  the  responsibility  of  evaluating  each  regarding 
its  legislative  potential;  and  that  the  findings  of  the 
committee  be  directed  to  the  Public  Policy  Committee 
for  legislative  implementation. 

Adopted  a substitute  resolution  in  lieu  of  four  reso- 
lutions relating  to  inclusion  of  chiropractic  services  in 
health  insurance  contracts  of  Oregon  Physicians  Serv- 
ice which  read  as  follows: 

RESOLVED,  that  because  medical  doctors  cannot 
approve  of  the  practice  of  cultists  dues  to  the  inad- 
equacy of  their  education,  training  and  experience, 
the  OMA  must  strongly  disapprove  of  inclusion  of 
chiropractic  and  naturopathic  services  in  OPS  medi- 
cal contracts  and  in  various  governmental  plans 
for  medical  services,  and  recommends  that  OPS  not 
include  cultists'  service  in  its  contracts,  but  at  the 
same  time  recognizes  that  OPS  may  be  forced  by 
specifications  of  proposed  contracts  or  demands  of 
groups,  to  include  cultists'  services. 

FURTHER  RESOLVED,  that  the  OMA  continue 
its  efforts  to  eliminate  undesirable  types  of  health 
care  using  the  legislative  and  educational  approach. 
Directed  that  the  OMA  apprise  and  encourage  its 
members  to  utilize  the  services  of  the  Insurance  and 
Fee  Review  Committee  in  matters  relating  to  disputes 
between  physicians  and  third  party  carriers;  particu- 
larly with  respect  to  fee  matters  and  Aetna  Medicare. 

Encouraged  OMA  members  not  to  accept  assign- 
ment for  Medicare  payments. 

Approved  changes  designed  to  shorten  and  stream- 
line the  standard  health  insurance  claim  form  by  the 
Insurance  and  Fee  Review  Committee  and  directed 


that  the  OMA  work  with  the  AMA  and  the  National 
Health  Insurance  Council  to  implement  these  changes. 

Further  directed  that  the  Oregon  Delegation  to 
AMA  introduce  a measure  to  have  AMA  proceed  at 
once  to  develop  a simplified  health  insurance  claim 
form  adaptable  to  computer  billing,  and  acceptable  to 
all  third  parties. 

Authorized  the  development  and  creation  of  a 
statewide  foundation  for  medical  care;  directed  that 
through  this  new  foundation,  mechanisms  and  pro- 
cedures be  developed  to  contract  with  the  State  of 
Oregon  to  provide  medical  care  for  the  indigent 
(Welfare);  and  that  such  mechanisms  and  procedures 
be  subject  to  final  review  by  the  House  of  Delegates 
at  its  1972  Annual  Meeting. 

Directed  that  the  Association  renew  and  increase 
its  efforts  to  sponsor  proper  programs,  and  to  work 
for  adequate  funding  and  health  manpower  so  that  all 
disadvantaged,  including  migrant  workers,  may  be 
brought  into  the  mainstream  of  an  integrated  health 
care  system  and  have  access  to  quality  medical  care 
regardless  of  ability  to  pay. 

Terminated  the  endorsement  of  the  Standard  Life 
Insurance  Company  Wholesale  Life  Insurance  Plan, 
and  in  lieu  thereof  endorsed  the  Group  Life  Plan 
offered  by  the  American  Guaranty  Life  Insurance 
Company. 

Adopted  a recommendation  that  OMA  make  every 
effort  to  assure  the  re-election  of  Max  H.  Parrott  to 
the  Board  of  Trustees  of  the  AMA. 

Recommended  that  all  Oregon  physicians  and 
their  wives  be  made  aware  of  the  legislative  alternatives 
being  considered  by  the  U.S.  Congress  which  deal 
with  the  delivery  of  medical  care. 

Instructed  the  Oregon  Delegation  to  the  AMA 
House  of  Delegates  to  undertake  any  and  all  steps 
necessary  to  continue  and  further  initiate  appraisal  of 
the  structure  and  composition  of  the  governing  bodies 
of  the  AMA. 

continued  on  page  406 


William  A.  Fisher,  Vice-Speaker; 
F.  Douglas  Day,  Parliamentarian. 


John  W.  Bussman,  Vice-President,  Charles  N.  Holman,  Dean  of  UOMS,  and  Max 
H.  Parrott,  Chairman  of  AMA  Board  of  Trustees. 
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he  got  three  newclients^ 
four  rush  orders, 
and  constipation. 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  ui’ge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET"  Enema  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  \)hysioIogical  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  distm*b  normal  bowel  function.  And  what 
could  be  simpler  to  use.  No  preparation.  No  fuss.  No 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
fi*om  s])oiling  your  constipation-])rone  patients. 

W arning:  Fi'eciuent  or  prolonfred  use  of  enemas  may  result  in  dependenee. 

Take  only  when  needed  or  when  prescnbed  by  a physician.  Do  not  use  when 
nausea,  vomiting',  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  childi’en  under  two  yeai  s of  age  unless  directed  by  a physician. 


The  professional  aid  to  constipation  relief 


I piiartnaceulicals  j 


('.  B.  FhKETCO.,  INC.,  hytu-hhurg,  \'a.  24.i0." 
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PATIENT  CARE  APPRAISAL 
ON  TELEVISION 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  / SEATTLE.  WASHINGTDN  98105 


(How  to  organize  PCA  in  a community 
hospital.  How  to  set  criteria.) 


TUESDAY,  MAY  16 

TUESDAY,  MAY  23 

TUESDAY,  MAY  30 

7:30  a.m.,  repeated  8 a.m.,  10:30  p.m. 
on  educational  channels 


I 
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NURSE  CLINIC  OPENS  IN  DARRINGTON 


“What  we  wanted  was  a guardian 
angel  who  could  reassure  us  that  we 
weren't  going  to  die  before  we  could 
get  medical  help!’  This  is  the  way  Mrs. 
Helen  Lemmon,  chairman  of  the  Dar- 
rington  Clinic  Board,  describes  the 
feelings  of  the  1 100  residents  in  this 
small  Snohomish  timber  town. 

For  nearly  eight  years,  the  town 
advertised  for  a physician  to  serve  its 
own  and  the  1300  to  1500  other  resi- 
dents living  in  the  surrounding  farm- 


ing and  lumbering  area.  In  1967,  they 
raised  money  to  build  and  equip  a 
modern  clinic.  A sign  at  the  city  limits 
pleaded;"Darrington  Needs  a Doctor!” 
This  year,  a new  sign  reads:  “Wel- 
come, Gretchen  and  LynnP'  Everyone 
in  town  knows  that  Gretchen  and  Lynn 
are  the  guardian  angels  in  the  form  of 
two  registered  nurses  who  opened 
the  clinic  April  10  ready  for  business. 
And  during  their  first  week,  alone, 
they  saw  75  patients. 

(Cont.  page  3) 


COPING  WITH  FIRST  AID  EMERGENCIES  and  setting  up  preventive 
health  screening  exams  are  all  in  the  workday  of  the  two  nurse  practi- 
tioners at  Carrington  Clinic  which  opened  April  10  in  Snohomish  County. 
Gretchen  Schodde,  R.N.,  upper  left,  gives  her  small  patient  a clean  bill 
of  health.  At  lower  left,  Lynn  Vigesaa,  R.N.,  examines  Gene  Karger  for 
a possible  eye  injury.  At  right,  Harley  Smoke,  one  of  the  town’s  large 
population  of  loggers,  makes  an  appointment  with  Receptionist  Nancy 
Bascom.  The  nurse  practitioners  saw  75  patients  their  first  week. 


W/ARMP  SPOTLIGHT 


Cardiovascular  research  is  snow- 
balling in  Seattle  and  rapidly  gaining 
participants,  grant  funds  and  promis- 
ing data. 

Dr.  Harold  Dodge,  UW  professor  of 
medicine  and  head 
of  the  Cardiovas- 
cular Research 
and  Training  Cen- 
ter, directs  two  ma- 
jor heart  disease 
projects  and  is  re- 
sponsibleformuch 
of  the  activity  in 
this  area.  In  addi- 
tion, he  has  ap- 
plied for  a grant 
which  will  relate  some  of  the  clinical 
research  in  arteriosclerosis  to  lipid 
abnormalities  and  metabolism  studies. 

“Heart  Watch”  a comprehensive 
study  of  persons  at  risk  of  heart  dis- 
ease (myocardial  infarction  and  sud- 
den death),  was  his  creation. 

An  umbrella  program, " Heart  Watchi’ 
coordinates  and  combines  much  of 
the  ongoing  cardiovascular  research 
at  the  UW.  It  has  gained  the  coopera- 
tion of  25  cardiologists  in  Seattle,  plus 
staffs  of  hospitals,  laboratories,  clin- 
ics, public  health  agencies,  CAPRI 
and  the  Boeing  Company. 

Principal  investigators  in  the  “Heart 
Watch”  project  are:  Drs.  Leonard  A. 
Cobb,  Robert  A.  Bruce,  Donald  R. 
Peterson,  John  A.  Murray  and  Dennis 

Data  from  heart 
patients  are  being 
fed  into  a central 
computer  from  16 
testing  stations  in 
Seattle  hospitals 
and  clinics.  Dr. 
Dodge  said  1,000 
patients  are  en- 
rolled in  “Heart 
Watch  ' and  188 
patients  joined 
in  March,  alone.  It  is  hoped  that  by 
the  end  of  the  five-year  program 
10,000  people  will  be  participating. 

There  are  five  major  areas  of  re- 
search in  “Heart  Watch!'  These  are: 

1)  clinical  studies  in  patients  resusci- 
tated from  sudden  death  by  Medic  I; 

2)  study  of  stress  ECGs  to  predict 
heart  attacks  (more  than  7,000  per- 
sons have  been  processed  on  the 
treadmill  since  1951);  3)  computer- 
ized collection  and  analysis  of  data; 
4)  evaluation  of  clinical  and  laboratory 
exam  in  identifying  high  risk  patients 
and  5)  pathology  of  sudden  death 
victims. 

Under  Dr.  Dodge’s  leadership  the 


D.  Reichenbach. 


SCREENING  FOR  SICKLE  CELL  ANEMIA  began  for  black  sfut/eT 
faculty,  staff  and  members  of  their  immediate  families  at  the  UW  All 
10.  Rachel  Pitts,  R.N.,  Seattle-King  County  Public  Health  nurse,  dm 
a blood  sample  from  sophomore  Pamela  Govan,  one  of  401  to  be  . a- 
lyzed  by  the  state  public  health  laboratories.  Counseling  is  providec  or 
those  with  positive  results.  [If  two  people  with  the  trait  produce  child  n. 
chances  are  one  in  four  that  one  of  their  children  will  have  the  cripfi  ig 
and  disabling  sickle  cell  anemia  disease.)  The  W/ARMP-funded  l\k 
Force  for  the  Seattle  Metropolitan  area  will  extend  testing  to  other  ih 
versities  and  community  colleges,  hoping  to  reach  10,000  black  pede. 


John  L.  Locke,  Jr.  Health  Sciences 
Computer  Center  is  being  developed. 
The  facility  will  be  used  to  collect  and 
analyze  data  at  the  UW  and  Swedish 
Hospitals.  It  will  also  serve  as  a teach- 
ing and  research  Center. 

A graduate  of  Harvard  Medical 
School,  he  now  holds  the  Washington 
State  Heart  Association  Chair  of  Car- 
diovascular Research. 

Dr.  Dodge  completed  residencies 
at  Emory  U.  in  Atlanta  and  Harbor- 
view  Medical  Center.  He  is  certified 
by  the  American 
Board  of  Internal 
Medicine,  is  a fel- 
low in  the  Ameri- 
can College  of 
Cardiology,  and  a 
fellow  of  the  Coun- 
cil on  Clinical  Car- 
diology for  the 
American  Heart 
Association.  The 
Seattle-born  phy- 
sician has  served 
on  various  com- 
mittees for  the  National  Heart  Insti- 
tute, National  Institutes  of  Health  and 
the  American  College  of  Physicians. 
Dr.  Dodge  heads  the  advisory  com- 
mittee on  cardiovascular  research  for 
the  Veterans  Administration,  and  for 
two  years  has  served  on  the  W/ARMP 
Cardiac  Subcommittee. 


PEER  REVIEW  TEiM 
RETURNS  TO  KODIK 

For  the  first  time  in  Alaska,  a ef 
review  of  private  medical  practice  as  I 
arranged  by  W/ARMP  at  the  rec?al 
of  physicians  in  a three-man  din  in  j 
Kodiak.  This  happened  a year  jo.l 

Last  month  the  same  review  tjnJUi 
flew  back  to  Kodiak  Island  of  sWfJ] 
residents  to  see  if  their  recommela^'” 
tions  and  suggestions  had  made  lif" 
ference  in  patient  care  at  the  Ho  es 
Johnson  Clinic. 

The  visiting  physicians  revifed 
medical  records  and  office  marje- 
ment  procedures,  observed  hostai 
visits  and  surgery.  Results  of 
evaluation  will  be  confidential  tche 
Kodiak  physicians. 

Review  team  members  were:  /’OS 
P.  Bratrude,  M.D.,  general  practitner 
from  Omak;  Theodore  J.  Phips. 
chairman,  UW  Department  of  F.)ily 
Medicine  and  Francis  Wood,  ip. 
chief  of  staff.  Veterans  Admin  ra- 
tion  Hospital.  ! 


RMP  RESULTS  is  published  by  the 
Washington/Alaska  Regional  Medical  Pro  it 
500  University  District  Building 
Seattle,  Washington  98105  . 
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tROBLEM-ORIENTED  RECORD  TOPIC 
IF  JUNE  19  SEMINAR  IN  SEAHLE 


K seminar  on  the  problem-oriented 
mdical  record  will  be  held  June  19 
ir>eattlefrom  2 to  10  p.m.  at  Horatio's 
ntaurant  on  Lake  Union. 

his  conference  is  one  of  many 
aiivities  sponsored  by  W/ARMP  to 
tr|oduce  hospital  staffs  and  individ- 
ul  health  professionals  to  new  ap- 
ptaches  to  record  keeping,  and 
0 er  important  elements  of  care. 

Lawrence  Weed, 
M.D.,  a widely  rec- 
ognized  propo- 
nent of  the  prob- 
lem - oriented 
record  will  discuss 
its  implementation. 
Dr.  Weed  is  on  the 
medical  faculty  at 
the  U.  of  Vermont. 

He  will  also  re- 
port on  his  prog- 
ress and  results  in 
automation  of 
medical  records, 
[nother  guest  speaker  will  be 
Eine  Patrikas,  chairman  and  associ- 
at!  professor,  Dept,  of  Medical 
R‘;ords  Science  at  Temple  U.  in 
°Hadelphia. 

iospital  staffs  are  encouraged  to 
ocie  in  teams,  including  the  adminis- 
$r^r,  medical  record  librarian  and 
!rejesentatives  of  the  medical  and 
nning  staffs. 

)cal  participants  in  the  seminar 


LAWRENCE 
WEED,  M.D. 


Health  proposals 

J1|:CEPTED  BY  RMP 

bpiications  for  innovative  pro- 
odils  aimed  at  improving  health  care 
•nKashington  and  Alaska  region  are 
accepted  by  W/ARMP. 

jthe  proposals  meet  specific  cri- 
lel:,  funds  can  be  made  available  by 
Rij’for  short  and  long-term  projects. 

liese  projects  should  demonstrate 
■rixplore  improvements  in  these 
^2ral  areas;  accessibility  of  care, 
’^cjpower  utilization,  health  services 
i<r|icing,  delivery  and  organization, 
bijity  of  care,  resource  sharing  and 
OQ  efficiency. 

jnall  grants  can  be  made  available 
c|L|klyfor  initiating  feasibility  studies 
or^iew  approaches  to  health  care 
'pr  )lems  which  can  be  completed  in 
a par  or  less. 

|)r  more  information  regarding  ap- 
nllition  for  funds,  contact  the  office 
-‘f'r.  Donal  Sparkman,  W/ARMP  di- 
i’eiDr,  500  U-District  Bldg.,  Seattle, 
9t,)5.  Phone:  543-8540. 


will  be  Robert  Barnes,  M.D.,  who  will 
discuss  the  experience  of  Doctors' 
Hospital  with  improving  records,  Ste- 
phen Yarnall,  M.D.,  director  of  the 
W/ARMP  Heart  and  Health  Tech- 
nology Program,  Kathleen  Waters,  di- 
rector of  the  School  of  Health  Record 
Science  at  Seattle  U.  and  Rosemarian 
Berni,  UW  instructor  of  rehabilitation 
medicine. 

Co-sponsor  is  the  Washington  State 
Medical  Record  Association. 


CARDIO-PULMONARY 
REHAB  MEETING  SET 

National  and  international  authori- 
ties in  cardio-pulmonary  rehabilitation 
will  meet  in  Seattle,  July  17-19,  to 
participate  in  a conference  for  physi- 
cians, nurses,  physical  education  in- 
structors and  others  involved  in  heart 
and  lung  patient  care. 

Prominent  cardiologists  and  others 
in  heart-lung  rehabilitation  will  dis- 
cuss methods  of  helping  patients  with 
heart  disease,  angina  pectoris  and 
chronic  obstructive  pulmonary  dis- 
ease return  to  a normal  life. 

“The  World  of  Heart  and  Lung"  the 
official  name  of  the  symposium,  will 
focus  on  the  physiological  as  well  as 
the  psychological  problems  in  cardio- 
pulmonary rehabilitation.  All  sessions 
will  be  held  in  the  Olympic  Hotel. 

The  conference  is  attracting  a dis- 
tinguished faculty  of  29  representing 
many  phases  of  rehabilitation. 

One  of  the  speak- 
ers will  be  Samuel 
M.  Fox,  M.D.,  pro- 
fessor of  medicine 
at  George  Wash- 
ington U.  Medical 
Center  and  presi- 
dent of  the  Ameri- 
can College  of 
Cardiology. 
Sponsors  of  the 
SAMUEL  M conference  are  the 

FOX,  M.D.  Cardio-Pulmonary 

Research  Institute 
(CAPRI)  and  the  UW  School  of  Medi- 
cine. Cooperating  agencies  are 
W/ARMP  and  the  King  County  TB  and 
Respiratory  Disease  Association. 
Safeco  Insurance  Company  is  under- 
writing the  meeting. 

For  additional  information  and  reg- 
istration forms,  contact  the  UW  Divi- 
sion of  Continuing  Medical  Education, 
E305  Health  Sciences,  Seattle,  98195. 


NURSE  CLINIC  continued 

Thirty  miles  to  the  west  in  Arlington, 
at  the  end  of  a narrow  winding  high- 
way used  regularly  by  logging  trucks. 
Dr.  Ben  Burgoyne  acts  as  the  back-up 
physician  for  Gretchen  Schodde  and 
Lynn  Ann  Vigesaa  who  are  pioneering 
as  nurse  practitioners. 

Darrington  residents  decided  to  ex- 
periment with  a nurse  clinic  to  solve 
their  problems  after  exploring  all  pos- 
sibilities. The  Community  Health 
Services  staff  of  W/ARMP  assisted  in 
planning  and  furnished  seed  money 
for  the  first  three  months,  for  nurse 
salaries  and  equipment.  Volunteers 
perform  maintenance,  bookkeeping 
and  clinic  promotion  and  related 
duties.  Its  Board  of  Trustees  is  finan- 
cially and  legally  responsible.  It  is 
hoped  that  the  clinic  will  soon  be  self 
supporting  from  fees  for  service. 

The  nurses  received  special  train- 
ing for  their  new  duties  which  include 
providing  emergency  care,  routine 
health  exams,  screening  and  counsel- 
ing. W/ARMP  arranged  their  precep- 
torships  with  the  UW  Family  Medicine 
Department  and  Harborview  Emer- 
gency Room  staff. 

Darrington's  experiment  may  be  the 
answer  for  other  isolated  rural  com- 
munities—a cooperative  partnership 
between  physicians,  nurses  and  town- 
people. 


M.D.s  TO  EXPLAIN 
CARE  APPRAISAL 

One  method  of  conducting 
patient  care  appraisal  in  hos- 
pitals will  be  explained  in  two 
television  programs  to  be  broad- 
cast May  16  and  23  on  educa- 
tional channels  in  Washington 
and  Portland,  Oregon. 

Broadcast  times  will  be  7:30 
a.m.  and  repeated  at  8:00  a.m. 
and  10:30  p.m. 

A “live”  question  and  answer 
session  with  program  partici- 
pants will  be  aired  on  May  30 
from  7:30  to  8:30  a.m.  over 
Washington  State  channels  only. 
Those  wishing  to  ask  questions 
may  call  toll-free  to  543-2000, 
Channel  9 in  Seattle  during  the 
broadcast. 

Presentations  will  demon- 
strate how  patient  care  appraisal 
measures  the  quality  of  care  and 
identifies  continuing  education 
needs. 

Program  chairmen  are  Robert 
Barnes,  M.D.,  director  of  medi- 
cal education  for  Doctors'  Hos- 
pital, Seattle,  and  Robert  C. 
Davidson,  M.D.,  associate  direc- 
tor of  W/ARMP. 


A “MINI"  REUNION  was  held  for  the  1953  class  of  U.  of  Kansas  Medical 
School,  at  least  for  two  of  the  graduates.  One  is  now  the  UW  Medical 
School  Dean,  Robert  Van  Citters,  right,  and  the  other  an  internist  in 
Nampa,  Idaho,  Marvin  Blough,  center.  Dr.  Blough  visited  with  Dr.  Van 
Citters  recently  during  a one-week  preceptorship  under  Dr.  David  Hey- 
wood,  left,  director  of  the  UW  Clinical  Hematology  Division.  This  was 
the  second  preceptorship  for  Dr.  Blough;  both  were  arranged  by 
W/ARMP. 


IDAHO  NURSE  PRACTITIONER 
Marie  Osborne  sutured  a lacera- 
tion under  the  watchful  eye  of 
Dr.  John  Van  Bodegom  at  Harbor- 
view  Medical  Center.  Mrs.  Os- 
borne took  a one-month  precep- 
torship in  Seattle  in  preparation 
for  her  new  role  of  providing 
emergency  care  in  Stanley,  Idaho, 
located  in  the  Sawtooth  Moun- 
tains 61  miles  from  a physician. 
She  plans  to  provide  emergency 
care  for  the  hundreds  of  sports- 
men and  sightseers  who  flock  to 
the  area  almost  year  around,  and 
the  few  permanent  residents. 
W/ARMP  arranged  her  refresher 
training  which  also  included  ex- 
perience at  Group  Health,  Univer- 
sity and  Children’s  Orthopedic 
Hospitals. 


NEW  COORDINATORS 
IN  SPOKANE,  ALASKA 

New  coordinators  will  head  sL 
regional  offices  for  RM  P in  AnchonM 
and  Spokane.  Both  men  have  a w H 
range  of  professional  experience  ;|j| 
education. 

Marvin  M.  Janzen  will  assume 
Alaska  post  on  June  1 . Janzen  is  a 
cational  reha 
itation  counst 
with  a masters 
gree  in  educal 
from  U.  of  Oree  i, 
He  taught  edi 
tional  psychok" 
and  commun 
service  and  pu 
affairs  at  the  U f 
Oregon  for  f 
years  and 
been  acting  dii 
tor  for  the  Ore< 
Center  for  Get 
tology  there  since  1971. 

He  replaces  Jon  Aase,  M.D.,  to 
resigned  to  head  the  March  of  Dir  s 
National  Foundation  in  Alaska. 


MARVIN  JANZEN 


Janzen  was  also  supervisor  of  f d 
instruction  for  the  Gerontology  O t- 
ter and  prior  to  that  was  a counsurj 
for  10  years  with  the  Oregon  Divi;  n j 
of  Vocational  Rehabilitation.  ’ 

Janzen  will  be  located  in  the  Ale  a I 
R M P office,  11 35  W.  8th  Ave.,  Suit  3,  \ 
Anchorage,  99501.  i 


Steve  Lowry  is  the  new  W/AF  P j 
representative  for  Eastern  Wash  }•  I 
ton.  He  is  not  n»  i 
to  Spokane  ha'  g I 
been  with  the  a- 
partment  of  Sc  al 
and  Health  S'^ 
ices  as  supervx  i 
fora  regional  tift-  i 
ing  prograrr  n j 
Spokane  for  >0  i 
employees  in  le  | 
□vision  of  Pc  ic  i 
Assistance  si;e  | 
1968.  Lowry  id  j 

social  work ex|ri-  j 

ence  in  Bos  n,  i 
Barrow,  Medical  Lake,  Yakima,  Vn-i 
atchee  and  Santa  Cruz. 

He  earned  a masters’  degreun  j 
social  work  from  the  U.  of  Utah  id 
did  graduate  work  at  Brandeis  ire-  , 
search  and  statistics  and  Whitwth  ! 
College  in  personnel  administra  n.  . 

His  office  is  located  at  W.  933  rd 
Ave.,  Spokane,  99204.  Ph.:  456-5 M. 


The  Eastern  Washington  RMPoie 
was  closed  last  July  due  to  bu  et 
cutbacks.  Since  that  time  actives 
have  been  coordinated  by  Gim 
Reece  of  the  RMP  Community  Hr  th  | 
Services  staff  in  Seattle. 


i 


UticillirlVK 

(potassium  phenoxymethyl  penicillin^LlS.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY  JA72-2144-6 


'’OC  9-586.1 

100  Tablets 

Uticillin®  VK 

TR*D£VARH  . I 

'potassium  Phenoxyni«T"J' 
’^•nicillin  Tabl«t$.  U.S.r  ' 
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continued  from  page  399 

Amended  the  OMA  bylaws  to  provide  that  the  del- 
egation to  the  AMA  shall  render  a written  report  to 
each  component  society  stating  the  major  issues 
brought  forth  at  the  national  meeting  and  how  each 
Oregon  delegate  voted  on  these  issues,  and  the  basis 
for  their  vote. 

Instructed  the  OMA  president  to  request  the 
Organization  of  State  Medical  Association  Presidents 
to  conduct  a session  for  the  purpose  of  airing  com- 
plaints, if  any,  hearing  suggestions  and  formulating 
recommendations  for  consideration  by  the  AMA 
House  of  Delegates. 

Did  not  adopt  a recommendation  to  limit  the  ten- 
ure of  AMA  delegates  and  alternate  delegates  from 
Oregon  to  five  two-year  terms. 


Charged  the  OMA  Bylaws  Committee  to  develop 
appropriate  amendments  to  change  the  method  of 
selecting  the  AMA  delegates  and  alternate  delegates  to 
one  based  on  a statewide  ballot  of  AMA  members  in 
Oregon,  and  that  these  amendments  be  submitted  to 
the  1973  midyear  meeting  of  the  OMA  House. 

Did  not  adopt  a resolution  to  disenfranchise  dele- 
gates to  and  officers  of  the  AMA  from  Oregon,  and 
past  OMA  presidents  who  are  active  members  of  the 
Association  as  voting  members  of  the  OMA  House  of 
Delegates. 

Did  not  adopt  a bylaws  amendment  intended  to  re- 
move AMA  Alternate  Delegates  as  voting  members  of 
the  OMA  Board  of  Trustees. 

Instructed  the  Bylaws  Committee  to  develop 

continued  on  page  410 


House  of  Delegates  in  breakfast  session. 
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\)ertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine . . .is ... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  hy  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congre.ss,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of||^ 
the  medical  comm^H 
and  federal  regulato^B 
will  often  be  represents 
simplistic  and  somr^K 
misleading  terms. 

One  illustration  o|H| 
misuse  of  the  media  i ifijl 
regard  is  the  recall  oflH' 
coagulant  drugs  se|H| 
years  ago.  This  FDA  :lilP 
was  given  publicity  bjthf] 
press  and  television  iat| 
went  far  beyond  its  loM 
able  importance.  The  ull 
was  a very  uncomfoiiWti 
situation  for  the  pifti  j 
tioner  who  had  patnt^j 
taking  these  medica  ns.( 
Since  the  practitione  i»f;t 
pharmacist  had  not  >eiii 
informed  of  the  actiobv! 
the  time  it  was  publiiied, 
in  most  states  they  ere 
deluged  with  calls  Dir.i 
worried  patients.  i 

The  practitioner  a at- 
tempt to  solve  these  dv 
lems  of  inadequate  coi  iu 
nication  in  several  ,vs. 
One  would  be  the  ere  ion  ■ 
of  a communicationsine 
in  state  pharmacy  sociies.( 
When  drug  regulation 
is  to  be  announced,  tl  so- 
ciety could  immedi.-'ly- 
distribute  a message  ijev- 
ery  pharmacist  in  the  itf- 
The  pharmacist,  in  rn,( 
could  notify  the  physians 
in  his  local  communi'Si'* 
that  he  and  the  phy^'an| 
could  be  prepared  t<  in-  j 
swer  inquiries  fron'ja-  j 
tients.  Another  apppehj 
would  be  to  use  pres-j 
sional  publication-  he  j 
practitioner  receives.  ^ 
All  of  this  leads  ba'  to  \ 
my  opening  contenti('  il  1 
drug  regulation  is  to  ' ef'  ^ 
fective,  timely,  and  rtt«l 
to  the  realities  of  cl  cal 
practice,  a better  metl  1 ol 
communication  and 
back  must  be  develop*  b®' 

tween  the  nongoverr^en- 

tal  medical  and  scielific 
communities  and  the  ga- 
latory  agency. 


T3 


tertisement 


One  of  a series 


iVIaker  " 

I of  . 

[edicine 


enry  W.  Gadsden, 
lian& Chief  Executive 
ler,  Merck  & Co.,  Inc. 


|iy  opinion,  it  is  the 
jsibility  of  all  physi- 
■fnd  medical  scientists 
whatever  steps  they 
I ire  desirable  in  a law- 
egulation-making 
:i;  that  can  have  far- 
ing impact  on  the 
e of  medicine.  Yet 
/events  in  the  recent 
idicate  that  this  is 
Ippening.  For  exam- 
is  apparent  from 
iifficacy  studies  that 
fj.S/NRC  panels  gave 
Consideration  to  the 
^:e  that  could  have 
lirovided  by  practic- 

Sysicians. 

e are  several  cu  rrent 
i.pments  that  should 
rise  the  concern  of 
/ting  physicians  about 
:lgulatory  affairs.  One 
ij)roliferation  of  mal- 
ice claims  and  litiga- 
. mother  is  the  effort 
cbrnment  to  establish 
dative  efficacy  of 
?!‘This  implies  that  if 
i|ician  prescribes  a 
tlher  than  the  “estab- 
??  drug  of  choice,  he 
' j accused  of  practic- 
j.Tiething  less  than 
t lass  medicine.  It 
• I come  perilously 
6’  federal  direction  of 
' iedicine  should  be 
clad. 

■>  der  to  minimize  this 
1 If  arbitrary  federal 
*<|,  a way  must  be 
/'do  give  practitioners 
h >ice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Reference  Committee  A.-  Mrs.  Doris  Rennet,  OMA  Staff;  M.  Roberts  Grover;  Frank  P.  Girod;  Carlos  K.  Kemper,  Chairman; 
Kenneth  G.  Sublette;  James  B.  Hampton;  and  Mr.  Hank  Crawford,  OMA  Staff. 


Reference  Committee  B.  — Miss  Skippie  Patterson  and  Mr.  Robert  L.  Dernedde  of  OMA  Staff;  Robert  T.  Childs;  Roger 
Bothwell,  Chairman;  Frederick  R.  Asbury;  Alvin  O.  Uhle;  and  Hugh  B.  Johnson. 


Reference  Committee  C.  — Robert  S.  Miller;  John  D.  O’Hollaren;  Duane  R.  McCarthy;  Lawrence  M.  Lowell,  Chairman; 
Robert  L.  Mueller,  Miss  Pat  Tobkin;  and  Mr.  James  A.  Kronenberg,  OMA  Staff. 


continued  from  page  406 

amendments  to  the  bylaws  to  shorten  terms  of  OMA 
Trustees  from  three  to  two  years;  and  to  expand  the 
size  of  the  Board  and  alter  its  mode  of  operation  so  as 
to  give  each  component  medical  society  improved  and 
more  effective  representation. 

Strongly  urged  the  AMA  to  include  modifiers  in 
the  3rd  Edition  of  "Current  Procedural  Terminology"; 
and  to  publish  this  third  edition  as  soon  as  possible. 

Directed  OMA  to  invite  the  attendance  of  appro- 
priate representatives  from  the  field  of  medical  admin- 
istration of  private  office  outpatient  practice  and 
hospital  administration  at  appropriate  meetings  of  the 


OMA;  and  encouraged  component  societies  to  develop 
similar  liaison  with  medical  administration  represent- 
atives in  their  own  communities. 

Directed  OMA  to  invite  the  attendance  of  appro- 
priate representatives  from  the  field  of  medical  admin- 
istration of  private  office  outpatient  practice  and 
hospital  administration  at  appropriate  meetings  of  the 
OMA;  and  encouraged  component  societies  to  develop 
similar  liaison  with  medical  administration  represent- 
atives in  their  own  communities. 

Encouraged  component  societies  to  submit  annu- 
ally to  the  president  of  OMA  the  names  of  new  mem- 


V 
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Charles  J.  Zerzan,  Jr.,  of  the  University  of  Oregon  Medical  School  addresses  the  Special  Reference  Committee.  Members  of 
the  Committee:  Mr.  Ted  Lawson  of  OMA  Staff;  Willis  Tipton;  Daniel  K.  Billmeyer;  Robert  L.  Hare,  Chairman;  Miss  Karen 
Ireland  (medical  student  member)  behind  Dr.  Zerzan;  Donald  L.  England;  and  Gene  V.  Bogaty. 


Daniel  K.  Billmeyer,  Alternate  Delegate  to  AMA,  addresses  Reference  Committee  B. 


bers  for  consideration  in  the  appointment  of  OMA 
committees. 

Adopted  a recommendation  to  have  OMA  discon- 
tinue the  practice  of  offering  exhibit  space  to  com- 
mercial enterprises  at  its  annual  meetings  after  1972, 
and  instructed  the  Executive  and  Annual  Session  Com- 
mittees to  offer  alternative  methods  of  funding  the 
annual  meeting  for  the  consideration  of  the  House  of 
Delegates  this  fall. 

Referred  a resolution  to  move  the  annual  meeting 
of  the  OMA  to  the  spring  of  the  year  for  study  regard- 
ing the  scheduling  and  financial  ramifications  of  such 
a move,  with  instructions  for  the  Annual  Session  and 
Executive  Committees  to  make  joint  recommenda- 
tions at  the  House  of  Delegates  meeting  this  fall. 

Did  not  adopt  a resolution  requiring  that  future 
closing  House  of  Delegates  sessions  not  be  held  on 
Sundays. 

While  disapproving  a resolution  to  disassociate 
OMA  from  the  Sommer  Lecture  Series,  the  House 
adopted  a resolution  urging  the  Lectureship  not  to 
hold  any  of  its  social  functions  at  establishments  that 
discriminate  against  sex,  race,  or  creed. 


Referred  to  a Medical  School  — Medical  Association 
Liaison  Committee  proposals  urging  the  Dean  to  ap- 
point practicing  physicians  on  the  UOMS  credentials 
and  curriculum  committees,  and  to  increase  the  oppor- 
tunity for  preceptorships  in  the  regular  curriculum  to 
all  classes,  but  particularly  the  first  year  class. 

Authorized  the  establishment  of  a non-profit  min- 
ority medical  student  scholarship  corporation,  to  re- 
cruit and  aid  students  of  minority  races  on  the  grade, 
high  school  and  college  level  in  presenting  credentials 
adequate  to  achieve  parity  with  other  applicants  to 
medical  school,  particularly  the  University  of  Oregon 
Medical  School. 

Directed  the  Medical  History  Committee  to  devote 
itself  primarily  to  production  of  a history  of  medicine 
in  Oregon  and  to  preparing  for  events  and  activities 
relating  to  the  1974  Centennial  observance  of  the 
Oregon  Medical  Association;  and  urged  the  submission 
of  information  which  might  be  helpful  in  preparing 
the  history  by  members  of  OMA. 

Directed  that  the  OMA  Delegation  to  AMA  present 
a resolution  to  request  national  specialty  accrediting 
bodies  to  consider  giving  up  to  one  month  of  academic 
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credit  to  residents  who  take  locum  tenens  experience 
in  the  office  of  a private  physician;  and  further  re- 
questing that  such  specialty  certifying  bodies  not 
place  limitations  that  would  exclude  any  type  of 
practice. 

Authorized  certain  changes  in  the  requirements  of 
the  Postgraduate  Education  Program  requirements  for 
physicians  whose  specialty  groups  have  not  developed 
their  own  requirements. 

Directed  changes  in  the  Postgraduate  Education 
Program  so  that  residency  or  other  long-term  intensive 
educational  experience  be  evaluated  for  credit  on  an 
individual  basis  according  to  length,  intensity  and 
quality. 

Did  not  approve  a measure  to  establish  uniform 
requirements  for  all  members  under  the  Postgraduate 
Education  Program;  or  a resolution  to  provide  credit 
for  service  at  a free  clinic  or  clinic  for  the  poor  or 
disadvantaged. 

Disapproved  a resolution  to  submit  the  compul- 
sory aspect  of  the  Postgraduate  Education  Program  to 
a referendum. 

Directed  the  DMA  staff  to  continue  to  compile  and 
maintain  an  up-to-date  calendar  of  local  and  regional 
medical  meetings  and  encourage  all  organizations 
scheduling  important  medical  meetings  in  Oregon  to 
clear  dates  with  the  OMA  in  order  to  avoid  conflicts. 
The  Council  on  Medical  Education  was  also  instructed 
to  look  critically  at  organizations  which  do  not  clear 
dates  with  OMA  regarding  their  applicability  for  credit 
under  the  OMA  Postgraduate  Education  Program. 


I 

I 

I 

The  House  endorsed  the  Student  American  Medi-  | 
cal  Association's  Medical  Education  and  Community  j 
Orientation  and  Stayton-Woodburn  Migrant  Health 
Clinics  Projects  in  the  State. 

Took  no  action  on  a proposal  to  request  the  Board 
of  Medical  Examiners  to  hold  monthly  or  bi-monthly 
licensure  meetings;  and  referred  a resolution  urging 
the  Board  to  discontinue  the  mandatory  personal  inter- 
view with  applicants  for  licensure  to  the  Executive  | 
Committee  for  study  in  consultation  with  the  Board. 

Approved  a series  of  bylaws  amendments  which  in-  ' 
eluded  giving  resident  and  intern  members  full  voting 
and  officehold  privileges  in  the  Association;  deleting 
the  Junior  members  classification  for  OMA  members 
in  practice  in  the  state  for  less  than  three  years;  and 
establishing  "Roberts'  Rules  of  Order"  as  final  parlia- 
mentary authority  in  all  Association  proceedings. 

Adopted  a resolution  commending  the  Oregon 
State  Association  of  Medical  Assistants  and  encourag- 
ing OMA  members  to  urge  their  medical  assistants  to 
join  the  state  and  national  organizations. 

Approved  a resolution  that  OMA  recognize  and  give 
its  endorsement  to  the  "Friends  of  Medicine,"  and  its 
objectives  and  goals  as  an  independent  organization 
dedicated  to  assisting  physicians  and  allies  to  the  med- 
ical profession  who  are  in  some  sort  of  distress  and 
appear  to  need  assistance. 

Authorized  the  Association  to  poll  the  membership 
outside  the  Metropolitan  Portland  area  to  determine 
their  interest  in  receiving  a statewide  photo  roster. 


Medical  Board  Licenses  54  Doctors 


At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held  on 
April  13,  14  and  15,  1972,  Carl  R.  Kostol  of  Baker 
was  re-elected  as  chairman;  Harry  E.  Sprang  of  Port- 
land was  re-elected  as  vice-chairman; and  Raymond  M. 
Reichle,  Portland,  was  re-elected  secretary-treasurer. 

Raymond  M.  Reichle  announced  that  the  following 
doctors  are  licensed  to  practice  medicine  in  Oregon: 
Patricia  Ann  De  Young,  M.D.;  George  Franklin 
Donahower,  M.D.;  Thomas  Lehman  Gritzka,  M.D.; 
Raymond  Nelson  Hoppins,  M.D.;  Michael  Kwok  Choi 
Kan,  M.D.;  John  Mark  Molendyk,  M.D.;  David  Long 
Perry,  Jr.,  M.D.;  Kelsey  Carl  Peterson,  Jr.,  M.D.; 
Richard  Joseph  Petersen,  M.D.;  William  John  Sem- 
mens,  M.D.;  Richard  Lee  Shepherd,  M.D.;  Robert 
Daniel  Simmons,  M.D.;  Frank  Ephraim  Thomas,  M.D.; 
and  John  Douglas  Werschkul,  M.D.,  all  of  Portland. 

Curtis  Dale  Adams,  M.D.,  U.S.  Navy;  David  Larry 
Adams,  M.D.,  Spokane;  Phillip  Ault  Ballard,  Jr.,  M.D.; 
U.S.  Navy;  Roger  Peterick  Bernard,  M.D.,  Medford; 
Robert  William  Bomengen,  M.D.,  Salt  Lake  City,  Utah; 
Carl  Laeton  Boschult,  M.D.,  Omaha,  Nebraska;  Fredric 
Willis  Davis,  M.D.,  Eugene;  John  McHenry  Davis,  M.D., 


Corvallis;  John  Charles  Day,  M.D.,  Boise,  Idaho; 
Robert  Lawrence  Detje,  M.D.,  U.S.  Air  Force;  James 
Cottrell  Durham,  M.D.,  Orange,  California;  Helen 
June  Emmons,  M.D.,  Vancouver,  B.C.;  Ralph  Delma 
Gustin,  M.D.,  Medford;  Edward  Paul  Gutowski,  M.D., 
U.S.  Public  Health  Service;  Richard  Joseph  Hebert, 
M.D.,  Medford;  Douglas  Howard  Hildreth,  M.D.,  U.S. 
Navy;  Wilbur  Lawrence  Holley,  M.D.,  Salem.;  Bruce 
Everett  Johnson,  M.D.,  Ashland;  Winston  Gilbert 
Jones,  M.D.,  Los  Angeles,  California;  Ralph  Lew,  M.D., 
Aberdeen,  Washington;  Wageeh  Edward  Louka,  M.D., 
Baltimore,  Maryland;  Robert  Dennis  McIntyre,  M.D., 
Seattle,  Washington;  Thomas  Charles  McLaughlin, 
M.D.,  Eugene;  Charles  Clark  Morris,  M.D.,  Tacoma, 
Washington;  John  Clark  Nelson,  M.D.,  U.S.  Army; 
Earl  Harrison  Parrish,  M.D.,  Medford;  Richard  Edmond 
Pelosi,  M.D.,  Paterson,  New  Jersey;  George  Platt 
Potter,  M.D.,  Coos  Bay;  Ben  Prins,  M.D.,  Fresno, 
California;  John  Rodney  Ream,  Jr.,  M.D.,  Boston, 
Massachusetts;  Philip  Breckinridge  Stoddard,  M.D., 
Batavia,  New  York;  Allen  Jan  Thomashefsky,  M.D., 
U.S.  Public  Health  Service;  Douglas  Andrew  Thomp- 

continued  on  page  424 
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WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 


PRESIDENT 

Peter  T.  Brooks,  M.D.,  Walla  Walla 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


OFFICIAL  PUBLICATION 

PROPOSED  AMENDMENT  TO  ARTICLE  V,  SECTION  1 
OF  THE  CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

ARTICLE  V - OFFICERS 

Section  1.  Officers  Listed.  The  officers  of  this  Association  shall  be  the  President,  President- 
Elect,  Immediate  Past  President,  Vice  President,  Speaker  of  the  House  of  Delegates,  Secretary- 
Treasurer,  Assistant  Secretary-Treasurer,  Chairman  of  the  Finance  Committee.  AMA  Delegates, 
and  eighteen  (18)  elected  Trustees, (and  continue) 

Article  XII  states:  This  Constitution  may  be  amended  in  whole  or  in  part  at  any  annual  session  by  a two-thirds  vote  of  all 
delegates  present  and  voting  provided  that  prior  to  that  time  the  amendment  (a)  has  been  presented  in  writing  at  an  open  meeting 
of  the  House  of  Delegates  at  the  previous  annual  session,  and  (b)  thereafter  has  been  published  during  the  ensuing  year  in  at  least 
two  issues  of  the  Association’s  official  journal. 

Material  underlined  is  to  be  added  if  the  proposal  is  adopted. 


Bonica  Honored  in  Europe 


John  Bonica  received  two  gold  medals  and  an  hon- 
orary degree  during  a four-week  trip  in  Europe  during 
March  and  April.  He  also  participated  in  an  interna- 
tional symposium  on  pain,  in  Florence,  and  presented 
lectures  as  a visiting  professor  at  Westminster  Post- 
graduate Medical  School  in  London. 

On  March  29  he  received  the  Gold  Medal  of  the 
City  of  Paris  for  contributions  to  obstetric  anesthesia. 
The  Gold  Medal  of  the  German  Medical  Society  was 
presented  to  Dr.  Bonica  at  the  University  of  Mainz, 
April  6.  He  is  the  first  American  to  have  received  the 
degree  of  Honorem  Causa  from  the  University  of 


JOHN  BONICA,  M.D. 


continued  on  page  416 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  recanstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  acti/e  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeoe  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeoe  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  practitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeoe. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®I972  The  Upiohn  Company 


Warnings:  Antibiotics  used  to  treat  ganorrhea  may  mask  ' 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  > 
carefully  examined  and  monthly  serological  follow-up  for  t 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphili  s 
suspected. 

Sofety  for  use  in  infants,  children  and  pregnant  women  has  'I 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  vi 
atopic  individuals.  Clinical  effectiveness  should  be  monitorec) 
detect  evidence  of  development  of  resistance  of  N.gonorrhoa- 

Adverse  reactions:  The  following  reactions  were  obser  d 
during  the  single-dose  clinical  trials:  soreness  at  the  injection 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  nor^l 
human  volunteers,  the  following  were  noted:  a decrease  in  he')- 


liobkin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  beclosely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

Data  compiled  from  reports  of  14  investigators.  **Diognosis  was  confirmed  by  cultural  identiticotion  of  N.  gonorrhoeoe  on  Thoyer- 
Martin  medio  in  oil  patients.  Criteria  for  cure;  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 


globin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
ine  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

dosage  and  administration:  Keep  at  25°C  and  use  within 
M hours  after  reconstitution  with  diluent. 

Vlo/e— single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
jonorrheal  proctitis  and  patients  being  re-treated  after  failure 
pf  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
/olent,  initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
s)referred. 

emo/e— single  4 gram  dase  (10  ml)  intramuscularly. 

Tow  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 

k 


safic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peok  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  MED-B-1-S  (LWB) 


Lpjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Siena,  the  second  oldest  university  in  Italy.  It  was 
awarded  April  20,  in  recognition  of  many  contribu- 
tions to  Italian  medicine.  Dr.  Bonica’s  work  is  widely 


recognized  in  Italy  since  two  of  his  books.  The  Man- 
agement of  Pain,  ^ndPrinciples  and  Practice  of  Obstet- 
ric Analgesia  and  Anesthesia,  have  been  translated  and 
published  in  Italian. 


n 


Researcher  to  Receive  Award 


Arno  Motulsky,  head  of  the  Division  of  Medical 
Genetics,  University  of  Washington  School  of  Medi- 
cine, has  been  chosen  to  receive  the  Dr.  Martin  Luther 
King,  Jr.,  Medical  Achievement  Award,  in  recognition 
of  his  24  years  of  study  of  sickle  cell  anemia,  abnormal 
hemoglobins,  and  genetics. 

The  award  will  be  presented  this  month  in  Phila- 
delphia at  the  first  annual  Race  for  Life  Sickle  Cell 
Anemia  Banquet,  sponsored  by  the  Southern  Christian 
Leadership  Conference. 


ARNO  MOTULSKY,  M.D. 


STATE  TREASURY 

EXPENDITURE- 

(In  Millions) 

-GROWTH 

1961-73 

1961-63 

Biennium 

1963-65 

Biennium 

1965-67 

Biennium 

1967-69 

Biennium 

1969-71 

Biennium 

1971-73* 

Biennium 

% 

Increase 

$1,611.2 

$1,795.0 

$2,146.7 

Total  Expenditures 
$3,277.4 

$3,841.2 

$4,416.1 

174 

25.2 

24.8 

32.1 

General  Government 
65.6 

113.9 

141.7 

464 

68.8 

73.9 

83.5 

Bond  Debt  Service 
98.2 

128.2 

153.5 

125 

233.8 

250.9 

267.6 

Public  Welfare 
331.4 

577.3 

740.1 

217 

44.8 

45.6 

National  Resources  - Recreation 
53.8  83.5  120.7 

178.4 

304 

700.8 

793.7 

959.4 

All-Education 

1,487.5 

1,779.3 

1,799.7 

154 

476.5 

515.1 

584.8 

Public  Schools 
874.7 

888.1 

886.6 

86 

* Estimates  based  on  appropriation  levels  for  1971-73  biennium 

Washington  State  Population 

(U.S.  Census)  1960  - 2,853,214  1970  - 3,409, 169  Increase  - 1972% 


Submitted  by  Vick  Gould.  Source:  Washington  Research  Council 
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IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


Officers  a 

President  George  W.  Warner,  Twin  Falls,  held  a 
meeting  of  the  Officers  and  Councilors,  May  5-6, 
1972,  in  association  offices  in  Boise.  Attending  the 
session  in  addition  to  Dr.  Warner  were  President-Elect 
John  E.  Comstock,  Pocatello;  Past-President  William 
R.  Tregoning,  Boise;  Secretary-Treasurer  J.  Gordon 
Daines,  Boise;  Councilor,  District  No.  1,  E.R.W.  Fox, 

Self-Evaluation  Test 

A Self-Evaluation  Examination  for  Physicians  is 
now  available  to  members  through  the  Idaho  Medical 
Association. 

Use  of  the  examination  was  encouraged  on  a volun- 
tary basis  by  the  Fourth  Interim  Session  of  the  House 
of  Delegates,  in  Twin  Falls,  February  4-5,  1972. 

The  examination,  prepared  by  the  Philadelphia 
County  Medical  Society,  is  designed  to  reveal  to  the 
individual  physician  his  areas  of  strength,  and  areas 
where  he  can  best  invest  his  reading  and  study  time. 

It  covers  the  fields  of  diagnosis,  differential  diagno- 
sis, therapy,  preventive  medicine  and  industrial  prob- 
lems. It  has  been  studied  by  a number  of  Idaho  phy- 
sicians and  has  been  termed  an  excellent  multidisci- 


nd  Councilors 

Coeur  d’Alene;  Councilor,  District  No.  2,  R.  George 
Wolff,  Caldwell;  Councilor,  District  No.  3,  R.  G. 
Neher,  Shoshone;  Councilor,  District  No.  4,  Ronald  K. 
Lechelt,  Idaho  Falls;  AMA  delegate  Donald  K.  Worden, 
Lewiston;  AMA  alternate  delegate  A.  Curtis  Jones, 
Boise;  and  House  of  Delegates  Speaker  James  R. 
Kircher,  Burley. 

Prepared  for  Physicians 

plinary  review  and  test.  It  will  present  the  specialist 
with  an  opportunity  to  check  his  awareness  of  devel- 
opments in  the  other  branches  of  medicine. 

Containing  300  multiple  choice  questions,  the  ex- 
amination requires  approximately  eight  hours  to  com- 
plete, not  necessarily  at  one  sitting.  It  can  be  taken 
either  as  an  open  or  closed  book  test.  An  answer 
sheet  is  provided  so  the  person  taking  the  test  can 
grade  his  own  effort. 

The  Self-Evaluation  Examination  for  Physicians  is 
available  to  members  at  a cost  of  $10.  Please  complete 
and  return  the  form  below. 

Idaho  news  continued  on  page  423 


Idaho  Medical  Association 
407  West  Bannock 
Boise,  Idaho  83702 

Gentlemen: 

Find  enclosed  my  check  for $10.00  (member) $17.50  (non-member).  Please  send  a copy 

of  the  Self-Evaluation  Examination. 


NAME 

ADDRESS 


(Please  Print) 


ZIP 
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Compiled  by  Washington/Alaska 

Regional  Medial 

SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR  II 

TRAUMA  DAY:  MULTIPLY 
INJURED  ORTHOPEDIC 
PATIENT 

To  be  announced 

Sacred  Heart  Hospital 
Eugene,  Oregon 

Sacred  Heart  Hospital 

Physicians  and  n J 

ADVANCES  IN 
MEDICINE 

Faculty  of  Medicine,  Department  of 
Medicine,  The  Univeraty  of  British 
Columbia 

Departments  of  Medicine,  The 
Vancouver  General  Hospital,  and 
Faculty  of  Medicine,  The  Univer- 
sity of  British  Columbia 

P.  A.  Woodward  Instructional 
Resources  Centre,  The  University 
of  British  Columbia 

Internists 

1 

1 

SELECTED  TOPICS  IN 
GASTROENTEROLOGY 

Martin  Gelfand,  MJD.,  and  Richard  F. 
Jones,  M.D.,  Co-Chairman 

Division  of  Continuing  Medical 
Education,  Virginia  Mason 
Medical  Center,  Seattle 

The  Mason  Clinic 
1118  9th  Avenue,  Seattle 

Physicians 

f 

INSTITUTE  ON  INFECTION 
CONTROL  DAYS  I AND  II 

Mary  Murphy,  Nurse  Epidemiologist, 
Oregon  State  Health  Division 
Hortensia  Dalrymple,  Hospital  Nurse 
Consultant,  Maternal  and  Child  Health 
Section,  Oregon  State  Health  Division 

Oregon  Association  of  Hospitals; 
Oregon  Regional  Medical  Program 

National  Guard  Armory 
La  Grande,  Oregon 

1 

Health  care  faci  ^ 
personnel 

UNDERSTANDING  AND 
BEING  UNDERSTOOD:  A 
COMMUNICATIONS 
WORKSHOP 

T.  A.  Hart,  Instructor 

Mt.  Hood  Community  College 

Oregon  Association  of  Hospitals; 
Oregon  Regional  Medical  Program 

Pacific  Communities  Hospital 
Newport,  Oregon 

Health  care  faci  > 
personnel 

SAFE  USE  OF  ELECTRONIC 
DEVICES  IN  PATIENT  CARE 

George  I.  Johnston,  Director  of 
Research  Instrument  Services  and 
Safety  Officer,  and 

Robert  L.  Morris,  Assistant  Director  of 
Research  Instrument  Services  and  Safety 
Officer,  both  of  the  University  of 
Oregon  Medical  School 

Oregon  Association  of  Hospitals; 
Oregon  Regional  Medical  Program 

Sacred  Heart  Hospital 
Eugene,  Oregon 

Health  care  faci 
personnel 

MECHANISMS  AND 
THERAPY  OF  ARRYTHMIAS 

M.  Leo  Hughes,  M.D.,  Program  Director; 
Harold  T.  Dodge,  M J).,  and  Robin  M. 
Johnston,  M.D.,  Co-Directors,  all  of 
Seattle 

American  College  of  Cardiology; 
University  of  Washington  School 
of  Medicine 

Auditorium,  Health  Sciences 
Building,  University  of 
Washington,  Seattle 

Physicians 

J 

PROBLEM  ORIENTED 
MEDICAL  RECORDS: 
WHERE  IT’S  AT  RIGHT  NOW 

Larry  Weed,  M.D.,  Professor  of  Medicine, 
University  of  Vermont 

Nursing  Auditorium 
Good  Samaritan  Hospital 
Portland,  Oregon 

Good  Samaritan  Hospital 
Portland,  Oregon 

Physicians,  med ; 
records  librariai 
medical  studeni 

CARDIO-PULMONARY 

DISEASE 

Team  panel  provided  by  the  American 
Academy  of  Osteopathy:  A.  Hollis 
Wolf,  D.O.,  F.A.A.O.,  and  Lyle  Graham, 
D.O.,  both  of  Colorado  Springs;  Walter 
H.  Watts,  D.O.,  Security,  Colorado 

Washington  Osteopathic  Medical 
Association 

Washington  Plaza  Hotel 
Seattle 

Physicians  and  • ^ 
health  professic  s 

INSTITUTE  ON  BODY 
MECHANICS  AND  SAFETY 
FACTORS  IN  LIFTING 

Margaret  M,  Prior,  RPT,  Physical  Therapy 
Consultant,  Chronic  Disease  Section, 
Oregon  State  Health  Division 

Oregon  Association  of  Hospitals; 
Oregon  Regional  Medical  Program 

Central  Oregon  District  Hospital 
Redmond,  Oregon 

Health  care  fact 
personnel 

HYPERTENSION 

James  C.  Hunt,  M.D.,  Professor  of 
Medicine,  Mayo  Graduate  School  of 
Medicine,  University  of  Minnesota, 
Rochester 

Sacred  Heart  Hospital 
Eugene,  Oregon 

Sacred  Heart  Hospital 
Eugene,  Oregon 

Physicians 

POSTGRADUATE  Practicing  physicians 

PRECEPTORSHIPS: 

INDIVIDUALIZED  REFRESHER 
COURSES  ARE  ARRANGED 
IN  MOST  MEDICAL  SPECIALTIES 


Physicians 
WAFP  credit: 
35  hours  per  5-f 

Washington  School  of  Medicine; 

Washington  State  Medical  Association 


Washington/Alaska  Regional  Medical  Hospitals  in  Seattle,  Spokane, 
Program;  Division  of  Continuing  Tacoma  and  Yakima 
Medical  Education,  University  of 
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)ICAL  EDUCATION 

Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


■NROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

One  day 

May  26  - 

Session;  9 a.m.  - 3:30  p.m. 

No  fee 

Mrs.  Marian  Holbrock,  Sacred  Heart  Hospital, 
Eugene,  Oregon  (503)  686-6862 

135 

Two  days 

June  1,  2 - 

Sessions:  9 a.m.  - 5 p.m. 

*55 

Preregistration  essential.  Write  or  telephone: 
Division  of  Continuing  Education  in  the 
Health  Sciences,  P.  A.  Woodward  Instructional 
Resources  Centre,  The  University  of  British 
Columbia,  Vancouver  8,  Canada 
(604)  228-2626 

60 

One  and  one-half 
days 

June  2,  3 - 
June  2 - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
June  3 - 

Session:  9 a.m.  - 12  noon 

*35 

Preregistration  requested.  Contact  Kenneth  R. 
Wilske,  M.D.,  Division  of  Continuing  Medical 
Education,  Virginia  Mason  Medical  Center, 
1111  Terry  Avenue,  Seattle  98101.  (206) 

MA  3-3700,  extension  470  or  343 

Two  days 

June  8,  22  - 

Sessions:  9 a.m.  - 4:30  p.m. 

S5  per  day 

Oregon  Association  of  Hospitals 
(503)  228-5608 

One  day 

June  13- 

Session:  9:30  a.m.  - 4 p.m. 

*5 

Oregon  Association  of  Hospitals 
(503)  228-5608 

One  day 

June  15  - 

Session:  9:30  a.m.  - 4 p.m. 

*5 

Oregon  Association  of  Hospitals 
(503)  228-5608 

No  limit 

One  and  one-half 
days 

June  16,  17- 
June 16  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
June  17  - 

Session:  9 a.m.  - 12  noon 

Members  of  American 
College  of  Cardiology: 
$70 

Others:  $90 

Preregistration  requested.  Apply  to  Miss 
Mary  Anne  Mclnerny,  Director,  Department 
of  Continuing  Education  Programs, 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 

Limited 

One-half  day 

June  19 

*5 

Director  of  Medical  Education,  Good 
Samaritan  Hospital,  1015  NW  22nd  Avenue, 
Portland,  Oregon  (503)  229-7137 

No  limit 

Two  days 

June  19-21- 
June 19  - 

Registration:  8 a.m.  - 3 p.m. 
Session:  9 a.m.  - 3 p.m. 

June  20  - 

Session:  2 p.m.  - 3:45  p.m. 
June  21  - 

Session:  9 a.m.  - 11:45  a.m. 

$55 

Ladies  Program:  $35 
Fee  includes  meals 
for  the  convention 
program 

Preregistration  requested.  Contact  Warren 
Lawless,  Convention  Business  Manager, 
4210  SW  Oregon  Street,  Seattle  98116 
(206)  WE  7-5550 

June  20  - 

Session:  9:30  a.m.  - 4 p.m. 

*5 

Oregon  Association  of  Hospitals 
(503)  228-5608 

One  day 

June  29,  30- 

Sessions:  9 a.m.  - 12  noon 

No  fee 

Sacred  Heart  Hospital  (503)  686-6862 

To  be  individually 
arranged 

To  be  individually  arranged 

No  fee 

Postgraduate  Preceptorship  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105  (206)  543-8525 
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DBI®  ptaenformiii  HCI 
tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoglycemia.  i 

tVarnings:  Use  during  pregnancy  is  to 
Precautions:  1.  Starvation  Ketosis:  This  jj 
differentiated  from  “insulin  lack”  ketosip 
characterized  by  ketonuria  which,  in  spipf 
tively  normal  blood  and  urine  sugar,  m:  e 
from  excessive  phenformin  therapy,  excig 
insulin  reduction,  or  insufficient  carboh;> 
drate  intake.  Adjust  insulin  dosage,  low^M 
formin  dosage,  or  supply  carbohydrates!^ 
alleviate  this  state.  Do  not  give  insulin 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  reco^ 


Why  go  to  the  isle 


( 


Let’s  say  you’ve  decided  that  diet  alone  won’t 
work  in  your  adult-onset,  nonketotic  diabetic. 


Both  lower  blood  sugar.  But  here’s  why  IW-j 

i,  mHi 


You’re  considering  oral  therapy  for  a new 
patient.  DBI-TD  or  a sulfonylurea.  Which? 


which  is  not  a sulfonylurea,  irpi 
important  to  the  dieting  diabt'd 


Sulfonylureas  promote  release  of  insulirj 


Insulin  is  lipogenic  and  helps  transport  Kt\ 
into  adipose  tissue. 


• Overweight  patients  frequently  have  nois* 

or  high  levels  of  endogenous  jBi 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  op 
the  pancreas. 


Usual  dosage:  one  50-mg.  ca.ui 
with  breakfast  may  be  effect! 
second  capsule  may  be  given  itl 
the  evening  meal. 


DBI-TD*  Geisj 

phenformin  HCI 


le  presence  of  azotemia  or  in  any  clinical 
ition  that  predisposes  to  sustained  hypoten- 
that  could  lead  to  lactic  acidosis.  To 
rentiate  lactic  acidosis  from  ketoacidosis, 
Ddic  determinations  of  ketones  in  the  blood 
urine  should  be  made  in  diabetics  previously 
ilized  on  phenformin,  or  phenformin  and 
lin,  who  have  become  unstable.  If  electrolyte 
dance  is  suspected,  periodic  determinations 
lid  also  be  made  of  electrolytes,  pH,  and  the 
ite-pyruvate  ratio.  The  drug  should  be  with- 
m and  insulin,  when  required,  and  other 
ective  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


)f  Langerhans  ? 

500/i  1000m 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


i 
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'‘Sorry,  Sire,  but 
'DicarhosiV  hasn't 
been  invented  yet." 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


BOOKS 

RECEIVED;  The  following  books  have  been  received. 
Publication  of  this  acknowledgement  is  to  be  consid- 
ered adequate  return  to  the  sender.  Selected  titles  will 
be  reviewed  as  space  permits. 

Computers  in  Electrocardiography.  By  Josef  Wartak,  M.D., 
B.  Sc.,  Research  Cardiologist,  Queen’s  University,  Kingston, 
Ontario,  Canada.  Formerly,  Chief  Diagnostic  Methods  Labor- 
atory, Polish  Academy  of  Sciences.  250  pp.  Illustrated.  Price 
S19.50.  Charles  C Thomas,  Springfield,  111.  1970. 

The  Right  to  Live.  By  Rev.  Ronald  D.  Damerow.  174  pp.  Price 
$4.95.  Vantage  Press,  Inc.,  New  York  10001.  1971. 

An  Introduction  to  Neurosurgery.  Ed  2.  By  W.  Bryan  Jennett, 
M.D.,  F.R.C.S.,  Professor  of  Neurosurgery,  The  Institute  of 
Neurological  Sciences,  Glasgow  and  The  University  of  Glasgow. 
365  pp.  Price  $13.50.  The  C.  V.  Mosby  Company,  St.  Louis 
1970. 

Biological  Rhythms  in  Human  and  Animal  Physiology.  By 
Gay  Gaer  Luce.  183  pp.  Price  $2.50.  Dover  Publications,  New 
York.  1971.  (Paperback). 


Complications  of  Anesthesia.  Compiled  and  edited  by 
Lawrence  J.  Saidman,  M.D.,  Assistant  Professor,  Department 
of  Anesthesiology,  University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami,  Florida;  and  Frank  Moya, 
University  of  Miami  School  of  Medicine,  Jackson  Memorial 
Hospital,  Miami,  Florida;  with  a F oreword  by  J ohn  J.  Bonica, 
M.D.,  Professor  and  Chairman,  Department  of  Anesthesiology, 
University  of  Washington  School  of  Medicine,  Seattle,  Wash- 
ington. 298  pp.  Price  $12.75.  Charles  C Thomas,  Springfield, 
lU.  1970. 

Drugs  in  Current  Use  and  New  Drugs,  1971.  Edited  by  Walter 
Modell,  M.D.,  F.A.C.P.,  Professor,  Clinical  Pharmacology, 
Cornell  University  Medical  College.  173  pp.  Price  $3.75. 
Springer  Publishing  Company,  Inc.,  New  York.  1971. 

Surgical  Anatomy.  Two-volume  set.  Ed  5.  By  Barry  J.  Anson, 
M.A.,  Ph.D.  (.Med. Sc.)  Robert  Laughlin  Rea,  Professor  Emeri- 
tus of  Anatomy,  Northwestern  University  Medical  School, 
Chicago;  Research  Professor,  Department  of  Otolaryngology 
and  Maxillofacial  Surgery,  The  University  of  Iowa,  Iowa  City; 
Honor  List,  Passavant  Memorial  Hospital,  Chicago;  and  Chester 
B.  McVay,  Ph.D.,  M.D.,  F.A.C.S.,  Clinical  Professor  of  Surgery 
and  Associate  Professor  of  Anatomy,  University  of  South 
Dakota  School  of  Medicine;  Chief  of  Surgery,  Y ankton  Clinic 
and  Sacred  Heart  Hospital,  Yankton,  South  Dakota.  1282  pp. 
Price  $45.  W.  B.  Saunders  Company,  Philadelphia,  Pa.  1971. 

Selective  Bibliography  of  Orthopaedic  Surgery.  Ed  2.  By  The 
American  Academy  of  Orthopaedic  Surgeons,  J.  P.  Ahstrom, 
Jr.,  M.D.,  Chairman,  M.  B.  Coventry,  M.D.,  J.  T.  Hayes,  M.D., 
T.O.Shindler,M.D.,A.H.Stein,Jr.,M.D.  114pp.  Price  $7.25. 
The  C.  V.  Mosby  Company,  St.  Louis  1970. 

Current  Diagnosis  & Treatment.  By  Marcus  A.  Krupp,  M.D., 
Clinical  Professor  of  Medicine,  Stanford  University  School  of 
Medicine  (Palo  Alto);  Director  of  Research,  Palo  Alto  Medical 
Research  Foundation;  Director  of  Laboratories,  Palo  Alto 
Medical  Clinic;  Milton  J.  Chatton,  M.D.,  Clinical  Associate 
Professor  of  Medicine,  Stanford  University  School  ofMedicine 
(Palo  Alto);  Senior  Attending  Physician,  Santa  Clara  Valley 
Medical  Center  (San  Jose);  Research  Associate,  Palo  Alto 
Medical  Research  Foundation  (Palo  Alto);  and  Associate 
Authors.  962  pp.  Price  $11.  Lange  Medical  Publications,  Los 
Altos,  California.  1972. 

For  Patient’s  Sake.  By  Mildred  I.  Moe,  R.N.,  B.S.,  Nurse  Con- 
sultant, Minneapolis  Health  Department,  Minneapolis,  Minne- 
sota 55403.  1972.  (Paperback). 

A Decade  of  Progress:  The  United  States  Army  Medical 

Department,  1959-1969.  Prepared  and  published  under  the 
direction  of  Lieutenant  General  Hal  B.  Jennings,  Jr.,  The  Sur- 
geon General,  United  States  Army;  Editor-in-Chief,  Colonel 
William  S.  Mullins,  MSC,  USA  and  Rose  C.  Engelman,  Ph.D., 
Editor  for  A Decade  of  Progress.  214  pp.  Price  $2.25.  Office 
of  the  Surgeon  General,  Department  of  the  Army,  Washington, 
D.C.  1971. 


Correction 

Charles  H.  Jones,  M.D.,  author  of  A Systems  Ap- 
proach to  Psychiatric  Utilization  Review,  published  in 
the  April  issue  of  NORTHWEST  MEDICINE,  is  no 
longer  in  Washington,  D.C.  He  is  now  president  of 
Medical  Innovations,  Inc.,  Route  1,  Box  98,  Bow, 
Washington  98232. 
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Idaho  news  continued  from  page  417 


Long  Legislative  Session  Ends 


The  Second  Session  of  the  41st  Idaho  Legislature 
has  passed  into  history  with  the  Senate  and  the  House 
adjourning  late  Saturday,  March  25,  1972,  the  76th 
Legislative  Day.  Evaluations  vary  considerably;  how- 
ever there  appears  to  be  agreement  that  the  session 
lasted  too  long. 

John  A.  Edwards,  Council,  representing  District 
9A  in  the  House,  earned  praise  for  his  work  as  chair- 
man of  the  House  Revenue  and  Taxation  Subcommit- 
tee which  drafted  legislation  to  increase  state  financ- 
ing of  public  schools.  Said  one  observer:  “He  is  a 
calm,  graceful  individual  who  gets  the  job  done.  Idaho 
education  owes  him  much.” 

The  Idaho  Medical  Association  shared  in  plaudits 
for  operation  of  the  Legislative  Dispensary,  with  ap- 
preciation and  gratitude  expressed  in  Senate  Concur- 
rent Resolution  No.  134.  In  addition  to  his  legislative 
chores.  Dr.  Edwards  tended  to  the  medical  needs  of 
his  fellow  lawmakers. 

Late  in  the  session,  the  Legislature  approved  House 


Bill  610,  creating  a Department  of  Environmental 
Protection  and  Health  from  the  present  Department 
of  Health,  with  the  administrator  to  be  appointed  by 
the  Governor,  rather  than  by  the  Board  of  Health. 
Governor  Cecil  D.  Andrus  had  not  designated  a person 
to  fill  this  position  as  this  News  Letter  was  being 
written. 

Volunteers  of  the  Ada  County  Medical  Society 
Auxiliary  staffed  the  Legislative  Dispensary  during 
the  long  session. 

Mrs.  David  K.  Merrick  was  in  charge  of  arrange- 
ments, and  was  assisted  by  Mrs.  Alfred  M.  Stone,  Mrs. 
J.  Gordon  Daines,  Mrs.  H.  L.  Newcombe,  Mrs.  Law- 
rence L.  Knight,  Mrs.  David  M.  Barton,  Mrs.  Robert 
H.  Morrell,  Mrs.  George  B.  Pfoertner,  and  Mrs.  Mary 
Thurston,  all  of  Boise. 

The  generosity  of  these  women  in  helping  to  make 
the  dispensary  a success  is  deeply  appreciated,  and 
the  value  of  their  contribution  of  time  and  work 
gratefully  acknowledged. 


Meetings 


Chairman  John  A.  Edwards,  Council,  called  a meet- 
ing of  the  Professional  Assistants  Development  Com- 
mittee April  14,  1972  in  the  association’s  offices  in 
Boise.  Other  members  of  the  committee  are  Fred  O. 
Graeber,  Secretary,  Boise;  James  R.  Kircher,  Burley; 
Fred  E.  Marienau,  Sandpoint;  and  Zach  A.  Johnson, 
Salmon. 

A meeting  of  the  association’s  Special  Insurance 
Committee  was  held  May  12,  1972  in  the  association 
offices,  Boise.  It  was  called  by  Chairman  Verne  J. 
Reynolds,  Boise.  Other  members  of  the  committee 
are  Allen  M.  Cochrane,  Lewiston;  Gerald  N.  Hecker, 
Boise;  William  H.  Woodson,  Twin  Falls;  Charles  R. 
Boge,  Idaho  Falls;  Donald  D.  Price,  Caldwell;  Robert 
D.  Jenkins,  Boise;  I.M.A.  President  George  W.  Warner, 
Twin  Falls;  and  Executive  Director  Mr.  Armand  L. 
Bird. 

Chairman  Russell  Tigert,  Jr.,  Soda  Springs,  held  a 
meeting  of  the  Industrial  Medical  Committee  at  the 
Boise  Hotel,  Boise,  May  12-13,  1972.  The  committee, 
which  is  working  toward  adoption  of  a relative  value 
schedule,  met  with  representatives  of  insurance  car- 
riers. Other  members  of  the  committee  are  David  W. 
Heusinkveld,  Lewiston;  Claude  W.  Barrick,  Boise; 
Donald  R.  Bjornson,  Idaho  Falls;  and  Richard  P. 
Sutton,  Burley. 

James  C.  F.  Chapman,  Boise,  Chairman,  has  called 
a meeting  of  the  Maternal  and  Child  Care  Committee 
for  May  20,  1972  at  the  association  offices  in  Boise. 
Other  members  of  the  committee  are  Philip  N.  Leavitt, 
Idaho  Falls;  Wallace  H.  Pierce,  Lewiston;  Bernard  I. 
Copple,  Boise;  and  Sydney  A.  Horrocks,  Pocatello. 


Ninety-two  physicians  registered  for  the  annual 
Winter  Clinics  at  McCall  sponsored  by  the  Ada  County 
and  Southwestern  Idaho  District  Medical  Societies, 
March  3-5,  1972.  An  outstanding  program  was  ar- 
ranged by  Jude  N.  Werth,  Boise.  The  opening 
address  for  the  conference  was  delivered  by  John  E. 
Comstock,  Pocatello,  president-elect  of  the  Idaho 
Medical  Association. 

Dates  for  next  year’s  session  will  be  March  2-4, 
1973. 

Quentin  L.  Quickstad,  Boise,  President,  reported 
that  the  Boise  Valley  Chapter  of  the  American  Col- 
lege of  Surgeons  held  its  spring  scientific  meeting 
Saturday,  May  6,  1972  at  the  new  St.  Alphonsus 
Hospital  Auditorium.  Featured  speaker  was  Carl  P. 
Schlicke,  Spokane,  president  of  the  Western  Surgical 
Association. 

New  officers  were  elected  at  the  winter  meeting  of 
the  Skyline  Medical  Association  (January  26-29)  at 
Ketchum.  They  are  Virgil  R.  Condon,  Salt  Lake  City, 
President;  Ben  E.  Katz,  Twin  Falls,  President-Elect; 
Jack  R.  Carey,  Idaho  Falls,  Secretary-Treasurer.  Exec- 
utive Committee  members  are  T.  S.  Roberts,  Salt  Lake 
City,  and  G.  Curtis  Waid,  Idaho  Falls. 

Board  of  Medicine  Section 

Temporary  licenses  were  granted  to  the  following 
physicians  during  March:  Boyd  J.  Hale,  M.D.,  Preston. 
Graduate,  Far  Eastern  University,  Manila,  Philippines, 
December  2,  1970.  Internship,  McKay-Dee  Hospital 

continued  on  page  424 
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Gantrisin^  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


INVESTORS  GUIDELINES 

Monthly  publication  with  TAX  SAVING  ideas, 
INVESTMENT  ideas,  information  on  realty 
trusts,  TAX  SHELTER,  realty  SYNDICATION, 
partnerships,  items  everyone  interested  in  real 
estate  should  know,  including  its  effect  on  the 
STOCK  market. 


Free  CONSUL  TING 
and  REFERRAL  service 
with  subscription 


For  THREE  sample  issues 
and  details,  send  $2  to: 

REALTY  ENTERPRISES 
Union-76  Building  2662  Hubbard 

Madison,  Ohio  44057 


Idaho  news  continued  from  page  423 

Center,  Ogden,  Utah,  January  15,  1971  - March  1, 
1972.  Granted  TL-521,  March  21,  1972.  GENERAL 
PRACTICE. 

John  A.  Lung,  M.D.,  Boise.  Graduate,  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City, 
June  14,  1964.  Internship,  Fitzsimons  General  Hos- 
pital, Denver,  Colorado,  1964-65.  Residency,  Fitz- 
simons General  Hospital,  1965-69.  Granted  TL-522, 
March  22,  1972.  GENERAL  SURGERY. 

Samual  J . Ribis,  M.D.,  Idaho  Falls.  Graduate  Emory 
University  School  of  Medicine,  Atlanta,  Georgia,  June 
12,  1967.  Internship,  Mobile  General  Hospital, 
Mobile,  Alabama,  1967-68.  Granted  TL-523,  March 
29,  1972.  EMERGENCY  ROOM  GENERAL  PRAC- 
TICE. 

Oregon  news  continued  from  page  412 

son,  M.D.,  U.S.  Army ; Richard  John  Van  Calcar,  M.D., 
U.S.  Air  Force;  Anthony  Steele  Wattleworth,  M.D., 
Bend;  John  Jerome  Wedge,  M.D.,  Milvvaukie;  Neil  Roy 
West,  M.D.,  Corvallis;  David  Lawrence  White,  M.D., 
Eugene;  Barbara  Ann  Wood,  M.D.,  Newport;  and 
Charles  William  Starbuck,  D.O.,  Seattle,  Washington. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  July  13,  14  and  15,  1972.  The 
filing  deadline  date  for  this  meeting  is  June  13,  1972. 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product  i 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  trac 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis, 
to  susceptible  organisms  (usually  £.  coH,  Klebi 
Aerobacter,  Staphylococcus  aureus,  Proteus  mira 
and  less  frequently,  Proteus  vulgaris)  in  the  absen. 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity 
are  not  always  reliable.  The  test  must  be  carefully  c(, 
nated  with  bacteriologic  and  clinical  response.  Whe 
patient  is  already  taking  sulfonamides,  follow-up  cut 
should  have  aminobenzoic  acid  added  to  the  culture  ni  ' 
Currently,  the  increasing  frequency  of  resistant  orgar 
is  a limitation  of  the  usefulness  of  antibacterial  agen 
eluding  the  sulfonamides,  especially  in  the  treatme 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  I 
tients  receiving  sulfonamides  for  serious  infections 
there  may  be  wide  variations  with  identical  doses;  20 
100  ml  should  be  maximum  total  sulfonamide  levf 
adverse  reactions  occur  more  frequently  above  this 
Contraindications:  Hypersensitivity  to  sulfonamide; 
fants  less  than  2 months  of  age  (except  adjunctively 
pyrimethamine  in  congenital  toxoplasmosis),  pregr 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  ha 
been  established.  Sulfonamides  will  not  eradicate  f 
A streptococci.  Deaths  associated  with  sulfonamid 
ministration  have  been  reported  from  hypersens 
reactions,  agranulocytosis,  aplastic  anemia  and 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  t 
pallor,  purpura  or  jaundice  may  be  early  indicatio 
serious  blood  disorders.  Complete  blood  counts 
urinalyses  with  careful  microscopic  examination  si 
be  performed  frequently  during  sulfonamide  therap 
Precautions:  Use  with  caution  when  impaired  rer. 
hepatic  function,  severe  allergy  or  bronchial  asthr 
present.  In  glucose-6-phosphate  dehydrogenase-def 
individuals,  hemolysis  (frequently  a dose-related 
tion)  may  occur.  Maintain  adequate  fluid  intake  td 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocy* 
aplastic  anemia,  thrombocytopenia,  leukopenia,  h 
lytic  anemia,  purpura,  hypoprothrombinemia,  mettf 
globinemia.  A//erg/c  reactions:  Erythema  multiforme 
vens-Johnson  syndrome),  generalized  skin  erup 
epidermal  necrolysis,  urticaria,  serum  sickness,  pru 
exfoliative  dermatitis,  anaphylactoid  reactions,  per 
tal  edema,  conjunctival  and  scleral  injection,  photo; 
tization,  arthralgia,  allergic  myocarditis.  Gastrointe 
reactions:  Nausea,  emesis,  abdominal  pains,  hep. 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S. 
tions:  Headache,  peripheral  neuritis,  mental  depref 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertig: 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills ' 
nephrosis  with  oliguria  and  anuria.  Periarteritis  rn 
and  L.E.  phenomenon  have  occurred  with  sulfon. 
therapy.  Sulfonamides  bear  certain  chemical  simii; 
to  some  goitrogens,  diuretics  and  oral  hypogly;^ 
agents.  Goiter  production,  diuresis  and  hypogly( 
have  occurred  rarely  in  patients  receiving  sulfonanj 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  RPcH 
Nutley,  N.J.  07110  l 


I acute,  recurrent  or  chronic  nonobstructed  cystitis 


TVSDMCME 
BENEFITS  (F 
GANTRISESr 


sulflsoxazole/Roche 


AND  A BONUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 


Economy 

Average  daily  cost  of  therapy  only  about  780 
(3  tablets  q.i.d.) 


bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


CLASSIFIED  ADVERTISEMENTS 

All  classined  advertUements  are  set  in  the  style  <>r  this 
journal.  Kach  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  hy  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eigbt-inan  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
soutbwestern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  10th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


GENERAL  PRACTITIONER  WANTED-  BeautifuiOl- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1 ,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


GENERAL  PRACTICE  OPPORTUNITY  — To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  budding  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 
or  eligible;  123-man  clinic  of  specialists  associated  with  250- 
bed  hospital;  12-man  department.  Harold  R.  Cohen,  M.D., 
Chief,  Dept,  of  Obstetrics  and  Gynecology,  The  Permanente 
Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


STUDENT  HEALTH  PHYSICIAN  - $18,000  for  9- 

month  appointment.  Night  & weekend  calls  rotated  with  9 
other  physicians.  Ore.  lie.  or  elig.  Send  resume  & references 
to  James  E.  Garvey,  M.D.,  Dir.,  Student  Health  Center,  Ore. 
State  Univ.,  Corvallis,  Ore.  97331.  Equal  opportunity/affirm- 
ativc  action  employer. 


GENERAL  PRACTICE  — now  open,  surgical  or  allergy. 
Completely  equipped  sixteen-room  office  & laboratory  on 
Main  St.,  ground  floor.  Excellent  schools,  churches,  recrea- 
tional facilities,  wonderful  fishing  and  hunting.  Grossing 
$75,000  from  a four-day  work  week  with  no  OB’s  or  house 
calls;  appointments  only.  New  accredited  65-bed  open  staff 
hospital.  Practitioner  recently  deceased.  Very  reasonable 
terms.  One  or  two  M.D.’s  needed.  Mrs.  W.  N.  Freeman,  Col- 
fax, Wa.  99111.  (509)397-2069. 


GENERAL  PRACTICE  OPPORTUNITY  — Active  rural 
practice  close  to  Seattle-Tacoma.  Good  skiing,  boating,  fish- 
ing. Excellent  gross.  D.  A.  Tait,  M.D.,  Buckley,  Wa.  98321 


PHYSICAL  MEDICINE  & REHABILITATION  RESI- 
DENCY — Opening  now  in  approved  well-rounded,  three- 
year  program  in  518-bed  Veterans  Administration  Hospital 
affiliated  with  the  University  of  Oregon  Medical  School;  bed 
service,  clinics,  consultations,  and  electrodiagnosis;  three  full- 
time physiatrists.  Opportunity  for  additional  training  and  ex- 
perience in  research  program.  Salaries  $9,371  - $10,571  for 
regular  residents  and  $13,309  - $18,737  for  career  residents. 
Equal  opportunity  employer.  For  further  information  con- 
tact; Everill  W.  Fowlks,  M.D.,  Chief  of  Physical  Medicine  and 
Rehabilitation  Service,  Veterans  Administration  Hospital,  Sam 
Jackson  Park,  Portland,  Ore.,  97207. 


GENERAL  PRACTITIONER  — Position  is  in  28-bed 

modern  hospital  staffed  with  seven  physicians  serving  com- 
munity of  5,000  U.S.  citizens  in  Central  Pacific.  Family  hous- 
ing available;  excellent  school  system  and  year-round  recrea- 
tion program.  Benefits  include  vacation,  bonus  and  Federal 
tax  exemption.  U.S.  citizen  only.  Call  collect  Mr.  P.  J. 
Crevelt,  (415)  834-8242  or  send  vitae  to  Global  Associates, 
P.O.  Box  12156,  Oakland,  Calif.,  94604.  An  equal  opportun- 
ity employer. 

TWO  GENERAL  PRACTITIONERS  - Urgently  needed 

in  Colfax,  Wa.,  area.  Possible  to  join  a group  or  take  over  well- 
established  practice  of  deceased  physician.  New  60-bed  hospi- 
tal. Excellent  educational  and  recreational  facilities.  Contact 
Mr.  Max  Birdsell,  Whitman  Community  Hospital,  Box  32, 
Colfax,  Wa.,  99111  or  phone  (509)  397-3435. 

FAMILY  PRACTICE  — Two-man  partnership  needs  associ- 
ate for  very  busy  office.  Excellent  opportunity  for  one  with 
residency  in  surgery.  Newly  remodeled  clinic  in  Greater 
Seattle  area  with  choice  of  hospital  facilities.  Write  Box  38-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 

FOR  SALE  BY  ESTATE  - 20-year  practice  of  internal 
medicine,  available  immediately.  Gross,  $50,000  per  year  av- 
erage (4-day  work  week).  Overhead,  $ 14,000  per  year  average. 
Practice  is  located  in  a large  clinic  with  eight  other  independ- 
ent physicians  who  share  x-ray  and  complete,  fully-staffed 
laboratory  facilities.  Some  of  these  physicians  are  near  retire- 
ment. Clinic  has  large  parking  area  and  there  are  five  hospitals 
within  a five-block  radius  in  Eirst  Hill  District  of  downtown 
Seattle.  Price,  best  offer;  terms;  includes  accounts  receivable 
of  approximately  $8,000,  purchase  of  equipment  and  rental 
of  800  sq.  ft.  consisting  of  2 examining  rooms  and  2 offices. 
Reply  to  William  Merchant  Pease,  Atty.-at-Law,  909  Northern 
Life  Tower,  Seattle,  Wa.  98101.  Phone  (206)  MU  2-1931. 


SITUATIONS  WANTED 


E.  R.  PHYSICIAN  —Recent  grad.,  Wash,  lie.,  to  work  full/ 
part  time  Seattle  area  E.  R.  July  ’72.  Michael  Domas,  M.D., 
U.  of  Ore.  Med.  Sch.,  Portland,  Ore.  97201. 


OFFICE  SPACE 


FOR  RENT  - Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 
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EQUIPMENT 


SAN  JUAN  VACATION 


NORTHWEST  SAILING  VACATION  — Six  days  aboard 
60’  Garden  Ocean  Sailing  Ketch  through  the  172  Evergreen 
San  Juan  Islands  with  skipper.  Learn  to  sail,  gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radio  telephone,  refriger- 
ation and  hot  shower.  Come  alone  or  with  party.  Not  over 
six  guests  — a party  of  four  may  have  exclusive.  Write  for  pic- 
ture brochure.  Chris  Wilkins,  Orcas,  Wa.  98280. 


SEVEN  ACRES  ON  LOPEZ  ISLAND  — View  of  straits 
and  Olympics.  Fully  furnished  house,  3 bedrooms,  2 baths, 
all-electric  kitchen,  dishwasher,  washer-dryer,  electric  heat. 
Excellent  for  families;  bicyclers  paradise.  $175  per  week. 
Write  or  call  G.  T.  McCallum,  M.D.,  540  Lane  PL,  Salem,  Ore., 
(503)  363-9156  or  Mrs.  Maijorie  Roe,  P.O.  Box  138,  Lopez, 
Wa.  98261.  (206)  468-2248. 


REAL  ESTATE 


REAL  ESTATE  DEVELOPMENT  CONSULTANT  - 

Complete  development  service  available  for  clinics  and  office 
buildings  including  design  & architecture,  financing,  site  pro- 
curement and  construction.  Write  Mr.  Nathan  A.  Medley,  Jr., 
975  Highwood  Dr.,  S.W.,  Issaquah,  Wa.,  98027,  or  call  (206) 
392-1878. 


CORET  AUTOMATIC  ELECTRONIC  FLASH  CAM- 
ERA — with  multiple  applicators.  Excellent  for  dermatology 
surgery,  tumor  clinic  records,  gross  pathology.  Originally 
$349,  sale  price  $200.  Reason  for  sale  is  retirement.  C.  P. 
Wilson,  M.D.,  Veterans  Adm.  Hospital,  Roseburg,  Ore.  97470 


TWO  EXAMINING  TABLES  — Steel;  gray;  new  condi- 
tion. W.  A.  Spomer,  M.D.,  327  N.E.  5th  Ave.,  Camas,  Wa. 
98607.  (206)  834-3141. 


PICKER  X-RAY  FOR  SALE  — 200  ma,  used;  includes 
accessories,  developing  tanks,  film  dryer,  hangers,  corner  cut- 
ter, lights,  etc.  $2,500.  Phone  Portland  (503)  226-4715. 


MADRID  CONGRESS 


EUROPEAN  CONGRESS  OF  CARDIOLOGY  - Sept. 

23-30,  1972,  Madrid,  Spain.  Join  us  on  a special  flight  which 
has  been  arranged  with  Scandinavian  Airlines,  departing  Seattle 
Sept.  21  and  returning  Oct.  5.  Round  trip  air  fare  $343.  For 
information  call  Gloria  Reilly  (day)  MA2-6412;  (evenings) 
AT2-4426. 
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Femininity  SCV^giniti: 


T 

women  still  believe  that  a 
I he  is  a cure-all  for  vaginal 
ci;tions  and  malodor.  Mother 
lldaughter  and  the  myth  is 
^tuated. 

ner  cosmetic  products  are  not 
[li  better.  Though  they  may  be 
etive  in  some  minor  infections, 

i:annot  touch  the  real  medical 
em,  which  very  often  is 
)monal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl 

/brand  of  , • i i \ 

(metronidazole) 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  riecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed. The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  may  be  seen  in 
EKG  tracings. 

Dosage  and  Administration 

For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  ot  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl*  (metroniidazole) 


IsiARLE  I Manufactured  by  SEARLE  & CO. 

I I San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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We  stand 

behind  evejy  bottle 

of  aspirin. 


Butazolidin®  alka 

W Each  capsule'contams 

100  mg  phenylbutazone  DSP 
^ 100  mg  dried  aluminum 

hydroxide  gel  USP 
150  mg  magnesium  tnsilicate  USP 


After  aspirin  in  arthritic 
flare-ups... 

If  it  doesn’t  work  in  a week, 
forget  it. 


Important  Note  This  drug  is  not  a simple  analgesic 
Do  not  administer  casually  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  frequent 
intervals  thereafter  Carefully  select  patients,  avoiding 
those  responsive  to  routine  measures,  contraindicated 
patients  or  those  who  cannot  be  observed  frequently 
Warn  patients  not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the  smallest 
possible  dosage  is  the  goal  of  therapy  Dosage  should 
be  taken  with  meals  or  a full  glass  of  milk  Substitute 
alka  capsules  for  tablets  if  dyspeptic  symptoms  occur 
Patients  should  discontinue  the  drug  and  report  imme- 
diately any  sign  of  fever,  sore  throat,  oral  lesions  (symp- 
toms of  blood  dyscrasia).  dyspepsia,  epigastric  pain, 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin 
reactions,  significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  m patients  over  sixty 

Indications.  Acute  gouty  arthritis,  rheumatoid 
arthritis  rheumatoid  spondylitis 

Contraindications  Children  1 4 years  or  less;  senile 
patients,  history  or  symptoms  of  G I inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia,  history  or  presence  of  drug  allergy,  blood 
dyscrasias.  renal,  hepatic  or  cardiac  dysfunction,  hy- 
pertension. thyroid  disease,  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug,  poly- 
myalgia rheumatica  and  temporal  arteritis;  patients 


receiving  other  potent  chemotherapeutic  agents,  or 
long-term  anticoagulant  therapy 

Warnings  Age,  weight,  dosage,  duration  of  thera- 
py, existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reactions. 
Carefully  instruct  and  observe  the  individual  patient, 
especially  the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug.  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
v\-eeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Non  toxic  and  toxic  goiters  and  myx- 
edema have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signif- 
icant toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination  Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by  reducing 
dosage  If  edema  occurs  in  patients  over  sixty,  dis- 
continue drug 

Precautions.  The  following  should  be  accomplished 


at  regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse  i 
reactions;  complete  physical  examination  Including 
check  of  patient's  weight;  complete  weekly  (especially  | 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partici- 
pating m activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been 
reported  in  patients  with  a history  of  short-  and  long- 
term therapy  The  majority  of  these  patients  were  over 
forty  Remember  that  arthritic-type  pains  can  be  the 
presenting  symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  mis- 
use can  lead  to  serious  results  Review  detailed  informa  u 
tion  before  beginning  therapy  Ulcerative  esophagitis.  ^ 
acute  and  reactivated  gastric  and  duodenal  ulcer  with 
perforation  and  hemorrhage,  ulceration  and  perfora- 
tion of  large  bowel,  occult  G I bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dyspepsia, 
nausea,  vomiting  and  diarrhea,  abdominal  distention 
agranulocytosis,  aplastic  anemia,  hemolytic  anemia, 
anemia  due  to  blood  loss  including  occult  G I bleeding 
thrombocytopenia,  pancytopenia,  leukemia,  leukopenial 
bone  marrowdepression,  sodium  and  chloride  retention; 
water  retention  and  edema,  plasma  dilution,  respirator^) 
alkalosis,  metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  prominent),  pete- 
chiae.  purpura  without  thrombocytopenia,  toxic 
pruritus,  erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome  (toxic 
necrotizing  epidermolysis),  exfoliative  dermatitis,  seruri 
sickness,  hypersensitivity  angiitis  (polyarteritis),  ana- 
phylactic shock,  urticaria,  arthralgia,  fever,  rashes  (all 
allergic  reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria,  oliguria.  I 
anuria,  renal  failure  with  azotemia,  glomerulonephritis  ; 
acute  tubular  necrosis,  nephrotic  syndrome,  bilateral 
renal  cortical  necrosis,  renal  stones,  ureteral  obstruc- 
tion with  uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decompensatiori 
hypertension,  pericarditis,  diffuse  interstitial  myocarditi 
with  muscle  necrosis,  perivascular  granulomata.  ag- 
gravation of  temporal  arteritis  in  patients  with  polymy 
algia  rheumatica.  optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detachment, 
hearing  loss,  hyperglycemia,  thyroid  hyperplasia,  loxic| 
goiter,  association  of  hyperthyroidism  and  hypo- 
thyroidism (causal  relationship  not  established),  agita 
tion,  confusional  states,  lethargy.  CNS  reactions  asso 
ciated  with  overdosage,  including  convulsions,  euphon  , 
psychosis,  depression,  headaches,  hallucinations, giddl 
ness,  vertigo,  coma,  hyperventilation,  insomnia, 
ulcerative  stomatitis,  salivary  gland  enlargement 
(B)98-146-070-G 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 
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arriving  in  Melbourne  in  time  to  attend  the 


$1699*  per  person  (sharing  twin  room) 

$140  additional  for  single  room 

Transportation,  hotel  costs,  sightseeing  fees 
and  meals  are  included  (except  while  in  Melbourne) 


Tour  will  leave  Seattle  September  17,  1972,  for  a stopover  in  Vancouver, 
B.  C.,  then  on  to  the  South  Pacific  for  two  weeks  of  selected  sightseeing  . . . 
clinic  and  hospital  visits  . . . social  functions  . . . along  with  leisure  time  for 
individual  activities.  Tour  hosts  will  be  Dr.  and  Mrs.  Huber  Grimm  of  Seattle. 

Tuesday,  October  3,  through  Saturday,  October  7,  tour  guests  will  be  free 
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October  9,  and  guests  will  arrive  back  in  Seattle  October  1 1 . 
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Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Editorial  Error 


Chicago,  Illinois 

Editor,  NORTHWEST  MEDICINE: 

The  editorial  for  the  April  issue  of  NORTHWEST 
MEDICINE  is  in  error  on  a number  of  important  points. 

Doctor  White,  Secretary  of  the  Council  on  Foods 
and  Nutrition,  acted  specifically  as  directed  by  his 
Council  to  put  it  on  record  as  favoring  the  new  stand- 
ards for  iron  enrichment  of  flour  and  baked  goods. 
The  Council’s  position  favoring  the  addition  of 
increased  amounts  of  iron  to  flour  is  stated  in  “Iron 
in  Enriched  Wheat  Flour,  Farina,  Bread,  Buns  and 
Rolls  — Statement  of  the  AMA  Council  on  Foods  and 
Nutrition”  which  has  been  submitted  to  and  accepted 
by  the  editor  of  JAMA.  An  editorial  on  this  subject 
appeared  in  the  April  24  issue  of  JAMA  and  the  article 
will  appear  in  a later  issue. 

The  action  of  the  House  of  Delegates  on  resolution 
13  (A-71)  was  implemented  through  the  AMA  Wash- 
ington office  which  transmitted  the  recommendation 
to  the  Food  and  Drug  Administration.  Furthermore, 
representatives  of  FDA  attended  the  reference  com- 
mittee hearing  on  resolution  13  and  were  therefore 
fully  apprised  of  the  issues.  Because  of  AMA  pressure, 
FDA  kept  the  Register  open  and  extended  the  time 
limit  for  public  reaction  for  five  months.  We  believe 
that  the  spirit  of  the  House  of  Delegates  resolution 
was  followed  and  implemented. 


The  Secretary  of  the  Council  on  Foods  and  Nutri- 
tion did  not  ignore  the  earlier  statement  of  his  Coun- 
cil on  the  need  for  further  studies  on  the  incidence  of 
iron  deficiency  in  the  United  States.  The  present 
Council  has  detailed  its  opinion  on  these  issues  in  the 
forthcoming  statement  in  JAMA. 

The  April  issue  of  Nutrition  Today  may  be  regarded 
by  some  as  being  helpful  in  arriving  at  a decision 
about  iron  supplementation,  but  many  knowledgeable 
people  would  view  that  article  as  heavily  biased. 

Cordially, 

ERNEST  B.  HOWARD,  M.D. 

Executive  Vice  President,  AMA 


Dr.  Howard  refers  to  a letter  from  us  as  well  as  to 
the  April  editorial.  In  the  letter  we  charged  the  Secre- 
tary of  the  Council  on  Eoods  and  Nutrition  with 
neglecting  to  report  to  FDA  that  the  House  had 
adopted  resolution  13  (A  71)  at  Atlantic  City.  It 
directed  an  AMA  request  for  public  hearing  on  the 
iron  enrichment  proposal.  Readers  interested  in  the 
views  of  physicians  are  invited  to  compare  the  edito- 
rial, "Iron  Undercontamination?"  in  the  April  24 
issue  o/  JAMA  with  our  report  on  the  letters  to  FDA 
in  the  March-April  issue  o/ Nutrition  Today.  Ed. 


Inappropriate  Editorial 


Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Your  editorial  in  the  May  issue  of  Northwest 
Medicine  was  a shocking  bit  of  use  of  your  editorial 
privileges  to  express  your  views  on  a subject  which 
has  no  place  in  our  medical  magazine.  Your  use  of 
innuendoes  is  reminiscent  of  the  tactics  of  members 
of  the  John  Birch  Society  and  those  practiced  by  the 


accomplished  liar  of  the  1950’s,  Senator  Joseph 
McCarthy. 

You  certainly  are  privileged  to  your  own  views, 
but  you  have  chosen  an  inappropriate  place  to  express 
them. 

Sincerely  yours, 

GEORGE  G.  HIBBS,  M.D. 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


5tudy  Findings.  Twelve  years  ago 
he  Society  of  Actuaries  reported  on 
m extensive  study  based  on  the  lives 
md  deaths  represented  by  almost 
1 rruUion  life  insurance  policies. 

Tom  this  vast  survey —'The  Build 
ind  Blood  Pressure  Study" 
nsurance  experts  concluded  that: 

:•  Blood  pressure  above  140/90  is 
iiccompanied  by  increased  morbid- 
ty  and  requires  close  medical 
jittention. 

, Even  small  increments  in  either 
ystolic  or  diastolic  blood  pressure 
)rogressively  and  steeply  shorten 
jife  expectancy. 

)ther  Studies.  Studies  conducted 
|dth  large  numbers  of  patients  since 
aat  time  have  echoed  the  above 
ndings.  Two  studies  published  in 
970  — the  VA  Cooperative  Study 
iroup  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^ and 
le  "Eramingham  Study"  sug- 
est  that  treatment  of  even  mild 
ypertension  may,  over  time,  offer 
gnificant  benefits  to  the  patient. 

mother  Point  of  View.  Although  a 
rowing  body  of  studies  suggests 
lat  treatment  of  mild  hypertension 
. warranted,  medical  opinion  is  not 
nanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
ypertension  be  reserved  for 
atients  with  additional  risk  factors 
jch  as  smoking,  high  cholesterol 


|K)ciely  of  Actuaries,  Fhc  Build  iiiul  Blood  Pressure  Study.  1959. 

K I ''eterans  Administration  Cooperative  Study  Group  on  Anti- 

t,  hypertensive  Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,”  )AMA  213:1143-1152,  Aug.  17. 1970. 

I Kannel.  William  B.,  H w/ , "Epidemiologic  Assessment  of  the 
' Kole  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 

; AMA2N:301-310.  Oct  12.1970. 

Tirkcndail,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
i.'onsultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
KirkendaU  stated  this  position 
in  his  recent  paper  "Whaf  s 
With  Hypertension  These 
Days?"'*  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDlURlL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDlURlL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 


25-  and  50-mg  tablets 


MSP 

MERCK 

SHARP. 

DOHME 


HydroDlURlL' 

( Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIC 

( Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  rnild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diurehc  such  as  HydroDlURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit  from  it,  because  FiydroDIURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  m severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods: 
with  a high  potassium  content.  Similarly,  any  chloride: 
deficit  may  be  corrected  by  use  of  ammonium  chloride, 
(except  in  patients  with  hepatic  disease)  and  largely' 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or^ 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  maybe  , 
enhanced  in  the  postsympathectomy  patient.  Arterial  | 
responsiveness  to  norepinephrine  is  decreased,  neces-  I 
sitating  care  in  surgical  patients.  Discontinue  drug  4f 
hours  before  elective  surgery.  Orthostatic  hypotensior 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seer 
in  a few  patients  on  prolonged  thiazide  therapy.  Th( 
effect  of  discontinuing  thiazide  therapy  on  serum  cal 
cium  and  phosphorus  levels  may  be  helpful  in  assess 
ing  the  need  for  parathyroid  surgery  in  such  patients 
Parathyroidectomy  has  elicited  subjective  clinical  im 
provement  in  most  patients,  but  has  no  effect  or 
hypertension.  Thiazide  therapy  may  be  resumed  afte: 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients 
gout  may  be  precipitated.  May  affect  insulin  require 
ments  in  diabetics;  may  induce  hyperglycemia  anc 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  includi 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas 
tic  anemia,  cholestasis,  and  pericholangiolitic  hepatitis 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares 
thesias,  transient  blurred  vision,  sialadenitis,  purpura 
rash,  urticaria,  photosensitivity,  or  other  hypersensi 
tivity  reactions  may  occur.  Cutaneous  vasculitis  pre 
cipitated  by  thiazide  diuretics  has  been  reported  ii| 
elderly  patients  on  repeated  and  continuing  exposur 
to  several  drugs.  Scattered  reports  have  linker 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm 
bocytopenia,  and  neonatal  jaundice.  When  advers 
reactions  are  moderate  or  severe,  the  dosage  o 
thiazides  should  be  reduced  or  therapy  withdrawr 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  SHARR 
Point,  Pa.  19486 


GENERAL  NEWS 


Oregon  SAMA  Members  Honored 
in  Los  Angeles 


The  Oregon  Chapter  of  the  Student  American  Med- 
ical Association  received  one  of  five  “Most  Active 
Chapter”  awards  at  the  Association’s  recent  national 
convention  in  Los  Angeles. 

Six  of  the  13-student  delegation  attending  from  the 
University  of  Oregon  Medical  School  were  elected  to 
national  offices  or  appointed  to  national  committees. 

Sam  Lin,  a second-year  student  from  Portland,  was 
elected  national  treasurer  of  the  17,000-member  orga- 
nization and  named  for  a second  term  as  student  liai- 
son to  the  American  Medical  Association’s  Council  on 
Medical  Education.  Terry  Rustin,  also  from  Portland 
and  in  his  second  year,  was  named  associate  editor  of 
New  Physician,  the  Association’s  national  journal. 
Karen  Ireland,  fourth-year  student  from  Grants  Pass, 
was  elected  to  the  Board  of  Trustees  as  regional 
trustee  for  the  12  far  west  medical  school  chapters. 
Second-year  student  Dwayne  Rice,  also  of  Grants  Pass, 
was  appointed  to  the  five-member  Executive  Commit- 
tee of  SAMA’s  National  Medical  Education  Com- 
munity Orientation  Project  which  is  concerned  with 


increasing  medical  student  exposure  to  community 
hospitals  through  work  experience  during  vacation 
periods. 

Beverly  Rummell,  a freshman  from  Beaverton  who 
holds  a nursing  degree  and  is  now  studying  medicine, 
was  named  SAMA’s  liaison  to  the  AMA’s  Committee 
on  Nursing.  Second-year  student  Cary  Feibleman  of 
Portland  was  named  to  SAMA’s  Video  Journal  Com- 
mittee to  develop  educational  television  programs  for 
distribution  to  medical  students  throughout  the 
country. 

The  1 3-member  delegation  from  the  UOMS,  headed 
by  Oregon  Chapter  President  Kirk  Jacobson,  was  the 
largest  among  the  75  medical  schools  represented  at 
the  meeting.  The  UOMS  group  hosted  an  Oregon  Pro- 
motion Booth  at  the  Los  Angeles  convention  to  attract 
future  physicians  to  practice  in  Oregon  after  complet- 
ing their  training. 

Oregon  students  have  long  played  an  active  role  in 
the  SAMA  organization,  with  three  national  presidents 
having  come  from  UOMS  since  1957. 


Allergy  Course  to  be  Held  in  July 

A course  in  allergy  and  clinical  immunology  will 
be  given  in  Seattle  July  16-19  by  the  American  Associ- 
ation for  Clinical  Immunology  and  Allergy.  Those 
registering  for  the  course  will  be  given  a complete 
course  outline  with  synopses  of  lectures.  At  conclu- 
sion of  the  course,  those  attending  will  receive  a set 
of  questions  to  be  used  in  a self-assessment  examina- 
tion. 

Faculty  members  are  Joseph  Bellanti,  Bernard 
Berman,  I.  Leonard  Bernstein,  Elliot  F.  Ellis,  Sidney 
Friedlaender,  Frank  Perlman,  Raymond  Slavin,  Paul 
P.  VanArsdel,  Jr.,  Peter  A.  Ward,  Irwin  Bernstein,  and 
Leonard  J.  Quadracci.  President  of  the  Association  is 
Boen  Swinny,  Jr.,  and  program  chairman  for  the 
course  is  Richard  H.  Jackson. 

Information  on  the  course  may  be  obtained  from 
the  Association,  Box  912  DTS,  Omaha  68101. 
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When  irritable  colon  feels  like  this 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains;  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer)-. 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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SPECIAL  ARTICLE 


What  You’ve  Wanted  to 
Know  About  AMA 

MAX  H.  PARROTT,  M.D.,  Portland,  Oregon 


It  does  not  require  the 
gift  of  clairvoyance  to  see 
a restiveness  within  our 
profession,  and  especially 
within  the  foremost  organ- 
ization of  our  profession, 
the  AMA.  You  have  read, 
or  heard  about,  the  many 
things  said  at  our  Clinical 
Convention  last  November 
and  at  the  annual  meeting 
last  June.  Many  physicians 
— and  1 would  assume  that 
includes  many  of  you  — 
have  begun  to  mutter,  to 
re-examine  your  own  thinking,  to  ask  questions.  As 
I go  around  to  various  medical  meetings,  1 hear  ques- 
tions like  these:  “How  effective  a job  is  the  AMA 

doing?”  “Have  membership  and  finances  gone  to  hell 
in  a handcart?”  “Is  the  staff  running  things?”  “Should 
I drop  out?”  “Are  the  elected  officers  responding  to 
the  membership?”  And,  finally  “Just  what  the  heck  is 
the  AMA  doing  for  me?” 

My  intention  tonight  is  to  speak  to  some  of  these 
larger  questions  and  then,  if  you  have  some  specific 
questions,  try  to  answer  them  after  this  brief  talk. 

First  of  all,  let’s  keep  in  mind  that  this  is  a period 
of  time  when  everyone  seems  to  be  re-examining 
values.  One  recent  book  called  Future  Shock  makes 
the  point  that  change  now  occurs  all  too  rapidly  for  us 
to  adjust  to  it  calmly  and  rationally.  Another  called 
The  Age  of  Discontinuity  reinforces  the  argument.  In 
the  first  half  or  two-thirds  of  this  century,  industries 
and  economics  evolved,  improved,  and  grew  — but  as 
part  of  a continuum.  Now,  however,  this  continuity  is 
broken.  Our  basic  activity  has  shifted  from  the  mak- 
ing of  things,  from  mining  coal,  pouring  steel  and 
assembling  of  machines.  Instead,  under  the  impetus 
of  rapidly  developing  technology,  the  basic  activity  is 
in  the  handling  and  management  of  knowledge  and 
information. 

I don’t  want  to  launch  into  a lecture  of  economics 
here.  My  only  point  is  that  we’re  in  an  age  of  acceler- 
ating change,  of  discontinuity,  of  re-examination.  The 
younger  generation  has  turned  the  campuses  upside 
down.  Women  have  gone  lib.  A recent  Lou  Harris  poll 

This  address  was  given  by  Dr.  Parrott,  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical  Association,  at 
the  dinner  meeting  of  the  House  of  Delegates  of  Oregon 
Medical  Association,  at  Eugene,  April  14,  1972. 


shows  a decided  drop  in  public  regard  for  leaders  in 
business,  journalism,  law  and  government.  (You 
might  be  interested  to  know  that  the  loss  of  respect 
for  physicians  is  infinitesimal  compared  to  the  losses 
suffered  in  nine  other  fields,  including  the  ones  just 
mentioned.) 

Viewed  against  this  background,  a certain  uneasi- 
ness — an  attitude  of  questioning  — can  readily  be  un- 
derstood. There  is  very  little  consensus  on  anything  in 
this  country,  and  there  is  certainly  nothing  like  a total 
consensus  within  medicine,  except  on  such  basic 
things  as  ethics  and  educational  standards.  Some  phy- 
sicians, some  of  you  here,  may  think  the  AMA  is  mov- 
ing too  slowly,  that  its  positions  are  too  conservative. 
This  is  certainly  true  of  medical  students  and  probably 
true  of  most  physicians  in  training  — those  who  have 
not  yet  entered  practice.  On  the  other  hand,  there 
are  equally  articulate  physicians  who  think  the  AMA 
stands  too  far  to  the  left;  that  the  AMA  is  selling  them 
out  to  the  government  planners.  Some  of  you  here  to- 
night may  well  feel  that  way.  Other  AMA  members 
feel  we  should  get  out  of  the  legislative  area  altogether 
to  focus  our  energies  purely  on  scientific  and  educa- 
tional matters.  Then  there  are  members  who  feel  we 
are  not  doing  enough  on  the  socio-economic  side. 

This  frequent  voicing  of  contrary  opinion  raises 
significant  issues  for  all  of  us  in  the  medical  profes- 
sion. The  first  is:  Is  the  AMA  policy-making  process 
fair  and  representative?  Granted  that  we  cannot  pos- 
sibly represent  all  the  members  all  of  the  time,  do  we 
represent  the  majority?  Is  the  AMA  leadership  respon- 
sive to  its  membership? 

"Are  AMA  officers  responsive  to  members?" 


Obviously,  I think  so,  and  let  me  tell  you  why. 
Within  our  federation  structure  there  exist  very  defin- 
ite provisions  for  the  working  of  democratic  process. 
Members  elect  their  delegates  to  the  state  association. 
They  in  turn  elect  the  delegates  to  the  AMA  House. 
A member  can  let  his  views  be  known  to  his  state  or 
national  delegate  in  many  ways  — personal  contact, 
telephone,  or  mail.  He  can  also,  if  dissatisfied,  exer- 
cise his  democratic  privileges  at  election  time.  A mem- 
ber should  also  realize  that,  like  those  in  any  demo- 
cratic body,  delegates  have  an  eye  on  the  next  elec- 
tion and  therefore  usually  take  positions  for  which 
they  know  there  is  support  among  their  informed  con- 
stituents, or  positions  they  know  they  can  explain  and 
defend  — positions  that  will  win  wide  acceptance. 
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In  addition,  we  are  trying  to  develop  ways  in  which 
we  can  be  more  responsive.  Just  recently  all  of  you 
who  are  AMA  members  received  a one-page  question- 
naire, asking  your  opinions  on  many  of  the  important 
AMA  policy  positions.  It  asked  you  further  to  suggest 
questions  for  the  next  poll.  We  are  also  setting  up  a 
quicker,  simpler  sampling  process  — a group  of  4-  to 
5,000  members  who  should  be  representative  of  the 
whole  membership  of  205,000.  The  returns  from  this 
sample  will  be  measured  against  the  total  results  of 
the  current  questionnaire  so  that  we  will  have  a check 
on  the  validity  of  our  sample  audience.  We  plan,  fur- 
ther, to  do  some  straw  vote  polling  through  the 
weekly  American  Medical  News,  not  a statistically 
valid  procedure,  but  something  useful  in  sensing  trends 
and  reactions. 

Although  the  results  of  these  polls  and  opinion- 
sampling measures  will  not  be  binding,  they  will  defin- 
itely guide  the  Board  of  Trustees  in  its  actions,  and 
the  House  of  Delegates  in  the  formulation  of  policy. 


"How  effective  a job  is  the  AMA  doing?" 


The  second  question  raised  by  the  seeming  lack  of 
total  consensus  goes  to  the  organizational  structure  of 
the  AMA.  Does  it  need  a Constitutional  Convention? 
Or  a new  management  study?  Does  the  AMA  function 
effectively?  Let  me  take  up  those  three  questions  one 
at  a time. 

First,  the  matter  of  a Constitutional  Convention. 
Such  action  can,  of  course,  be  instituted,  but  it  would 
be  time-consuming  and  expensive  — and  very  possibly 
not  too  productive.  The  thing  to  keep  in  mind  is  that 
the  AMA  By-laws  and  Constitution  can  be  changed  at 
either  of  our  two  annual  meetings.  The  AMA  is  set 
up  to  permit  whatever  changes  and  modifications 
seem  appropriate. 

Let  me  cite  you  some  very  telling  evidence  to  sup- 
port that  statement.  Do  you  realize  that  in  the  last  12 
years  the  House  of  Delegates  has  voted  no  less  than  66 
changes  in  the  By-laws  and  Constitution?  We’ve  been 
making  three,  four,  or  five,  changes  every  year.  Actu- 
ally, the  AMA  is  an  evolving,  constantly  changing  orga- 
nization, with  easy  access  to  avenues  of  reform  or 
revision.  It  is  my  opinion  that  the  AMA  can  make  just 
about  any  change  it  wishes  without  a constitutional 
convention. 

My  second  question  relates  to  the  matter  of  a new 
survey  by  a firm  of  professional  management  consult- 
ants. Bear  in  mind  that  the  AMA  underwent  one  such 
survey  in  1957  and  another  by  the  firm  of  Cresap, 
Paget  and  McCormick  in  1969.  Virtually  all  of  the 
1969  recommendations  regarding  the  overall  structure 
of  the  AMA  have  been  acted  upon  except  one.  This 
was  the  recommendation  that  in  the  interests  of 
swifter  decision-making  and  more  efficient  policy 
determination  more  power  be  vested  in  the  Board  of 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard  ^ 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
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nation for  predictable  pain 
relief  . . . whether  the  pain  is 
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acute  or  chronic. 

(Un  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
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times  in  six  months. 
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Trustees  and  the  office  of  the  Chairman.  There  are 
advantages  to  such  a move,  advantages  easily  perceiv- 
able to  a management  consultant  firm  oriented  toward 
a smoother,  more  business-like  operation.  Yet  there 
are  advantages  on  the  other  side,  too.  When  the  Cresap 
report  was  submitted,  both  the  Board  of  Trustees  and 
the  House  of  Delegates  felt  that  policy  should  be 
formulated  on  a broad  basis,  inviting,  through  the 
House,  the  various  councils  and  the  many  committees, 
the  widest  possible  participation  in  policy-making.  It 
is  this  issue  that  management  studies  have  focused  on 
in  the  past,  and  it  is  this  issue  that  any  new  manage- 
ment study  may  be  expected  to  focus  on.  Most  of  us 
on  the  Board  therefore  feel  that  calling  in  new  manage- 
ment consultants  would  gain  nothing.  A new  study 
would  only  tell  us  what  we  know  now.  Naturally,  if 
it  is  the  will  of  the  membership,  the  AMA  can  be  re- 
structured. We  can  all  look  forward  to  the  on-going 
hearings  before  the  Long  Range  Planning  Committee 
to  see  what  recommendations  are  agreed  upon.  But 
what  I want  to  emphasize  is  that  we  do  not  need  a 
Constitutional  Convention  to  effect  change,  nor  do  we 
need  another  management  study  to  identify  and  ana- 
lyze the  problem.  It  is,  rather,  a simple  matter  for 
decision;  a decision  that  can  be  made  within  the  exist- 
ing structure  and  upon  existing  knowledge. 

Finally,  as  we  consider  the  AMA  organizational 
structure,  what  about  effectiveness?  Quite  frankly. 
I’m  at  a loss  as  to  what  yardsticks  to  apply.  In  the 
basic  work  of  the  AMA  — keeping  educational  stand- 
ards high,  exposing  pseudo-medicine,  disseminating 
scientific  information  to  the  profession  and  the 
public  — I do  not  sense  a great  deal  of  dissatisfaction. 
The  flak,  in  my  opinion,  seems  to  originate  more  in 
the  public  arena,  more  in  our  sensitivity  to  unfair 
criticism  and  in  our  fears  of  federal  encroachment. 

As  to  the  press,  I am  afraid  there  are  and  always 
will  be  writers  and  editors  who,  for  one  reason  or 
another,  will  continue  to  picture  us  as  money-gougers, 
as  lacking  any  social  awareness,  as  opposed  to  all 
change.  Nothing  we  can  do  can  halt  critical  news 
reports  entirely  unless  there  is  repeal  of  the  First 
Amendment.  But  what  we  can  do  — and  what  we  are 
doing  — is  to  shake  some  of  these  people  loose  from 
their  assumptions.  We  are  gaining  ground  in  making 
the  press  realize  that  factors  other  than  medicine  have 
profound  effects  on  health.  And  we  are  gaining 
ground  in  making  the  press  realize  that  the  solution  to 
our  health  problems  is  more  complicated  than  a vast 
federalization  of  the  health  care  system.  Unfortu- 
nately, this  requires  a long-term  effort.  However,  it  is 
one  we  are  pursuing  aggressively,  and  it  will  yield 
more  and  more  visible  results.  Our  positions  on  public 
health  policy  have  been  articulated  well  before  con- 
gressional committees.  They  are  more  and  more 
reflected  in  the  press.  They  are  being  echoed  in  such 
places  as  the  Economic  Report  of  the  President  to 
Congress. 

As  to  our  effectiveness  in  Washington,  it  is  not,  nor 
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will  it  ever  be,  precisely  what  we  might  like.  Yet  I sub- 
mit that  we  are  doing  better  than  we  have  ever  done 
in  the  past.  The  AMA  is  representing  the  profession 
well.  To  support  that  statement,  let  me  read  you  part 
of  a speech  by  a Republican  Congressman  from  a 
heavily  Democratic  district  who  occupies  a position 
on  the  powerful  Ways  and  Means  Committee  of  the 
House.  This  is  what  Jerry  Pettis  of  California  had  to 
say  about  the  AMA  in  a recent  speech: 

“In  my  view,  the  AMA’s  relationships  with  Con- 
gress are  immeasurably  better  today  than  they  were 
ten  years  ago  — or  five,  or  two  years  ago. 

“Where  once  the  AMA  was  seen  as  ultra- 
conservative, resistant  to  new  ideas,  utterly  opposed 
to  change,  it  is  now  being  viewed  as  an  organization 
willing  to  face  up  to  problems.  It  is  being  evaluated 
as  a group  that  will  still  oppose  change  for  the  sake  of 
mere  change,  but  one  that  will  recognize  shortcomings 
where  they  exist  in  the  health  care  system  and  move 
creatively  and  constructively  to  correct  them. 

“Please  understand  me:  I believe  the  image  of  the 
AMA  as  it  existed  until  recent  years  was  unfairly 
drawn  and  that  it  did  not  accurately  represent  the 
reality.  But  whether  it  was  fair  or  not,  the  AMA  was 
stuck  with  it.  And  inevitably,  it  made  matters  far 
more  difficult  for  the  profession  in  its  relationships 
with  the  Federal  government.  Now,  what  brought 
about  this  dramatic  improvement,  which  continues 
from  year  to  year?  Let  me  mention  just  two  of  the 
factors  that  I think  were  involved. 

“Begin  with  the  creation  of  the  PAC  movement  in 
1961.  For  years  physicians  were  criticized  by  mem- 
bers of  Congress  because,  while  they  were  constantly 
pressing  their  own  point  of  view  on  legislation,  they 
were  strangely  silent  when  their  Congressional  cham- 
pions were  running  the  gauntlet  of  political  campaign- 
ing. As  a result,  many  an  incumbent  Congressman 
who  could  have  remained  an  incumbent,  given  a little 
more  support,  was  prematurely  retired  from  public 
life. 

“The  PAC  Movement  has  shown  that  physicians 
will  become  involved  in  the  political  support  of 
fair-minded  candidates  from  both  parties.  And  it  has 
helped  educate  physicians  to  an  understanding  of 
the  facts  of  political  life.  This  increased  understand- 
ing of  politics  has  inevitably  led  to  a better  under- 
standing of  government,  which  evolves  from  politics. 
And  in  turn  this  has  led  to  a measurably  better  rela- 
tionship between  the  Congressman  and  his  physician 
constituents. 

“A  second  factor  is  the  AMA’s  approach  to  health 
legislation.  For  many  years,  the  AMA  simply  reacted 
to  legislative  proposals.  Its  spokesmen  testified,  either 
pro  or  con,  before  the  various  committees  of  Congress 
and  let  it  go  at  that.  Not  surprisingly,  they  frequently 
were  in  the  position  of  opposing  measures  drafted 
without  the  benefit  of  professional  thinking. 

“These  days  the  AMA  has  undertaken  the  role  of 
problem-solver.  It  comes  up  with  ideas;  it  recom- 
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mends  legislation;  and  thereby  it  is  winning  the  confi- 
dence and  respect  of  Congressmen  who  are,  after  all, 
simply  trying  to  solve  the  problems  that  need  solving. 
Nowhere  in  the  process  do  I see  the  AMA  compromis- 
ing its  principles.  Yet  it  is  dawning  on  many  of  my 
colleagues  — including  those  who  were  formerly  un- 
friendly to  organized  medicine  — that  the  AMA  is  a 
responsible,  constructive  and  reasonable  organization.” 
That  is  a fairly  lengthy  quote.  But  the  matter  of 
AMA  effectiveness  in  Washington  plays  a key  part  in 
your  assessment  of  overall  AMA  effectiveness  and  I 
wanted  you  to  get  the  full  flavor  of  an  independent 
judgment  by  an  important  person. 


"Have  membership  and  finances  gone  to  hell?" 


Let  me  turn  now  to  the  status  of  membership  and 
some  other  organizational  matters  that  frequently 
come  up.  Between  the  end  of  1970  and  the  end  of 
1971,  the  dues-paying  membership  dropped  from 
167,000  to  156,000,  a loss  of  about  11,000.  There  is 
no  denying  that  that  is  serious.  It  is  something  we  are 
very  much  concerned  about,  and  it  is  something  we 
are  working  to  remedy  right  now.  But  let’s  put  that 
loss  in  perspective.  First  of  all,  1971  was  the  year 
AMA  dues  went  from  $70  to  $110.  Based  on  our  ex- 
perience with  previous  dues  increases,  we  actually 
anticipated  a temporary  drop  of  around  10,000  mem- 
bers. All  organizations,  ours  included,  always  suffer  a 
one-  or  two-year  loss  in  membership  when  dues  are 
increased.  The  other  factor  you  should  make  note  of 
is  that  8,000  of  the  11,000  member  loss  occurred  in 
New  York  State.  There,  when  the  mandatory  require- 
ment was  dropped,  nearly  20,000  physicians  chose  to 
continue  their  membership  voluntarily,  while  8,000 
did  not.  As  I have  said,  membership  is  a serious  con- 
cern. But  those  of  you  who  may  have  heard  that  a 
disastrous  weakening  has  taken  place  should  bear  in 
mind  those  two  important  factors  just  mentioned. 
Indications  this  year  are  that  AMA  membership  will 
show  the  expected  modest  increases. 

We  have  today  205,000  members  — roughly  75  per- 
cent of  the  private,  office-based  physicians  involved  in 
patient  care  and  something  like  80  percent  of  the 
board  certified  physicians.  We  are  not  an  organization 
of  the  old-fashioned,  small  town  doctors  that  critics 
sometimes  say  we  are.  Our  critics  often  like  to  trans- 
late this  membership  loss  into  revenue  loss,  and  there- 
by suggest  the  AMA  is  in  financial  straits.  Again,  on 
this  charge,  there  is  less  than  meets  the  eye.  Because 
of  the  dues  increase,  revenues  are  actually  up.  Dues 
income  is  up  by  something  like  40  percent.  The  other 
major  source  of  AMA  revenue  — advertising  and  sub- 
scription income  from  our  publications  — is  holding 
up  well  in  a time  when  a number  of  magazines  find 
the  going  rough.  What  financial  problems  we  have 
arise  from  new  internal  revenue  service  regulations 


which  now  tax  the  publication  revenues  of  non-profit 
organizations  such  as  ourselves  and  the  National  Geo- 
graphic Society.  The  AMA  has  to  tighten  up  on  finan- 
cial expenditures,  but  the  reports  of  bankruptcy  are 
decidedly  premature. 


"Is  the  staff  running  things?" 


What  about  the  staff?  No  great  joy  has  been  spread 
by  the  wage  controls;  that  is  natural.  But  those  who 
say  there  is  a morale  problem  fail  to  supply  any 
supporting  evidence.  If  you  will  accept  the  rate  of 
turnover  in  personnel  as  an  indicator  of  employee 
morale,  the  picture  looks  quite  good.  The  AMA  turn- 
over rate  is  now  slightly  lower  than  it  has  been  during 
the  last  five  years,  and  it  is  lower  than  the  rates  of 
comparable  associations  in  the  Chicago  area.  Sure,  we 
have  internal  arguments.  Sure,  we  have  people  leaving. 
And  sure,  all  those  hearts  at  5 35  North  Dearborn  do 
not  beat  as  one.  But  that  is  true  in  any  organization, 
and  it  is  a sign  of  vigor  and  strength  as  much  as  any- 
thing else.  We  do  not  have  a widespread  morale 
problem. 

While  on  the  subject  of  staff.  I’ll  bring  up  a charge 
you  may  hear  that  the  staff  is  running  the  show.  Well, 
the  staff  is  running  part  of  the  show.  That’s  what  it  is 
paid  to  do.  We  could  not  operate  without  a staff 
empowered  to  make  decisions.  But,  gentlemen,  these 
are  administrative  and  executive  decisions,  not  policy 
decisions  which  are  properly  reserved  for  the  elected 
officers  and  the  House  of  Delegates.  Sure,  the  staff 
prepares  reports  and  writes  speeches.  But,  I think  you 
and  I are  both  sufficiently  acquainted  with  the  can- 
tankerousness of  the  average  physician  to  know  he 
won’t  roll  over  like  a puppy  and  passively  accept  the 
thinking  of  others.  Policy-making  is  firmly  in  the 
hands  of  the  men  you  elect  to  office.  They  work  hard 
at  it,  give  a lot  of  time  to  it,  and  undergo  a certain 
amount  of  personal  sacrifice  to  achieve  it. 


"What  the  heck  is  the  AMA  doing  for  me?" 


The  last  major  question  1 want  to  answer  here  is  a 
lot  tougher  than  the  others.  The  question  is  “What 
does  the  AMA  do  for  me?”  or  “Why  should  I belong?” 
There  are,  of  course,  some  real  benefits  in  terms  of 
magazines  and  other  publications,  library  services,  re- 
tirement plans,  malpractice  insurance  in  a growing 
number  of  states  and  things  of  that  sort.  Yet  there  is 
no  way  I or  anyone  else  can  say  your  dues  represent 
a measurable  quid  pro  quo  — a sound  exchange  of 
dollars  for  tangible  goods  and  services. 

To  a certain  extent  1 think  AMA  membership  can 
be  regarded  as  the  return  of  an  obligation.  When  we 
emerged  from  medical  school,  we  came  out  with  what 
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was  the  best  educational  opportunity  anyone  ever 
had  up  to  that  time.  The  same  can  be  said  for  the 
intern  and  residency  training  we  received.  I think  it 
proper  to  remind  you  that  the  high  educational  stand- 
ards we  all  benefited  from  were  high  because  of  what 
our  predecessors  in  medicine  insisted  upon  through 
the  AMA.  Our  board  certification  program  has  mean- 
ing because  of  what  physicians  did  through  their 
organizations,  including  the  AMA.  1 happen  to  believe 
we  all  still  have  this  obligation  to  the  men  and  women 
who  are  following  us  into  medicine.  We  have  to  pass 
on  the  same  high  standards  for  them,  and  the  only 
way  1 know  to  insure  that  is  through  our  support  for 
the  AMA. 

Finally,  we  have  to  be  realistic  about  the  political 
climate  that  now  prevails.  We  are  in  the  midst  of  a sig- 
nificant dialogue  over  the  future  of  medical  care  and 
health  services  in  this  country.  At  one  extreme,  some 
people  argue  that  things  are  perfect  now;  that  nothing 
needs  to  be  done.  At  the  other,  some  people  argue 
that  we  are  in  a health  care  crisis  so  deep  that  only  a 
top-to-bottom,  federally-directed  restructuring  of  the 
system  can  rescue  us.  A real  threat  exists  that  we  may 
get  a massive,  monolithic,  monstrously  inefficient 
governmental  system  of  health  and  medical  care. 


The  AMA  stands  somewhere  in  between,  urging  a 
course  of  moderation  and  common  sense.  We  have  to 
respond  to  the  legitimate  needs  of  the  people  for  bet- 
ter access  to  medical  care  at  costs  they  can  bear,  and 
to  the  legitimate  needs  of  the  medical  profession  to 
make  sure  that  care  is  of  the  highest  possible  quality. 
This  means  preserving  the  practice  of  medicine  that  1 
know  and  you  know. 

They  are  debating  our  future  in  Washington  right 
now.  They  are  debating,  too,  the  quality  of  medicine 
the  American  people  are  going  to  receive  in  the  future. 
In  this  debate,  a strong  AMA  is  the  single,  most  power- 
ful voice  we  have.  It  will  be  only  as  effective  as  physi- 
cians choose  to  make  it.  Throughout  history,  democ- 
racy has  flourished  best  in  the  presence  of  strong  insti- 
tutions outside  of  government.  For  medicine,  the 
AMA  functions  as  that  strong  institution  — and  that’s 
why  we  should  all  support  it  with  our  membership 
and  active  participation. 

Quite  often,  as  I think  of  the  divisiveness  that’s 
going  on,  I am  reminded  of  the  comic  picture  of  two 
youngsters  engaged  in  a lover’s  quarrel  as  their  row- 
boat is  swept  toward  Niagara  Falls.  It  is  time  for  us  to 
stop  our  squabbling  and  man  the  oars. 


The  Remarkably  Rigid  Progression 
Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time- 
ordered  sequence  of  progressive  drinking.  Alcoholism  begins 
with  “social  drinking,”  then  progresses  to: 

I I Drinking  at  least  once  a week. 

I I Drinking  faster  and  more  than  the  "social  drinker." 

I I Experiencing  temporary  amnesia,  or  "blackouts." 

I I Becoming  more  drunk  than  the  "social  drinker." 

I I Losing  control  over  ability  to  stop  drinking  after  the  first  drink. 

I I Going  on  periodic  drinking  bouts. 

I I Losing  time  from  work. 

I I Protecting  and  hiding  liquor  supplies. 

I I Drinking  alone  in  the  morning  or  before  breakfast, 
n Getting  the  "shakes"  and  "butterflies"  and  finding  liquor 
mitigates  them. 

I I Finding  it  takes  less  alcohol  to  get  drunk  (less  tolerance  to 
the  drug,  probably  due  to  brain  damage). 

I ] Experiencing  delirium  tremens  (D.T.'s). 

I 1 Feeling  vague  and  unreasoned  fears. 

I I Experiencing  insomnia. 

I I Dying  of  liver,  or  brain,  or  heart  disease,  or  debilitating 
diseases  such  as  tuberculosis  and  pneumonia  or  accidents. 

Member  of  American  Hospital  Association  • Accredited  by  Joint  Commission  on  Hospitals 
Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 
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Medi-scan  Q & A 


E.  coli  or 
R aeruginosa?"^ 
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In  severe  infections 
when  nutritional  supplementation 
is  indicated 


BGrOCCa  tablets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Information,  a 
mary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

Riboflavin  

Pyridoxine  HCI  

Niacinamide  1 

Calcium  pantothenate 

Cyanocobalamin 5fc 


Folic  acid  0 3 

Ascorbic  acid 50il 


Indications:  Nutritional  supplementation  in  condi^  s 
in  which  water-soluble  vitamins  are  required  p-c 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernic  is 
anemia  or  other  primary  or  secondary  anemias.  ' • 
rologic  involvement  may  develop  or  progress,  de:  : 
temporary  remission  of  anemia,  in  patients  with  '• 
nicious  anemia  who  receive  more  than  0.1  mg  of  c 
acid  per  day  and  who  are  inadequately  treated  ' 
vitamin  Bn. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clii  > 
need. 

Available:  In  bottles  of  100. 

/ \ ROCHE  LABORATORIES 

ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


coli  are  revealed  by  the  rounded  ends  of  the  bacteria  in  this  new 
scanning  eiectron  micrograph.  P.  aeruginosa  have  tapered  ends. 
Neither  distinction  can  be  seen  under  standard  microscopy. 
Photomicrography:  Courtesy  Harry  S.  Truman  Laboratory, 


NOTES 


Veil  mannered  computers  may  excel  physicians  in  getting 
histories.  A machine  developed  in  Britain  speaks  in  a well 
modulated  voice  and  impresses  patients  with  its  competence, 
patience,  and  politeness.  According  to  patient  reports  it 
always  says  "please"  and  "thank  you"  and  it  conducts  the 
most  thorough  interview  they  have  ever  experienced.  Patients 
felt  the  computer  was  really  interested  in  their  problems 
and  they  had  much  confidence  in  the  opinions  and  recommen- 
dations it  gave  them. 

In  the  horse  and  buggy  days  they  would  put  blinders  on 
a skittish  horse  to  keep  him  for  over-reacting.  Now  we're 
doing  the  same  thing  to  ourselves  with  drugs.  A study  in  a 
community  of  112,000,  reported  by  Stolley  and  others  in 
Annals  of  Internal  Medicine,  April,  revealed  that  I7  percent 
of  all  prescriptions  written  and  filled  were  for  psychotro- 
pic drugs.  Druggists  filled  196,855  prescriptions  (for  all 
drugs)  with  total  of  9,002,188  dosage  units,  in  one  year. 
Antibiotics  followed  the  tranquilizer-stimulant  group  at 
15  percent  and  contraceptives  were  called  for  in  5 percent 
of  the  prescriptions. 

Oxygen  toxicity  may  plague  divers  if  they  are  deficient 
in  vitamin  E.  Oxygen  poisoning  and  radiation  promote  the 
formation  of  free  radicals  but  vitamin  E protects  against 
the  damage.  Excessive  oxygen  also  interferes  with  elimin- 
ation of  carbon  dioxide.  This  was  comment  in  a letter  pub-  - 
lished  in  New  Zealand  Medical  Journal,  January. 

General  Longstreet's  cavalry  charge  at  Gettysburg  was 
delayed  and  many  have  wondered  why.  Now  a historian  suggests 
it  was  due  to  the  fact  the  General  had  an  acute,  thrombosed 
hemorrhoid.  If  you've  ever  had  one,  you  can  understand  that 
anyone  might  be  reluctant  to  start  bouncing  in  a hard  saddle. 

Ties  between  Cuba  and  Russia  are  demonstrated  in  a 
surgical  journal  published  in  Havana,  Summaries  of  the 
scientific  articles  are  printed  in  Russian. 

Minimum  wage  laws  produce  minimum  employment.  Members 
of  the  National  Federation  of  Independent  Businesses  oppose 
further  increase  in  minimum  wage  schedules  since  it  would 
dry  up  job  opportunities  for  marginal  workers  and  cause 
some  employers  to  replace  employees  with  machines.  They 
support  legislation  exempting  small  business  firms  if  they 
can  show  that  an  increase  would  require  replacement  with 
mechanical  or  electrical  equipment. 

Unzipped . Bert  HowardJ s AMA  Newsletter  says  the  insur- 
ance plan  form  of  the  United  Federation  of  Postal  Clerks 
doesn't  carry  a zip  code  number. 
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H.  L.  H. 


EDITORIAL 


Aetna  Attempts  to  Control 
Physicians  ’ Fees 


-A.  etna  Life  and  Casualty  is  making  a brazen 
attempt  to  control  physicians’  fees.  Communi- 
cations addressed  to  Oregon  Medical  Associa- 
tion from  this  firm  demonstrate  that  it  does 
not  understand  its  own  contractural  relation- 
ships with  its  clients  or  is  making  a deliberate 
attempt  to  distort  them.  The  latter  action  ap- 
pears to  be  the  company’s  chosen  course  in 
view  of  its  expressed  willingness  to  use  the 
courts  to  force  physicians  to  accept  the 
amounts  it  is  willing  to  pay  its  clients. 

Aetna  Life  and  Casualty  has  no  contract 
with  Oregon  Medical  Association  and,  so  far 
as  can  be  determined,  no  contract  with  indi- 
vidual physicians  in  Oregon.  Yet  the  firm  pre- 
sumes to  have  a schedule  of  fees  for  Oregon 
physicians.  Without  a contract  expressing 
agreement  between  an  insurance  company  and 
a physician,  or  physicians,  there  is  no  possible 
basis  for  maintenance  of  a fee  schedule  by  any 
such  company.  Its  business  is  with  its  clients 
only.  The  client  and  the  insurance  company 
may  agree  upon  any  conditions  they  wish,  but 
their  agreement  has  nothing  whatever  to  do 
with  the  mutual  responsibilities  of  physicians 
and  patients. 

When  a person  who  is  ill,  injured,  or  dis- 
traught seeks  the  advice  of  a physician,  or  puts 
himself  in  the  physician’s  hands  for  treatment. 


each  has  a responsibility.  The  physician  is  re- 
sponsible for  providing  the  best  medical  care 
of  which  he  is  capable.  The  patient  has  an 
obligation  to  pay  a reasonable  fee  for  the  care 
provided.  If  the  patient  has  an  agreement 
with  an  insurance  company,  that  agreement  is 
not  a legal  basis  for  concern  of  the  physician 
unless  he  also  has  an  agreement  with  the 
insurance  company. 

If  a physician  accepts  direct  payment  from 
an  insurance  company  for  medical  care  ren- 
dered to  one  of  its  clients,  he  only  assists  insur- 
ance company  executives  to  form  a distorted 
view  of  their  own  position  or  encourages  them 
to  make  an  unjustifiable  attempt  to  control 
fees.  The  insurance  company  may  have  any 
schedule  of  reimbursement  upon  which  the 
company  and  its  client  agree.  That  schedule 
cannot  be  a fee  schedule.  The  fee  is  deter- 
mined by  the  physician  or  is  the  amount 
agreed  upon  between  physician  and  patient  be- 
fore treatment  is  undertaken.  The  difference 
is  obvious.  From  the  letters  reproduced  in  full 
below,  it  is  likewise  obvious  that  Aetna  Life 
and  Casualty  has  confused  its  reimbursement 
schedule  with  physicians’  fees,  or  is  deliber- 
ately trying  to  foster  confusion  among  physi- 
cians and  patients. 

H.  L.  H. 


Bob  Dernedde,  Executive  Secretary 
Oregon  State  Medical  Association 
2164  S.  VV.  Park  Place 
Portland,  Oregon 

Dear  Mr.  Dernedde: 

Coverage  under  the  terms  of  the  group  insurance 
contracts  written  by  the  Aetna  Life  Insurance  provide 
for  payment  consideration  of  charges  to  the  extent 
that  they  are  usual  and  customary  and  that  treatment 
is  reasonably  necessary'  for  illness  or  injury. 

Over  the  years  we  have  determined  as  best  we 
could,  the  usual  or  customary  or  reasonable  fee  for 
particular  services  in  the  application  of  our  contract. 
In  recent  years,  we  have  had  very  fine  assistance  from 
the  peer  review  committees  of  the  medical  societies. 
We  have  reduced  charges  or  accepted  them  based  on 
the  decision  of  the  review  of  the  committee.  We  now 
have  available  to  us  computerized  profile  information 
pinpointing  the  range  of  the  fees  from  which  usual 


and  customary  can  be  determined.  We  can  also  deter- 
mine the  customary  fee  of  a particular  physician. 

I am  sure  that  it  is  common  knowledge  that  most 
of  the  fees  which  at  first  appear  to  be  excessive  are 
for  unusual  circumstances  or  honest  errors  in  billing. 
The  percentage  that  are  intentionally  billed  at  a level 
higher  than  the  usual  and  customary  is  extremely 
small  and  usually  by  a physician  who  does  so  on  a re- 
curring basis.  We  have  had  a mounting  problem  of 
recent  months  in  that  the  insured  individual,  or  the 
patient  from  the  doctor’s  standpoint,  is  extremely 
upset  when  we  reduce  a fee  as  being  over  the  usual 
and  customary  and  yet  the  patient  is  in  a position 
where  he  must  pay  a balance  to  the  doctor.  As  profile 
information  is  not  available  for  a good  many  insurance 
carriers  and  many  of  them  choose  not  to  use  the  serv- 
ices of  the  local  review  committee,  we  find  that  our 
competition  is  in  many  cases  not  reducing  charges  to 
the  extent  that  we  are.  When  we  do  reduce  a charge, 
it  leaves  the  patient  responsible  for  the  balance,  it  is 
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pointed  out  that  our  competitors  are  making  more 
liberal  payments  and  that  we  are  in  an  unfavorable 
position. 

Under  these  circumstances,  we  felt  we  must  alter 
our  claim  handling  methods  in  an  effort  to  alleviate 
this  responsibility  on  the  part  of  the  patient  and  have 
adopted  the  use  of  the  enclosed  letters.  We  want  you 
to  be  aware  of  the  use  of  these  letters  and  the  reasons 
for  their  implementation.  We  want  you  also  to  bear 
in  mind  that  we  recognize  that  it  is  a small  portion  of 
the  medical  community  to  whom  these  letters  will  be 
sent  as  mentioned  earlier.  Basically,  it  is  our  feeling 
that  in  the  absence  of  an  explanation  indicating  that 
the  attending  physician’s  fees  are  higher  than  the  usual 
and  customary  in  the  area,  that  the  patient  can  be 
assumed  to  have  contracted  for  a fee  no  higher  than 
that  which  would  be  considered  usual  and  customary. 
Under  these  circumstances,  we  are  offering  to  provide, 
should  the  case  not  be  reconciled  in  any  other  man- 


ner to  pay  the  cost  of  defending  an  action  at  law  by 
the  doctor  involved  to  collect  the  remainder  of  the 
charges,  that  is  the  portion  between  the  usual  and 
customary  and  the  actual  fee  charged. 

It  is  our  hope  that  sometime  in  the  future  there 
will  be  a mechanism  available,  outside  of  the  Federal 
Government,  that  will  be  able  to  provide  peer  review 
on  both  fee  and  utilization  with  the  decision  binding 
on  the  physician  and  the  insurance  carrier.  Perhaps  a 
foundation  type  mechanism  on  a broad  basis  is  the 
answer  and  to  the  extent  that  such  a mechanism  be- 
comes available  we  will  be  happy  to  discuss  with  you 
our  participation  in  it. 

Very  truly  yours, 

R.  F.  Galbraith,  Supt. 

Group  Claim  Dept. 

Aetna  Life  and  Casualty 


JOHN  DOE 
Dear  Sir: 

Re:  XYZ  COMPANY 

The  provisions  of  your  Group  Insurance  plan 
permit  us  to  include  as  a covered  medical  expense 
only  that  portion  of  a physician's  charge  which 
does  not  exceed  the  prevailing  level  of  fees  charged 
by  a majority  of  physicians  for  the  procedure  in 
question. 

We  have  examined  your  claim  and  have  deter- 
mined that  $ of  the  charges  for  medical 

services  by  Dr.  Sam  Public  is  the  amount  we  may 
properly  include  as  covered  expenses.  We  have 
used  this  amount  in  our  calculation  of  your  Group 
Insurance  benefits. 

If  you  have  agreed  to  the  full  charge,  or  wish  to 
pay  it,  that  is  a matter  between  you  and  your  phy- 
sician. If,  however,  you  decide  not  to  pay  the  dif- 
ference between  the  full  charge  and  the  amount  we 
have  determined  to  be  covered  expense,  you  may 
wish  to  notify  your  physician  of  our  determina- 
tion. If  he  bills  you  for  the  excess,  please  let  us 
know.  We  will  then  contact  your  physician  and 
explain  to  him  the  basis  for  our  determination.  We 
will  make  every  effort  to  resolve  the  difference. 

Very  truly  yours, 

Mr.  Galbraith 

JOHN  DOE 
Dear  Sir: 

Re:  XYZ  COMPANY 

We  have  communicated  with  your  Attending 
Physician  regarding  the  additional  bill  you  received 
for  the  difference  between  the  amount  we  recog- 


nized as  a covered  expense  and  the  original  charge. 

Your  physician  is  willing  to  accept  our  deter- 
mination as  his  fee  for  services  rendered. 

Please  let  us  know  if  we  may  be  of  any  further 
assistance. 

Very  truly  yours, 

Mr.  Galbraith 

JOHN  DOE 
Dear  Sir: 

Re:  XYZ  COMPANY 

We  have  communicated  with  your  Attending 
Physician  regarding  the  additional  bill  you  received 
for  the  difference  between  the  amount  we  recog- 
nize as  a covered  expense  and  the  original  charge. 
Your  physician  is  not  willing  to  accept  our  deter- 
mination of  covered  expense  as  his  fee  for  services 
rendered. 

Should  a legal  proceeding  be  initiated  to  collect 
the  difference  between  the  amount  we  have  deter- 
mined as  a covered  expense  and  the  original  charge, 
notify  this  office  immediately.  If  you  or  your 
dependent  involved  have  not  agreed  to  accept  the 
full  charge  and  will  cooperate  in  the  defense,  we 
will  pay  legal  expenses  incurred  by  you  in  defense 
of  the  suit.  In  the  event  of  an  adverse  finding  by 
the  court,  we  will  pay  court  costs  and  penalties 
which  are  assessed.  We  will  also  recognize  as  a 
covered  expense,  the  court's  determination  of  the 
amount  of  the  fee  owed  by  you. 

Please  keep  us  informed  of  any  further  develop- 
ments. We  wish  to  do  what  we  can  to  help. 

Very  truly  yours, 

Mr.  Galbraith 
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Prognosis  of  Epilepsy  in  Children 

ROBERT  M.  RANKIN,  M.D.,  Wenatchee,  Washington 


One  hundred  twenty-eight  epileptic  children  were  followed  for  4 to  14  years  to  deter- 
mine their  outcome.  Twenty-four  percent  had  a positive  family  history  of  epilepsy , and 
41  percent  had  some  evidence  of  brain  damage.  Fifty  percent  became  seizure-free  and  31 
percent  were  eventually  able  to  discontinue  anticonvulsant  medication.  Prognosis  is  best 
for  children  with  grand  mal  seizures,  normal  EEC’s  and  infrequent  attacks.  Comparison  of 
these  data  with  data  published  by  other  authors  using  different  types  of  treatment  suggests 
that  the  above  figures  approximate  the  natural  history  of  epilepsy  in  children. 


T 

JL  he  parents  of  a child  who  has 
developed  epilepsy  seek  answers  to 
many  questions,  but  the  one  creat- 
ing the  most  anxiety  is,  “Will  he 
grow  out  of  it?”  The  purpose  of 
this  paper  is  to  present  data  that 
will  provide  some  insight  into  the 
answer  to  that  question.  The  superb 
investigations  of  Livingston  have 
demonstrated  the  uniformly  good 
prognosis  of  petit  mal  epilepsy  and 
the  poor  prognosis  of  minor  motor 
seizures  of  infancy.*’^  Little  infor- 
mation is  available  on  the  long-term 
prognosis  of  other  forms  of  epilepsy 
in  children.  In  their  excellent  recent 
text  on  epilepsy,  Schmidt  and  Wilder 
state:  “.  . .the  use  of  anticonvulsant 
drugs  will  result  in  significant  seizure 
control  in  70  to  80  percent  of  all  pa- 
tients with  recurring  seizures.  Com- 
plete control  can  be  obtained  in 
about  half  of  all  patients,  when  all 
seizure  types  are  included  . . . Suc- 
cess rates  appear  to  be  greatest  in 
those  patients  with  uncomplicated 
major  attacks  or  grand  mal.”^  These 
authors  were  discussing  epilepsy  in 
general,  and  the  statement  is  not 
limited  to  childhood  epilepsy. 

Costeff  states:  “It  seems,  then, 
that  the  great  majority  of  both  feb- 
rile and  afebrile  convulsions  in  child- 
hood have  a good  prognosis  for  dis- 
appearance of  seizures.”'*  This  con- 
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elusion  is  based  on  the  fact  that  in 
an  area  with  a high  saturation  of 
medical  treatment  many  children 
gave  a history  of  untreated  seizures 
that  ceased  spontaneously.  Thom 
found  that  10  percent  of  children 
with  “infantile  convulsions”  con- 
tinued having  convulsions  13  years 
later.®  Half  of  his  patients  had  only 
a single  seizure.  Many  of  his  patients 
had  “febrile”  seizures.  There  is  a 
large  group  of  children  who  have 
only  a few  seizures,  always  associ- 
ated with  a febrile  illness.  These 
children  have  a good  prognosis,  and 
their  inclusion  in  any  study  provid- 
ing data  renders  a false  impression 
as  to  the  prognosis  of  children 
with  chronic  recurring  “afebrile” 
seizures.  Thom’s  paper  was  present- 
ed in  1941,  when  the  significance  of 
febrile  seizures  was  only  beginning 
to  be  recognized. 

The  data  presented  here  are  de- 
signed to  evaluate  the  long-term 
prognosis  of  different  forms  of  epi- 
lepsy in  children,  including  petit 
mal,  grand  mal,  temporal  lobe  and 
mixed  epilepsy.  The  prognosis  is 
correlated  with  type  of  seizure,  age 
of  onset,  frequency  of  seizures,  pres- 
ence or  absence  of  brain  damage, 
and  type  of  EEG  tracing. 

source 

The  cases  on  which  these  find- 
ings are  based  were  compiled  from 
my  office  records  between  the  years 
1945  and  1966.  They  are  presumed 
to  represent  a cross-section  of  pa- 
tients seen  in  private,  general,  neuro- 
logic office  practice  in  a metropoli- 
tan area  of  about  one  million  people. 


Slight  bias  is  introduced  by  the  fact 
that  the  patients  were  drawn  from 
an  above  average  social,  economic 
and  intellectual  level.  Because  of 
this,  treatment  sch.edules  were  gen- 
erally faithfully  followed,  and  gener- 
al and  mental  hygiene  were  excel- 
lent. These  factors  may  be  less  fa- 
vorable in  a public  clinic  setting. 

During  much  of  the  period  cov- 
ered in  this  report  the  significance 
of  minor  motor  seizures  of  infancy 
was  not  understood,  and  these  cases 
are  included  as  cases  of  grand  mal 
epilepsy.  It  is  estimated  that  about 
2 percent  of  these  patients  suffered 
from  minor  motor  seizures  of  infan- 
cy. In  the  analyses  these  are  ad- 
mixed into  the  more  common  class- 
ifications of  epilepsy. 

treatment  used 

Pharmacologic  therapy  using  the 
usual  widely  accepted  anticonvul- 
sant agents  was  the  primary  treat- 
ment for  the  patients  in  the  series. 
Grand  mal  seizures  were  treated  pri- 
marily with  diphenylhydantoin  so- 
dium, primidone,  phenobarbital  and 
diazepam.  Of  these,  diphenylhydan- 
toin sodium  was  the  most  frequently 
used.  Petit  mal  seizures  were  treated 
with  ethosuximide,  trimethadione, 
paramethadione,  and  acetazolamide, 
with  ethosuximide  being  the  treat- 
ment of  choice.  Ketogenic  diet  was 
not  used  in  patients  in  this  series. 
Temporal  lobe  seizures  were  treated 
with  diazepam,  diphenylhydantoin 
sodium  and  phenobarbital.  None  of 
the  patients  in  this  series  was  treated 
by  surgery  for  epilepsy. 

All  of  the  patients  were  treated 
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with  a primary'  diagnosis  of  epilepsy. 
Excluded  from  this  series  were  pa- 
tients with  febrile  seizures,  and 
those  children  whose  conv'ulsions 
were  merely  a complication  of  an 
identifiable  disease,  such  as  brain  tu- 
mor, hypoglycemia,  tuberous  scler- 
osis, hydrocephalus. 

The  clinical  records  of  128  pa- 
tients fulfilling  the  above  criteria 
were  selected  for  analysis.  The  only 
patients  knowingly  excluded  were 
those  children  who  were  not  fol- 
lowed for  a sufficient  period  of  time 
to  qualify  for  interpretation  of  long- 
term prognosis.  Duration  of  treat- 
ment ranged  from  4 to  14  years. 
Twenty  percent  of  the  patients  in 
the  series  were  treated  for  five  years 
or  less.  Most  of  these  were  for  just 
under  five  years.  Sixty-one  percent 
w'ere  treated  for  5 to  9 years,  and 
18  percent  were  treated  for  10  years 
or  more. 

results 

As  seen  in  Figure  1,  most  of  the 
cases  (56  percent)  developed  epi- 
lepsy before  the  age  of  5 years. 
About  2 percent  of  children  in  this 
series  who  developed  epilepsy  at  less 
than  two  years  of  age  had  minor 
motor  seizures  of  infancy. 

In  this  series  most  of  the  patients 
suffered  from  grand  mal  seizures. 
Figure  2.  Sixty-two  percent  had 
only  grand  mal  seizures  and  an  addi- 
tional 21  percent  had  mixed  seizure 
types.  This  figure  (83  percent)  is 
greatly  different  from  that  reported 
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Tridione 

paramethadione 

Paradione 

acetazolamide 

Diamox 

by  Livingston  from  a much  larger 
series,  in  which  major  motor  seizures 
accounted  for  43  percent  of  all  chil- 
dren with  epilepsy.^  Nine  percent 
had  only  temporal  lobe  seizures.  An 
additional  12  percent  had  a mixture 
of  temporal  lobe  and  other  seizure 
types.  Five  percent  of  the  patients 
had  pure  petit  mal  epilepsy  with  a 
total  of  19  percent  having  petit  mal 
and  other  types  of  seizures. 

In  an  attempt  to  determine  the 
etiology  of  epilepsy  in  this  series, 
those  patients  with  a positive  family 
history  and  brain  damage  were  seg- 
regated, as  shown  in  Figure  3.  A pa- 
tient was  considered  to  have  a posi- 
tive family  history  if  one  or  more  of 
his  parents  or  siblings  had  epilepsy 
or  if  two  or  more  of  his  aunts,  uncles 
or  first  cousins  had  epilepsy.  Epi- 
lepsy in  relatives  more  distant  than 
this  was  not  considered  to  constitute 
a positive  family  history.  Twenty- 
four  percent  of  the  patients  in  this 
series  had  a positive  family  history 
of  epilepsy  using  these  criteria.  In 


their  series  Soulayrol,  et  al.,  found: 
“The  frequency  of  familial  epilepsy 
in  any  of  the  age  groups  at  Saint 
Paul  Centre  can  be  estimated  as  be- 
ing between  8.5  percent  and  10  per- 
cent.” This  conclusion  was  based 
on  a study  of  epileptic  children  in 
an  institution  and  constitutes  a dif- 
ferent sample  of  the  epileptic  popu- 
lation than  my  series. 

The  brain  damage  classification 
includes  all  of  those  patients  who 
had  had  any  of  the  motor,  intellec- 
tual, or  behavioral  characteristics 
generally  accepted  as  indicative  of 
brain  damage.  In  the  great  majority 
of  these  damage  was  mild  and  not 
significantly  disabling.  Forty-one 
percent  of  the  epileptic  children  had 
some  indication  of  brain  damage, 
using  these  criteria. 

The  10  percent  of  the  children  in 
this  series  who  had  both  a positive 
family  history  and  manifestations  of 
brain  damage  were  segregated  be- 
cause of  the  possibility  that  their 
epilepsy  may  be  due  to  a disease 
process  caused  by  an  inborn  error  of 
metabolism.  Only  35  percent  of  the 
cases  were  primary. 

Figure  4 demonstrates  the  distri- 
bution of  various  EEC  types  in  this 
series.  Patients  classified  as  centren- 
cephalic  are  those  having  spike  and 
wave  discharges  emanating  from  a 
deep-seated  midline  focus.  Those 
classified  as  dysrhythmic  include  pa- 
tients with  non-localized  spiking  or 
paroxysmal  rhythm  with  no  spike 
and  wave  discharges. 


AGE  AT  ONSET 
128  coses 


YEARS 


TYPE  OF  SEIZURE 


Fig.  1.  The  age  of  first  seizure  of  patients  in  this  series.  Fig.  2.  The  different  seizure  types  seen  in  the  children  on 

whom  these  data  are  based.  Four  patients  (3  percent)  had 
conditions  that  could  not  be  classified. 
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Fig.  3.  The  percentages  of  children  having  brain  damage 
and  positive  family  history. 


BRAIN  DAMAGE 


Fig.  4.  In  the  upper  figure  the  proportion  of  EEG  types 
in  the  entire  series  is  shown.  The  lower  figure  shows  the  EEG 
types  seen  in  children  with  brain  damage. 


Although  a small  number  (7  per- 
cent) of  all  patients  had  normal 
EEC’s,  none  of  the  children  hav- 
ing brain  damage  demonstrated  a 
normal  EEG.  More  than  half  of  pa- 
tients with  brain  damage  had  focally 
abnormal  EEC’s.  This  figure  is  in 
agreement  with  the  statement  of 
Chao  et  al.:  “More  than  50  percent 
of  children  with  focal  seizures  show 
no  other  evidence  of  neurologic 
abnormality.’’® 

The  data  in  Figure  5 are  compiled 
to  determine  the  difference  in  prog- 
nosis related  to  the  type  of  seizure. 
About  one-third  of  the  patients 
eventually  became  seizure-free  and 
were  able  to  discontinue  their  anti- 
convulsant program.  Half  of  all  pa- 


tients became  seizure-free,  but  some 
of  these  continued  on  anticonvul- 
sants. A patient  was  considered 
seizure-free  if  he  had  had  no  seizures 
for  three  years  and  if  his  time  period 
of  freedom  from  seizures  was  more 
than  twice  the  time  period  during 
which  he  had  seizures. 

Contrary  to  the  good  prognosis 
for  petit  mal  epilepsy  observed  by 
other  investigators  only  18  percent 
of  the  patients  with  petit  mal  epi- 
lepsy in  this  series  became  seizure- 
free.  This  may  be  explained  by  the 
fact  that  those  children  whose  petit 
mal  seizures  are  easily  controlled 
tend  to  be  treated  by  pediatricians 
and  family  doctors,  while  the  more 
difficult  cases  are  treated  by  a neu- 


rologist. It  is  possible  that  this  skew- 
ing of  the  data  does  not  entirely  ex- 
plain the  poor  response  of  petit  mal 
epileptics  in  this  series,  and  that  the 
prognosis  for  petit  mal  epilepsy  is 
not  as  good  as  generally  presumed. 

Prognosis  is  best  for  pure  grand 
mal  epilepsy  with  more  than  half 
(63  percent)  of  these  patients  even- 
tually becoming  seizure-free. 

About  a third  of  patients  with 
a positive  family  history  or  brain 
damage  became  seizure-free.  None 
of  the  patients  with  both  a family 
history  of  epilepsy  and  brain  dam- 
age (10  percent  of  the  total)  were 
free  of  seizures. 

When  the  type  of  EEG  tracing 
is  correlated  with  the  prognosis  it 


RESPONSE  RELATED  TO  SEIZURE  TYPE 


Fig.  5.  Diagram  showing  the  long-term  response  according 
to  seizure  type,  presence  of  brain  damage,  and  family  history 
of  epilepsy.  PM-petit  mal;  GM-grand  mal;  TL-temporal  lobe 
seizures.  Data  for  those  continuing  to  have  seizures  not  in- 
cluded, e.g.:58  percent  of  those  with  petit  mal  continued  to 
have  seizures. 


RESPONSE  RELATED  TO  EEG  TYPE 


Fig.  6.  The  long-term  response  related  to  EEG  type.  Data 
for  those  continuing  to  have  seizures  not  shown,  e.g.:  37  per- 
cent of  those  having  centrencephalic  EEG’s  continued  to  have 
seizures. 
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RESPONSE  RELATED  TO  AGE  OF  ONSET 
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Fig.  7.  The  upper  figure  demonstrates  the  long-term  response  according  to  the 
age  of  onset  of  seizures.  In  the  lower  figure  the  long-term  response  is  related  to  the 
frequency  of  the  seizures. 


is  seen  that  patients  with  focally 
abnormal  or  centrencephalic  foci 
do  slightly  better  than  those  pa- 
tients whose  EEG  tracings  show 
only  diffuse  paroxysmal  rhythm, 
Figure  6.  The  best  prognosis  is  seen 
in  those  patients  having  normal 
EEC’s.  Eighty-eight  percent  of  these 
patients  became  seizure-free  and  66 
percent  were  able  to  discontinue 
medication.  This  confirms  the  opin- 
ion of  Chao,  et  al.,  who  stated:  “A 
normal  electroencephalogram  . . . 
may  be  considered  a good  prognos- 
tic sign.”® 

If  the  age  of  onset  of  convulsive 
seizures  is  correlated  with  the  prog- 
nosis it  can  be  seen  that  the  outlook 
for  cessation  of  seizures  is  essentially 
the  same  regardless  of  the  age  at 
which  the  child  develops  epilepsy. 
Figure  7. 

There  appears  to  be  a definite 
correlation  between  the  frequency 
of  the  attacks  and  the  prognosis. 
Those  patients  having  very  frequent 
attacks  had  a poorer  prognosis  than 
those  with  infrequent  attacks.  This 
appears  to  be  the  case  whether  the 
seizures  were  petit  mal,  grand  mal, 
temporal  lobe,  or  mixed  types.  All 
of  the  patients  who  had  ten  or  fewer 
attacks  during  the  period  of  this 
study  became  seizure-free,  and  48 
percent  were  able  to  discontinue 
anticonvulsant  medication. 


discussion 

Although  all  the  patients  in  this 
series  were  treated  with  generally 
accepted  modern  therapeutic  meth- 
ods, it  is  my  opinion  that  these  data 
represent  the  natural  history  of  epi- 
lepsy in  children.  Turner  in  1907, 
before  the  use  of  any  of  the  pharma- 
cologic agents  used  today,  followed 
366  children  for  from  ZVi  to  22 
years.  He  reported  that  23.5  percent 
were  “totally  arrested.”^  Keith,  re- 
porting on  5 30  children  treated  by 
ketogenic  diet  and  followed  for 
periods  up  to  36  years,  found  30.6 
percent  free  from  all  attacks.*® 
These  data  are  in  close  agreement 
with  my  series  (31  percent  free  of 
seizures  and  off  medication).  It  ap- 
pears that  regardless  of  the  method 
of  treatment  about  one-third  of  all 
children  with  epilepsy  recover  com- 
pletely. 

Keith  also  attempted  to  deter- 
mine the  prognosis  of  the  various 
types  of  epilepsy.*'  Reporting  on 
190  patients  followed  for  15  to  23 
years,  he  found  that  40.9  percent 
of  children  with  grand  mal  epilepsy 
become  free  from  attacks.  In  my 
series  63  percent  of  similar  patients 
became  seizure-free.  The  discrep- 
ancy in  these  data  suggests  that  ef- 
fective treatment  of  grand  mal  epi- 
lepsy in  children  not  only  prevents 


the  attack  but  may  also  help  cure 
the  disease. 

In  petit  mal  epilepsy  in  children 
Keith  found  39.7  percent  became 
seizure-free  (present  series  28  per- 
cent).** In  mixed  petit  mal  and 
grand  mal  epilepsy  in  children  he 
found  28.9  percent  became  free  of 
attacks  (present  series  39  percent). 
These  data  suggest  that  present  day 
pharmacologic  agents  are  no  more 
effective  in  arresting  petit  mal  and 
petit  mal-grand  mal  forms  of  epilep- 
sy than  the  ketogenic  diet  used  by 
Keith,  and  that  the  above  figures 
represent  the  natural  course  of  the 
disease. 

conclusions 

The  data  on  128  children  with 
epilepsy  were  compiled  from  out- 
patient office  records.  Patients  were 
followed  from  4 to  14  years. 

Fifty -six  percent  of  the  children 
developed  epilepsy  before  the  age  of 
5 years. 

Eighty-three  percent  of  the  chil- 
dren had  grand  mal  seizures.  T wen  ty- 
one  percent  of  these  also  had  other 
types  of  seizures. 

Twenty -four  percent  had  a posi- 
tive family  history  of  epilepsy. 

Forty-one  percent  of  the  patients 
had  brain  damage,  largely  minima! 
and  not  disabling. 
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Forty -five  percent  had  focal  ly 
abnormal  EEC's. 

Fifty  percent  of  the  patients  be- 
came seizure-free  and  31  percent 
were  eventually  able  to  discontinue 
anticonvulsant  medication. 


Prognosis  was  not  altered  by  age 
of  onset  of  seizures. 

Prognosis  is  best  for  children 
with  grand  ma!  seizures,  normal 
EEC's  and  infrequent  attacks. 

Comparison  of  these  data  with 
data  published  by  other  authors 


using  different  types  of  treatment 
suggests  that  the  above  figures  ap- 
proximate the  natural  history  of 
epilepsy  in  children. 

820  North  Chelan  Avenue 
(98801) 
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Chemicals  and  Substances  Tested 

Fewer  chemicals  and  substances  were  tested  according  to  the  1970  report  than  were 
reported  in  the  first  such  PMA  study  conducted  in  1962.  In  addition,  fewer  had  reached 
the  clinical  testing  stage.  Compared  to  earlier  years,  new  compounds  were  put  through 
more  rigorous  pharmacological  testing.  Pharmacological  tests  totaled  704,000  for  1970, 
more  than  one  and  one-half  times  the  number  tabulated  in  a 1967  survey.  In  spite  of  this 
large  increase,  the  number  of  chemicals  and  substances  being  tested  on  humans  was  less 
than  either  1962  or  1967. 

Of  the  126,060  chemicals  and  substances  tested  in  1970,  investigation  of  an  average  of 
about  8,000  was  necessary  in  order  to  produce  each  of  the  sixteen  new  single  chemical 
entities  introduced  to  the  market  during  the  year.  The  comparative  ratio  in  1967  was  one 
in  7,000. 
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Notes  on  Digestive  Diseases 

V Hiatal  Hernia,  Esophageal  Regurgitation, 
and  Esophagitis 


MARTIN  D.  GELFAND,  M.D.,  Seattle,  Washington 


hen  the  patient  complains  of 
heartburn  and  water  brash,  or  pre- 
sents with  unexplained  iron  defi- 
ciency anemia,  esophageal  regurgi- 
tation should  be  suspected.  In  such 
patients,  x-ray  examination  of  the 
stomach  may  reveal  a hiatus  hernia, 
but  it  also  may  not.  Hiatus  hernias 
can  also  be  demonstrated  radiologic- 
ally  in  almost  50  percent  of  all  per- 
sons over  40  years  of  age,  and  most 
of  them  have  no  symptoms.  It  is 
then  the  regurgitation  of  acid  and 
not  the  hiatus  hernia  itself  that  is 
responsible  for  symptoms. 

types 

Of  the  two  types  of  hiatal  hernia, 
the  sliding  type  is  seen  more  fre- 
quently than  the  paraesophageal 
type.  The  esophagus  and  stomach 
move  through  the  hiatus  together, 
permitting  the  esophagus  to  enter  at 
the  uppermost  portion  of  the  herni- 
ated stomach.  In  the  paraesophageal 
type  the  esophagus  remains  near  the 
diaphragm  while  the  fundus  rolls  up 
into  the  chest.  With  the  esophagus 
relatively  fixed,  there  is  less  oppor- 
tunity for  regurgitation  but  more 
for  incarceration.  This  hazard  indi- 
cates surgery  for  many  cases  of  para- 
esophageal hernia. 

symptoms 

The  symptoms  of  sliding  hiatal 
hernia  are  usually  those  of  regurgita- 
tion and  esophagitis.  Acid  reflux  in- 
to the  esophagus  typically  causes 
substernal  burning  and  water  brash 
(an  actual  filling  of  the  mouth  with 
sour  or  bitter  fluid).  This  usually 
happens  about  a half  hour  after 
meals  but  may  be  induced  by  such 


items  as  orange  juice,  coffee,  or  alco- 
hol. Symptoms  are  more  apt  to  ap- 
pear at  night  but  may  be  brought 
on  during  the  day  when  the  patient 
lies  down,  bends  sharply  forward  or 
lifts  a heavy  object.  Heartburn  lacks 
the  periodicity  of  ulcer  discomfort 
and  tends  to  be  chronic.  In  many 
people,  heartburn  is  mild  and  tran- 
sient, and  ignored  or  easily  control- 
led by  antacids  or  by  avoiding 
offending  foods. 

Mucosal  damage  may  result  in  a 
peptic  stricture  or  in  erosive  esopha- 
gitis, which  can  bleed  slowly  causing 
mild  hematemesis  or  an  iron  defi- 
ciency anemia.  Massive  bleeding 
rarely  occurs.  There  is  considerable 
individual  variation  in  mucosal  sensi- 
tivity to  acid  insult  and  the  develop- 
ment of  these  complications.  They 
occasionally  occur  silently. 

The  herniated  stomach  itself 
causes  little  if  any  difficulty.  Pain, 
localized  high  in  the  epigastrium, 
may  be  caused  by  distention  of  the 
hernial  sac,  but  it  is  mild  and  clinic- 
ally insignificant.  The  herniated  por- 
tion of  the  stomach,  for  some  un- 
known mechanical  reason,  may  be 
the  site  of  erosive  bleeding  without 
concurrent  esophagitis.  But  many 
elderly  patients  with  large  hiatal 
hernias  are  completely  free  from 
esophageal  regurgitation,  chest  dis- 
comfort, and  abdominal  pain. 

Chest  pain  demands  careful  dif- 
ferential diagnosis.  Severe  retroster- 
nal discomfort,  mimicking  cardiac 
pain  in  its  intensity  and  radiation, 
may  occasionally  have  an  esophageal 
origin.  Just  as  frequently  the  same 
typical  distress  initially  may  seem  to 
originate  in  the  esophagus  when  it 
is  actually  due  to  coronary  insuffici- 


ency. Relation  of  the  distress  to 
exertion,  position,  and  food  intake, 
may  help  to  determine  the  real 
source,  although  the  diagnosis  is  not 
always  established  easily.  Too  fre- 
quently the  pain  of  pre-infarction 
angina  is  mistakenly  attributed  to 
aerophagia  or  the  effects  of  acid  re- 
flux into  the  esophagus.  Trouble- 
some eructation  and  left  subcostal 
distress  are  usually  gastric  in  origin 
and  are  not  related  to  hiatal  hernia 
or  reflux. 

laboratory  tests 

Regurgitation  can  be  demonstra- 
ted during  upper  gastrointestinal  x- 
ray  study  by  having  the  patient  drink 
water  rapidly.  Reflux  of  a large 
amount  of  barium  into  the  esopha- 
gus can  be  induced  by  this  maneuver. 

The  acid  perfusion  test  may  lo- 
cate the  source  of  pain.  Tenth  nor- 
mal hydrochloric  acid  is  adminis- 
tered through  a nasogastric  tube 
with  tip  at  mid-esophagus.  If  the 
patient’s  pain  is  reproduced  by  the 
acid  and  relieved  by  washing  the 
area  with  saline,  it  can  be  attributed 
to  acid  esophagitis.  Identification 
of  the  two  solutions  should  be  blind 
and  the  test  should  be  run  twice 
without  moving  the  tube. 

Regurgitation  can  also  be  studied 
by  simultaneous  recording  of  pH 
and  pressure  at  various  levels.  Small, 
waterfilled  catheters  and  an  elec- 
trode are  used.  Strain  gauges  and 
the  electrode  transmit  pressure  and 
pH  to  an  electronic  recorder  as  the 
tip  is  drawn  from  the  stomach  into 
the  esophagus.  The  method  meas- 
ures the  strength  of  the  lower  esoph- 
ageal sphincter  and  characteristics 
of  the  swallow  waves  of  the  esopha- 
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gus.  Extent  of  acid  reflux  can  be 
measured  after  the  stomach  is  load- 
ed with  tenth  normal  hydrochloric 
acid. 

Gross  inflammation  can  be  ob- 
served readily  by  esophagoscopy  but 
is  not  always  evident.  Some  patients 
with  severe  heartburn  have  normal 
appearing  mucosa.  A recent  develop- 
ment is  histologic  examination  of 
biopsy  specimens.  There  are  fea- 
tures that  distinguish  between  pa- 
tients with  heartburn  and  normal 
individuals. 

The  particular  study  employed 
should  depend  on  the  problem  as 
well  as  availability  of  test  equip- 
ment. An  acid  perfusion  test  may 
distinguish  between  cardiac  pain 
and  pain  arising  from  the  esophagus. 
Endoscopy  may  reveal  the  source  of 
bleeding.  A pH  and  pressure  study 
may  confirm  low  sphincter  pressure 
and  acid  reflux  when  x-rays  do  not 
reveal  hiatal  hernia,  even  though  re- 
gurgitation is  suspected. 

treatment 

Medical  treatment  of  esophageal 
reflux  aims  at  mechanically  dimin- 
ishing regurgitation  and  at  neutral- 
izing stomach  contents  to  reduce 
esophageal  irritation  by  acid.  Obe- 
sity, by  increasing  intragastric  pres- 
sure, may  be  an  important  cause  of 
esophageal  regurgitation.  Weight  re- 
duction, therefore,  may  be  an  essen- 
tial part  of  treatment.  During  sleep 
the  benefit  of  gravity  is  lost,  so  the 
stomach  should  be  empty.  An  early, 
light  supper  should  be  advised,  with 
nothing  further  ingested  until  morn- 
ing. Bending,  lifting  and  lying  down 
should  be  avoided  for  one  to  two 
hours  after  meals.  If  nocturnal 
symptoms  continue  to  be  promi- 
nent, the  head  of  the  bed  can  be 
raised  four  to  six  inches  with  blocks, 
or  a long  wedge  can  be  inserted  un- 
der the  mattress.  Cigarette  smoking 
should  be  stopped,  as  it  lowers  the 
esophageal  sphincter  pressure.  Cof- 


fee, citric  acids  and  spices  are  poten- 
tial mucosal  irritants  and  should  be 
avoided.  Frequency  of  use  of  ant- 
acids depends  on  severity  of  the 
symptoms.  As  reflux  is  most  promi- 
nent after  meals  and  at  night,  ant- 
acids should  be  taken  20  to  30  min- 
utes after  meals  and  at  bedtime. 
With  more  severe  symptoms  or  eso- 
phagitis, hourly  use  may  be  neces- 
sary. Anticholinergic  medication  is 
contraindicated  as  it  lowers  esopha- 
geal sphincter  pressure.  This  pro- 
gram can  be  liberalized  as  heart- 
burn and  regurgitation  become  less 
frequent  and  less  troublesome. 

When  symptoms  persist  despite 
a period  of  intensive  treatment,  sur- 
gery should  be  considered.  In  young 
patients,  copious  regurgitation  and 
very  low  sphincter  pressures  often 
are  refractory  to  any  medical  ther- 
apy. Other  individuals  with  continu- 
ous, intractable  symptoms  should 
have  esophagitis  or  regurgitation 
documented  by  any  of  the  proce- 
dures outlined  above  before  surgery 
is  undertaken.  Until  recently,  surgi- 
cal experience  with  hiatus  hernias 
and  esophageal  regurgitation  had 
been  frustrating  because  symptoms 
returned  or  the  hernia  recurred. 
Now,  however,  operations  prevent- 
ing reflux  by  producing  a type  of 
flap  valve  have  been  more  success- 
ful. Low  sphincter  pressures  may 
even  be  significantly  elevated.  Un- 
less gastric  hypersecretion  and  re- 
cent peptic  ulcer  disease  are  present, 
vagotomy  with  pyloroplasty  is  not 
necessary  and  should  not  be  added. 
Potential  surgical  help  should  not 
be  refused  for  the  appropriate  pa- 
tient as  the  results  may  be  most 
gratifying. 

When  a patient  complains  more 
of  substernal  pain  and  intermittent 
dysphagia  than  of  heartburn  or  re- 
gurgitation, the  etiology  may  be 
spasm  unassociated  with  reflux.  An 
esophageal  dysrhythmia  can  be  con- 
firmed radiologically  or  manometric- 
ally.  If  a medical  program  for  esoph- 


ageal reflux  fails,  repair  of  an  asso- 
ciated hiatus  hernia  should  not  be 
undertaken,  as  the  spasm  will  usu- 
ally persist.  If  suspected,  diffuse 
esophageal  spasm  can  be  recognized 
and  more  appropriately  treated. 

Especially  virulent  regurgitation 
can  cause  a peptic  stricture  or  ulcer 
high  in  the  esophagus  above  the 
cardio-esophageal  junction.  The 
esophagus  below  the  stricture  is 
lined  with  columnar  epithelium,  at- 
tributed to  metaplasia  following  ero- 
sive esophagitis.  Functionally  and 
manometrically  the  columnar-lined 
gullet  behaves  as  esophagus.  This 
condition,  referred  to  as  Barrett’s 
syndrome,  usually  cannot  be  helped 
by  a medical  program.  Surgery  to 
prevent  esophageal  reflux  with  dila- 
tation of  the  stricture  has  proved 
successful. 

conclusion 

Heartburn  and  regurgitation  are 
the  usual  symptoms  of  acid  reflux 
into  the  esophagus.  This  may  be 
caused  by  a diminished  lower  esoph- 
ageal sphincter  pressure  with  or 
without  a sliding  hiatus  hernia.  Oc- 
casionally, a stricture  or  bleeding 
from  erosive  esophagitis  can  occur. 
A fundal  gastritis  can  rarely  cause 
bleeding  in  older  patients  with  large 
hernias.  Medical  treatment  empha- 
sizes neutralization  of  acid,  weight 
reduction,  and  the  use  of  gravity  to 
prevent  gastric  contents  from  enter- 
ing the  esophagus.  When  symptoms 
continue  or  are  atypical,  confirma- 
tory studies  may  include  barium 
x-rays,  the  acid-perfusion  test,  pH 
and  pressure  study,  and  esophagos- 
copy. Even  though  distress  caused 
by  esophageal  reflux  is  not  extrem- 
ely serious,  the  carefully  selected 
patient  may  often  be  relieved  by 
newer  surgical  procedures. 


1118  Ninth  Avenue 
(98101) 


461 

Northwest  Medicine,  June  1972 


The  Difficulty  of  the 
“Psychosomatic”  Diagnosis 

GERT  HEI LBRUNN,  M.D.,  Seattle,  Washington 


T 

-L  he  influence  of  the  psyche  on 
the  soma  had  been  pondered  for 
thousands  of  years  before  Johann 
Christian  Heinroth  used  the  term 
psychosomatic  in  1818  for  the  first 
time.  Primitive  man  and  Mesopo- 
tamian societies  had  believed  that 
illness  was  caused  by  evil  spirits  and 
religious  powers  respectively.  The 
Greeks  and  Romans  recognized  the 
interaction  between  mind  and  body, 
and  advocated  a scientifically  holis- 
tic approach.  The  Dark  Ages  re- 
verted to  a diagnostic  orientation 
that  was  steeped  in  a nosologic  mys- 
ticism of  sinful  transgression  and 
therapeutic  redemption.  A reactive 
exclusion  of  matters  of  the  mind 
from  the  realm  of  medicine  began 
during  the  renaissance,  and  lasted  for 
centuries  during  which  the  enthusi- 
asm over  technologieal  advances  and 
the  growing  natural  sciences  left  the 
exploration  of  the  soul  to  the  philo- 
sophers and  theologians. 

The  materialistic  position  pre- 
vailed until  the  middle  of  the  19th 
century  when  the  creative  initiative 
of  the  French  genius  and  the  struc- 
tural methodology  of  the  German 
schools  had  prepared  the  ground  for 
Freud’s  epochal  discoveries  and  for- 
mulations. After  the  initial  resist- 
ance against  psychoanalytic  tenets 
had  eased,  the  medical  world  became 
particularly  interested  in  Freud’s 
observations  that  repressed,  uncon- 
scious conflicts  could  produce  the 
physical  manifestations  of  hysteria. 
Alexander  observed  that  psychic 
conflict  was  accompanied  by  physi- 
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ologic  alterations  which  would  lead 
to  organic  disease  and  finally  tissue 
damage,  if  the  conflict  was  of  suffi- 
cient intensity,  and  the  target  organ 
particularly  vulnerable  on  the  basis 
of  constitutionality  or  a previous, 
predisposing  illness.* 

The  fact  that  the  physical  con- 
comitants originated  from  the  vege- 
tative nervous  system  blended  well 
with  the  ongoing  neurophysiologic 
exploration  of  the  limbic  system  and 
the  anatomical  substrate  of  the 
emotions.  Investigators  of  predom- 
inantly psychoanalytic  persuasion 
began  to  draw  personality  profiles 
of  patients  who  suffered  from  dis- 
orders of  organs  or  organic  systems 
innervated  by  the  vegetative  nervous 
system.  Specifically  it  was  held 
that  peptic  ulcer  occurred  in  an 
individual  with  strong  oral  acquisi- 
tive urges;  ashamed  of  his  depend- 
ent longings,  the  patient  would 
defend  himself  with  a display  of 
proud  self-sufficiency.  A patient 
suffering  from  ulcerative  colitis  was 
seen  to  give  up  easily  in  the  face  of 
obstacles.  Anamnestically,  overly 
ambitious  parents  had  challenged 
him  beyond  his  capacity,  causing 
him  to  meet  challenges  on  a primi- 
tive gastrointestinal  level,  substi- 
tuting bowel  movements  for  adult 
achievement,  as  it  were. 

Bronchial  asthma,  with  its  typical 
expiratory  difficulty,  depicted  the 
inhibited  communication  with  the 
mother;  the  patient  feared  that  she 
would  repudiate  his  sexual  thoughts 
and  withdraw  her  love  from  him. 
Essential  arterial  hypertension  re- 
sulted from  hostility  which  had  to 
be  repressed  lest  the  patient  lose  the 
coveted  affection  from  the  environ- 


ment. Neurodermatitis  represented 
a complex  configuration  between 
exhibitionism,  guilt  and  masochism, 
combined  with  the  desire  to  receive 
the  physical  expression  of  love  from 
others.  The  patients  had,  as  a rule, 
had  undemonstrative  mothers  and 
showed  a considerable  amount  of 
oedipal  complications.  Thyrotoxi- 
cosis was  precipitated  by  a threat  to 
survival  in  a patient  who  had  been 
constantly  engaged  in  a struggle 
against  his  fear  of  death,  chiefly 
denying  it  through  seeking  out  dan- 
gerous situations  as  counterphobic 
measures. 

These  and  other  profiles  covering 
migraine  headaches,  arthritis,  essen- 
tial epilepsy  and  vagal  insufficiency, 
published  by  leading  investigators, 
so  impressed  the  non-psychiatric 
physician  and  the  laity  that  the 
word  psychosomatic  became  a famil- 
iar term  in  everyday’s  language. 
Within  a relatively  short  period  of 
time  the  diagnosis  of  psychosomatic 
illness  grew  fashionable.  The  physi- 
cian would  authoritatively  invoke 
the  patient’s  unconscious  whose 
mystical  power  dominated  an  un- 
challengeable diagnostic  verdict. 

Notwithstanding  his  general  mis- 
trust of  psychiatry,  even  the  skepti- 
cal physician  found  the  sequence  of 
emotional  stimulus,  hypothalamic 
mediation  and  sympathetic  or  para- 
sympathetic reaction  sufficiently  or- 
ganic, “down  to  earth,’’  and  there- 
fore acceptable.  The  term  psycho- 
somatic became  not  only  a respect- 
able adjective,  but  also  a sweeping 
categorization  of  the  numerous  com- 
plaints of  patients  lacking  tangible, 
structural,  pathologic  change.  The 
physician  could  not  escape  the  enor- 
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mous  dissemination  of  general  psy- 
chiatric thought  through  profession- 
al and  general  news  media,  with  the 
result  the  psychological  pervasion 
created  an  atmosphere  that  facili- 
tated in  him  the  understandable 


Case  1.  A 30-year-old  married  woman 
was  referred  for  psychiatric  treatment 
with  the  diagnosis  of  psychosomatic 
amenorrhea.  The  referring  physician 
reported  that  the  condition  had  pre- 
vailed for  more  than  a year,  that  the  pa- 
tient complained  of  intermittent,  bilat- 
eral, low-back  pain,  that  she  was  not 
pregnant  and  that  there  were  no  tangible 
pathologic  findings.  Psychiatric  evalua- 
tion revealed  an  intelligent,  unassuming 
woman,  who  stated  that  she  was  happily 
married  and  content  in  her  profession  as 
a social  worker.  She  was  not  aware  of 
conflicts  or  tensions  that  might  have 
caused  her  difficulties.  Her  amenorrhea 
and  pain  started  a few  months  after  an 
illegal  abortion.  The  pain,  of  cramping 
quality,  was  located  in  the  lower  abdo- 
men and  radiated  toward  the  back.  It 
usually  lasted  a few  days,  recurred  in 
monthly  intervals  and  had  somewhat 
decreased  in  intensity  during  the  last 
three  or  four  months.  In  the  absence  of 
physical  disease,  previous  examiners  had 
speculated  about  the  significance  of  her 
symptoms  as  a mixture  of  guilt  and 
imaginary  pregnancy.  Psychiatric  exam- 
ination, however,  could  not  confirm  that 
etiology,  or  establish  any  other  plausible 
psychological  cause.  Before  embarking 
on  a psychiatric  course  of  action  without 
positive  indication,  another  gynecologic 
exploration  was  deemed  desirable.  It  dis- 
closed a membrane  that  occluded  the  cer- 
vix and  prevented  the  outward  flow  of 
menstrual  blood  and  tissues.  Tbe  mem- 
brane had  formed  as  an  inflammatory 
complication  of  the  abortion.  Menstrua- 
tion had  never  really  ceased;  blood  and 
decidua  bad  been  dammed  up  in  the  uter- 
us and  could  now  be  eliminated  after  sim- 
ple perforation  of  the  cervical  obstruction. 

Case  2.  A 44-year-old  woman  physi- 
cian, married,  mother  of  two  children, 
presented  the  following  history:  For  sev- 
eral years  she  had  been  plagued  by  vague 
abdominal  pains.  For  one  year  the  pain 
had  tended  to  localize  itself  in  the  pit  of 
her  stomach;  bowel  elimination  varied 
between  constipation  and  diarrhea.  Most 
disturbing,  however,  was  a burning  sensa- 
tion in  the  bladder  with  an  almost  con- 
stant urge  to  urinate.  Micturation  would 
not  relieve  the  tenesmus  that  made  her 
almost  frantic  at  times.  She  had  repeat- 
edly consulted  with  internists,  gynecol- 
ogists and  surgeons.  All  examinations, 
laboratory,  and  x-ray  tests  had  been  nega- 
tive. Two  urologists  had  rendered  the 


tendency  to  suspect  functional  eti- 
ology behind  every  ache  and  pain 
and  to  deviate  from  the  stringent 
criteria  of  the  psychosomatic  diag- 
nosis. In  the  process,  and  in  too 
many  instances,  the  diagnosis  be- 
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diagnosis  of  mild,  non-specific  urethritis 
and  treated  her  topically  for  several 
months  to  no  avail.  A specialist  in  psy- 
chosomatic diseases  to  whom  she  had 
been  sent  by  a surgeon,  had  suggested 
that  in  spite  of  her  normal  menstrual  pat- 
tern, she  was  premenopausal  and  that  the 
pursuit  of  her  usual  professional,  social, 
sportive  and  esthetic  activities  mobilized 
an  excess  of  energy  that  flooded  the 
autonomic  nervous  system,  thus  causing 
bowel  and  bladder  spasms.  It  was  there- 
fore imperative  that  she  give  up  most  of 
her  activities  and  adjust  to  a sedentary 
life  style.  It  might  perhaps  behoove  her 
to  obtain  the  services  of  a psychiatrist  to 
be  of  assistance  during  this  transitional 
period.  The  lady  followed  her  colleague’s 
advice,  not  to  avail  herself  of  psychiatric 
treatment,  but  to  inform  herself  further 
about  the  neurophysiologic  etiology 
which  she  could  not  reconcile  with  her 
biological  training  and  thinking. 

She  proved  to  be  a highly  intelligent, 
spirited  woman.  She  tried  to  speak  in  a 
calm,  objective  manner,  but  could  not 
hide  her  tension  and  her  fear  of  being 
labelled  hysterical,  rightly  or  wrongly. 
Her  astute  self-observation  pertained  not 
only  to  her  physical  symptoms,  but  also 
to  her  emotional  life.  She  was  cognizant 
of  some  of  her  defenses,  but  only  par- 
tially aware  of  domineering  tendencies 
in  reaction  to  unconscious  dependency 
needs.  Could  her  symptoms  serve  the 
purpose  of  forcing  her  into  a suffering, 
receptive  role  with  the  justification  of 
demanding  and  accepting  love  and  atten- 
tion? Her  realistic  demeanor  and  her 
harmonious  relationship  with  her  family 
cautioned  against  such  an  otherwise 
attractive  hypothesis.  In  view  of  the 
questionable  psychiatric  findings,  another 
medical  opinion  was  solicited,  this  time 
from  a general  practitioner  who  enjoyed 
an  excellent  reputation,  although  he  did 
not  belong  to  the  league  of  the  leading 
specialists  in  town.  His  laconic  report 
listed  three  conditions:  “1.  The  uterus 
was  severely  retroverted,  exerting  irritat- 
ing pressure  upon  the  bladder  and  rec- 
tum; 2.  A marked  diastasis  of  tbe  rectus 
muscle  could  be  ascertained  upon  a sim- 
ple sit-up  maneuver;  and,  3.  It  was  pos- 
sible that  there  were  adhesions  from  an 
abdominal  surgical  intervention  20  years 
ago.  The  findings  were  sufficient  to 
account  for  the  patient’s  complaints.” 
Surgery  confirmed  the  clinical  diagnoses. 
The  uterus  was  properly  suspended;  mas- 
sive adhesions  were  resolved  and  the  dias- 


came  a seemingly  logical  and  con- 
vincing expedient  for  troublesome 
clinical  problems,  leading  to  grave 
errors.  Six  vignettes  may  serve  as 
illustrations. 


tasis  repaired.  Recovery  was  uneventful 
and  permanent. 

Case  3.  A 60-year-old  housewife  who 
had  been  in  excellent  physical  health 
until  two  years  ago,  developed  recurring 
bouts  of  epigastric  pain.  Electrocardio- 
grams and  roentgenograms  were  negative. 
The  treating  internist  suspected  the  pres- 
ence of  a small  ulcer  of  the  cardia,  which 
could  have  escaped  x-ray  visualization, 
and  put  her  on  a routine  ulcer  regimen. 

Instead  of  showing  improvement,  her 
pain  spread  to  the  middle  and  lower  ab- 
domen. Repeated  upper  gastro-intestinal, 
blood  and  serum  studies  remained  nega- 
tive. Tbe  colon  was  often  spastic,  and 
sometimes  stools  were  expelled  under 
considerable  pain  in  colicky,  explosive 
attacks.  Tbe  internist  ruled  that  the  same 
emotional  tension  that  had  originally 
caused  the  ulcer,  involved  also  the  colon, 
and  that  the  combination  of  ulcer  and 
psychic  conflict  produced  the  typical  irri- 
table bowel  syndrome  that,  he  believed, 
was  further  aggravated  by  swallowing  air 
(Sic!),  a characteristic  habit  of  many 
neurotic  patients.  In  ber  desperation  and 
against  her  conviction,  the  patient  sought 
psychiatric  consultation  to  have  neurosis 
and  air  swallowing  treated.  The  patient 
looked  haggard,  her  face  drawn.  She 
appeared  depressed,  hopeless,  hapless  and 
sick.  Guided  by  this  impression  and  the 
fact  that  the  colon  had  not  been  exam- 
ined, a barium  enema  was  ordered.  It 
showed  a large  pendulous  mass,  presum- 
ably a polyp,  located  in  the  descending 
colon.  Subsequent  surgery  confirmed 
the  roentgenologic  diagnosis  and  freed 
the  lady  from  the  ulcer  she  never  had, 
from  the  neurosis  she  was  supposed  to 
have,  and  certainly  from  the  irritability 
of  her  colon  that,  with  good  reason,  she 
did  have. 

Case  4.  A man  came  to  my  office  in 
order  not  to  interrupt  the  psychotherapy 
which  he  had  just  begun  with  another 
psychiatrist.  The  psychiatrist  was  leaving 
for  an  extended  trip  and  the  patient  felt 
in  urgent  need  of  continued  help.  He  was 
50  years  old,  stood  six  feet  tall,  and  had 
lost  45  pounds  during  the  preceding  18 
months.  At  the  present  he  was  anorexic, 
but  forced  bimself  to  eat  some  chocolates 
for  a minimum  caloric  intake.  He  had 
pain  in  his  abdomen  and  in  the  soles  of 
his  feet.  He  required  analgesics  and  hyp- 
notics every  night  to  find  sleep.  His  ail- 
ment had  begun  18  months  previously. 
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He  had  been  examined  thoroughly  by 
many  private  physicians  and  by  physi- 
cians at  three  outstanding  clinics.  He 
was  advised  finally  that  the  negative  find- 
ings, the  subjective  physical  complaints, 
the  loss  of  weight,  and  his  concern, 
pointed  to  the  diagnosis  of  a depressive 
reaction  and  that  he  should  seek  psychi- 
atric help.  The  neurological  consultant 
in  one  of  the  clinics  had  diagnosed  his 
foot  pain  as  neuropathy  on  the  basis  of 
inanition.  Tbe  patient  looked  severely 
emaciated.  He  spoke  in  a firm,  factual 
tone  of  voice,  and  without  drama.  It  is 
true  that  he  was  worried  about  his  condi- 
tion, but  did  not  show  the  symptoms  of 
a psychotic  endogenous  depression.  The 
drastic  weight  reduction  exceeded  by  far 
the  usual  loss  of  10-12  pounds  associated 
with  such  an  affective  illness  and  pointed 
in  a different  etiologic  direction. 

However,  in  view  of  all  the  negative 
findings  by  qualified  examiners  and  tbeir 
concerted  diagnostic  opinion  of  depres- 
sion with  psychosomatic  abdominal 
symptoms,  1 proposed  to  the  patient  that 
I would  — for  a trial  period  only  — pro- 
ceed as  if  his  difficulties  were  indeed  of 
functional  origin,  but  reserved  the  right 
to  interrupt  or  terminate  treatment  at 
any  time.  He  agreed.  He  had  a happy 
marriage.  He  and  his  wife  were  content 
with  his  modest  salary  and  with  his  posi- 
tion as  a minor  executive  in  a national 
firm.  However,  when  he  was  bypassed 
during  an  across  the  board  promotion 
within  the  company,  shortly  before  he 
experienced  the  first  symptoms,  he  be- 
came painfully  aware  of  his  professional 
ineptness  in  comparison  with  his  older 
brother  who  was  a successful  attorney. 
At  about  the  same  time  he  had  a serious 
altercation  with  his  20-year-old  son.  A 
year  prior  to  the  office  visit,  his  daughter 
had  married  a very  desirable  young  man 
and  the  conflict  with  his  son  had  resolved 


At  this  point  I should  like  to 
plead  with  the  reader  not  to  mis- 
interpret my  message.  It  is  not 
my  intention  to  criticize  the  non- 
psychiatric physician  nor  is  it  my 
intention  to  boast  of  the  clinical 
super-sensitivity  and  judgment  of 
the  psychiatrist.  This  article  is 
merely  designed  to  place  psycholog- 
ical cause  and  somatic  effect  into 
their  proper  perspective,  and  caution 
against  their  indiscriminate  use.  To 
repeat,  Alexander  and  many  others 
have  emphasized  that  the  existence 
of  a conflict  alone  does  not  cause 
organic  disease  but  that  an  individ- 
ual must  have  a constitutional  pre- 


itself.  He  was  an  ardent  and  excellent 
tennis  player,  but  his  general  weakness 
and  the  burning  pain  of  bis  feet  made 
playing  impossible. 

Professional  disappointment  and  fric- 
tion with  his  son  had  to  be  considered  as 
traumatic  incidents  that  might  have  re- 
sounded with  earlier  and  perhaps  equally 
injurious  events;  yet,  the  patient  appeared 
to  command  sufficient  ego  strength  to 
meet  and  absorb  these  setbacks.  When 
further  probing  remained  unproductive, 
I insisted  that  he  be  examined  by  an  in- 
ternist and  me.  He  sympathized  with  my 
impression  that  the  patient  was  suffering 
from  an  organic  illness,  but  sent  the  pa- 
tient back  to  me,  since  none  of  his  sophis- 
ticated tests  including  spinal  fluid  and 
bone  marrow  examination,  electrolyte 
and  endocrine  studies  yielded  any  diag- 
nostic clue.  A surgeon  of  renown  enter- 
tained the  speculation  of  a peritoneal 
lymphoma  or  a pancreatic  malignancy. 
The  patient  consented  to  an  exploratory 
laparatomy.  The  surgeon  found  a per- 
fectly healthy  abdomen.  For  speedier 
recovery  of  his  sadly  ebbed  strength  the 
hospital  physician  prescribed  a routine 
of  special  exercises  and  angrily  sent  the 
patient  back  to  me  because  the  patient 
would  not  cooperate,  obviously  and  hys- 
terically trying  to  remain  sick.  1 prevailed 
upon  my  internist  friend  to  try  his  art 
again.  He  did.  This  time  another  sternal 
puncture  and  another  spinal  tap  made  the 
tragic  diagnosis:  multiple  myeloma.  The 
patient  died  six  months  later. 

Case  5.  A married,  37-year-old  wom- 
an, mother  of  four,  developed  severe 
ulcerative  colitis  two  years  prior  to  my 
seeing  her.  Vigorous  medication  with 
massive  doses  of  cortisone  and  antidiar- 
rheic  agents  barely  staved  off  a colect- 
omy. The  treating  physician  advised 
concommitant  psychiatric  care.  The  pa- 


DISCUSSION 

disposition  with  a genetic  organ 
susceptibility  to  be  specifically  vul- 
nerable to  a specific  conflict.*  We 
might  particularly  stress  that  sec- 
ond point  on  the  basis  of  the  case 
histories.  There  were  no  conflicts 
that  corresponded  with  the  phys- 
ical symptoms.  Nor  were  there  in- 
dications that  the  patients  were 
motivated  by  secondary  gain  in  the 
form  of  love,  attention,  position, 
compensation,  pension,  etc.  In  other 
words,  from  a psychiatric  point  of 
view,  the  absence  of  signs  and  symp- 
toms that  would  typify  a psycho- 
physiologic  or  hysterical  conversion 
disorder  in  cases  1 through  4 was  a 


tient  had  been  bom  on  a farm  in  a small 
rural  community.  Although  intelligent 
and  a college  graduate,  she  felt  socially 
insecure  with  people,  her  children  and 
particularly  her  husband.  She  was  always 
afraid  of  criticism  because  sbe  had  never 
been  praised  when  young.  Her  parents 
had  been  undemonstrative,  leaving  her 
under  the  impression  of  having  to  be  a 
paragon  of  virtue.  Realizing  that  no  such 
demand  had  ever  been  expressed,  the  pa- 
tient soon  realized  that  her  “virtuous 
behavior”  was  actually  directed  against 
her  sister  with  whom  she  competed  for 
parental  affection.  The  patient  benefited 
greatly  from  psychotherapy,  feeling  com- 
fortable with  friends,  strangers,  and  her 
family.  Her  formerly  immature,  childish 
demeanor  changed  toward  a mature  be- 
havior pattern  commensurate  with  her 
age.  The  ulcerative  colitis,  however,  did 
not  improve  at  all.  There  were  fluctua- 
tions, to  be  sure;  but  they  were  not 
related  to  the  patient’s  emotional  pro- 
gress. At  times  psjxhological  crises  were 
associated  with  physical  improvement, 
while  paradoxically  progressions  of  emo- 
tional improvement  coincided  with  ex- 
cerbations  of  fever,  pain  and  frequent, 
bloody  stools.  In  summary,  there  was  no 
correlation  whatsoever  between  psyche 
and  soma. 

Case  6.  A 32-year-old  housewife  with 
two  young  children  and  many  psycho- 
neurotic difficulties  developed  colitis  of 
moderate  severity  during  the  first  year  of 
her  marriage  10  years  ago.  She  had  an 
unhappy  childhood,  hated  her  parents 
and  felt  unloved  by  them.  She  in  turn 
had  a poor  relationship  with  her  chil- 
dren and  her  husband.  Psychotherapy 
was  terminated  after  several  years.  The 
patient  had  remained  emotionally  un- 
changed, her  colitis  had  gotten  worse 
requiring  colectomy. 


key  factor  in  the  decision  not  to 
treat  the  patients  psychiatrically. 
One  can  nearly  always  find  a psy- 
chological problem  in  a patient,  but 
one  must,  especially  in  questionable 
psychophysical  matters,  proceed 
with  the  greatest  possible  diagnostic 
precision,  and  exercise  general  clin- 
ical judgment  and  therapeutic  re- 
straint. Cases  5 and  6 failed  to  show 
the  typical  colitis  personality  pro- 
files, and  failed  to  show  improve- 
ment of  their  physical  illness.  It  was 
particularly  instructive  and  disap- 
pointing at  the  same  time  to  observe 
the  discordance  between  the  marked 
psychological  improvement  and  un- 
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abated  organic  illness  in  Case  5. 
That  case  defied  not  only  the  speci- 
ficity theory,  but  was  also  at  vari- 
ance with  the  contention  which 
ascribes  etiologic  or  at  least  aggra- 
vating significance  to  psychological 
stimuli  of  a general,  nonspecific 
nature.  I have  observed  a few  cases 
of  “psychogenic”  asthma  in  chil- 
dren who  typically  clung  to  their 
mothers  but  were  unable  to  convey 
their  innermost  thoughts  to  them. 
When  medication  relieved  their  asth- 
ma symptoms,  the  children  became 


The  concept  of  psychosomatic 
illness  has  become  an  expedient  for 
the  clinician  to  cover  diagnostic  enig- 
mas, and  has  grown  popular  with 
the  laity  because  its  implied  func- 
tional etiology  promises  permanent 
therapeutic  relief  for  an  otherwise 
serious  organic  illness.  Considerable 
circumspection  and  diagnostic  dili- 


within  weeks  less  clinging,  obvi- 
ously demonstrating  that  their  over- 
dependency was  the  effect  rather 
than  the  cause  of  the  dreaded 
asthma  attack.  The  fear  of  an  attack 
and  the  hope  for  help  had  motivated 
them  instinctively  to  be  close  to 
their  mothers.  In  retrospect,  their 
bronchial  spasms  had  not  been  of 
the  psychosomatic  variety.  It  is 
time  to  be  reminded  that  psycho- 
somatic manifestations  must  have  a 
specific  functional  etiology  and  do 
not  occur  as  frequently  as  assumed. 

SUMMARY 

gence  must  be  exercised  by  psychi- 
atric and  non-psychiatric  physicians 
before  rendering  the  diagnosis  of 
psychosomatic  disorder. 

Psychophysiologic  disorders  de- 
fined as  visceral  diseases  through 
extended  emotionally  triggered  dys- 
function of  the  vegetative  nervous 
system  are  not  as  frequent  as  com- 


It  should  be  reasonable  to  expect 
that  we  should  be  more  selective 
with  the  diagnostic  verdict  psycho- 
somatic, examine  more  carefully, 
and,  unencumbered  by  psychoso- 
matic prejudice,  avoid  the  lament- 
able errors  which  were  made  in  cases 
1,  2 and  3.  1 hope  we  will  rather 

admit  temporary  diagnostic  defeat 
than  generate  false  hopes  through 
the  positive  2iSsen\on psychosomatic 
which  may  be  wrong,  and  which 
directs  the  patient  to  seek  useless 
treatment. 


monly  assumed.  Constitutional,  or- 
ganic predisposition  must  exist  to 
make  an  organ  or  organ  system 
vulnerable  to  a specific  emotional 
conflict. 

1 1 16  Summit  Avenue 
(98101) 
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Attitude  Change  Can  Reduce  Accident  Rate 

Most  of  us  who  have  survived  as  pedestrians  have  learnt  that  crossing  a busy  street  is 
dangerous.  We  do  it  as  little  as  possible,  and  even  then  we  choose  the  time  and  place  with 
care.  Furthermore,  we  frown  on  other  pedestrians  who  do  not  take  proper  care.  Jaywalk- 
ing has  become  socially  unacceptable  behaviour,  and  perhaps  as  a result,  there  appears  to 
be  less  of  it  than  there  was.  Any  major  reduction  in  motor  vehicle  accident  rates  will  re- 
quire the  same  sort  of  change  in  personal  and  social  attitudes  about  driving.  At  best,  this 
will  be  a slow  process,  and  it  will  need  to  be  continuously  fired  with  facts  — facts  which 
convince  individual  road  users  that  driving  is  dangerous  for  them  and  not  just  for  other 
people. 


Ronald  Wells,  M.D.,  The  Lost  Years  on  the  Roads, 
The  Medical  Journal  of  Australia,  January  22,  1972 
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or  open  to  infection  ••• 

choose  the  topicds 
that  ^ive  yovu*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 
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zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  / 

Aanishing  Cream  Base  ! 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  , 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative.  : 

In  tubes  of  15  g.  1 
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CAPRI  Conference  Planned  for  July 

A three-day  major  medical  conference  dealing  with 
the  problems  of  cardio-pulmonary  rehabilitation  is 
scheduled  for  Seattle’s  Olympic  Hotel  July  17-19. 

Called,  “The  World  of  the  Heart  and  Lung,”  the  pro- 
gram will  bring  together  leading  cardiologists  and 
other  members  of  the  medical  profession  in  a series  of 
lectures  and  panel  discussions  devoted  to  the  problems 
of  rehabilitating  sufferers  of  heart  attacks,  angina  pec- 
toris or  other  chronic  heart  or  pulmonary  conditions 
The  program  is  sponsored  jointly  by  the  Cardio- 
Pulmonary  Research  Institute  (CAPRI)  and  the  Con- 
tinuing Medical  Education  Division  of  the  University 
of  Washington’s  School  of  Medicine.  Cooperating 
agencies  include  the  Washington/Alaska  Regional  Med- 
ical Program  and  the  King  County  Tuberculosis  and 
Respiratory  Disease  Association. 

Local  speakers,  all  physicians,  are  Robert  A.  Bruce, 
Leonard  A.  Cobb,  Manuel  Cooper,  Allen  E.  Doan, 
George  O.  Gey,  John  N.  Lein,  Robert  M.  Levenson, 
David  Perry,  John  L.  Petersen,  Allan  Pribble,  Howard 
R.  Pyfer,  Floyd  A.  Short,  and  Stephen  R.  Yarnall. 
Others  are  Belvin  Doane,  M.S.,  Loring  Rowell,  Ph.D., 
Nathaniel  Wagner,  Ph.D.,  and  Mr.  Gordon  H.  Sweany. 

The  opening  of  the  program  is  scheduled  for  8;  45 
a.m.,  Monday,  July  17,  in  the  Spanish  Ballroom  of 


THOMAS  L.  PETTY,  M.D. 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam) 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  S-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium*  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 

Dosage:  Individualize  for  maximun 
beneficial  effect.  Adults:  Tension,  anxiet 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d.  ^ 
Geriatric  or  debilitated  patients-.  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mf 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  ln(| 

Nutley,  N.J.  07110 


idvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 
i of  Medicine  Versus  the  History  of  Art  ” 
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Wbuld  it  be  useful 


Wbuld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


I. 


I 
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Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can 
determined. 

The  Bureau  of  Dni 
suggested  the  pack? 
sert  as  a possible  mcj 
communicating  infer  'ii, 
on  relative  efficacy  o m, 
to  the  physician.  I fi 
objectionable,  sincel 
not  believe  the  ph:j 
should  have  to  rely  i 
source  for  final  seW 
truth.  There  is  also  ; 
tical  objection:  Sin^ 


physicians  actual  dis- 


•tdcia 


pense  drugs,  they 
see  the  package  insi 
any  event,  I would! 
tain  that  the  phj 
should  know  what 
wants  and  why  withJ 
pending  on  the  goveif 
or  the  manufacturer 
him. 

Undoubtedly,  phyfc 
are  swamped  by  ex 
numbers  of  drugs  ii  or>' . 
therapeutic  categorii  .‘\i 
I am  well  aware  that  la^ 
drugs  within  such  at 
gories  could  beelirrat: 
without  any  loss,  c {x 
haps  even  some  pr  t, 
the  practice  of  meeiii 
But,  in  my  opinion,  i the 
the  FDA  nor  anyiti 
single  group  has  the  tpo: 
tise  and  the  wisdom  -*ce 
sary  to  determine  t,  O’’’ 
“drug  of  choice”  ’ 
areas  of  medical  pra<  ce. 
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naker  of  Medicine 


ifeth  G.Kohlstaedt.M.D., 
Vice  President, 

Medical  Research, 
i Lilly  and  Company 


I'my  opinion,  it  is  not 
dinction  of  any  govern- 
? or  private  regulatory 
ej;y  to  designate  a “drug 
d)ice.”  This  determina- 
u’.hould  be  made  by  the 
dcian  after  he  has  re- 
iO  full  information  on 
ej)roperties  of  a drug, 
idhen  it  will  be  based  on 
s*xperience  with  this 
Vi  and  his  knowledge  of 
elidividual  patient  who 
si  king  treatment, 
bin  evaluation  of  com- 
ii'ive  efficacy  were  to  be 
Bf,  particularly  by  gov- 
nent,  at  the  time  a new 
V is  being  approved  for 
ajeting,  it  would  be  a 
e:  disservice  to  medi- 
n nd  thus  to  the  patient 
consumer.  For  exam- 
el/hen  a new  therapeu- 
; ent  is  introduced,  on 
&asis  of  limited  knowl- 
Ir  it  may  be  considered 
more  potent,  more 
f five,  or  safer  than 
^(jcts  already  on  the 
a et.  Conceivably,  at 
>1  time  the  new  drug 
'U  be  labeled  “the  drug 
oice.”  But  as  addi- 
ai  clinical  experience  is 
^ lulated,  new  evidence 
R become  available. 
al , it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  caise 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi-  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  M anufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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continued  from  page  467 

the  Olympic,  where  the  delegates  will  be  welcomed 
by  Dr.  Pyfer,  executive  director  of  CAPRI,  Dr.  Lein, 
associate  dean  of  the  University  of  Washington  School 
of  Medicine  and  Mr.  Sweany,  president  of  the  SAFECO 
Insurance  Companies,  underwriters  of  the  program. 
The  program  for  the  conference  was  planned  by 


Drs.  Pyfer,  Lein,  Bruce,  and  Petty,  and  by  Mr.  Richard 
Reimer. 

Special  guest  speaker  at  the  Grand  Banquet,  Tues- 
day evening,  will  be  Mr.  Allen  Funt,  television  and 
movie  producer.  Honorary  Trustee  of  CAPRI. 

Further  details  may  be  found  on  pages  478  and 
479. 


More  Support  for  WAMI 

Wl  LLI AM  W.  BULGER,  Seattle,  Washington 


A one-year,  1.5  million-dollar  contract  was  awarded 
last  month  by  the  federal  government  to  the  Univer- 
sity of  Washington  School  of  Medicine,  to  extend 
medical  education  to  colleges  and  universities  in  Wash- 
ington, Alaska,  Montana,  and  Idaho. 

The  program,  known  as  WAMI  (Washington,  Alaska, 
Montana,  Idaho)  was  inaugurated  last  September 
under  a three-year  grant  from  the  Commonwealth 
Fund  of  New  York,  a private  organization.  This  grant 
will  continue.  The  federal  money  was  provided  by  the 
Bureau  of  Health  Manpower  Education. 

The  original  grant  from  the  Commonwealth  Found- 
ation was  announced  December  7,  1970  (see  General 
News  - WAMI,  Northwest  Med  70:15  January  1971). 
WAMI  has  not  changed  its  direction.  Its  goal  is  the 
same  as  that  of  two  years  ago:  to  increase  student  en- 
rollment, to  do  so  without  erecting  additional  build- 
ings, to  broaden  the  support  base,  to  capitalize  on  edu- 
cational resources  in  e.xistence  in  the  region,  to  main- 
tain the  quality  of  medical  education  programs  and  to 
improve  the  quality  of  medical  care  in  communities 
of  all  sizes. 

The  program  is  divided  into  two  phases.  The  first 


Mr.  Bulger  is  Director  of  Health  Sciences  Information 
Services  at  the  University  of  Washington  School  of  Medicine. 


phase  is  called  the  university  phase  and  the  second  is 
the  community  clinic  phase. 

The  initial  segment  of  the  university  phase  started 
in  September  when  nine  students  began  the  equivalent 
of  two  quarters  of  basic  science  courses  at  the  Univer- 
sity of  Alaska.  These  are  the  same  level  as  courses 
taught  to  beginning  students  at  the  University  of 
Washington  School  of  Medicine.  Close  coordination 
between  the  instructors  at  the  University  of  Alaska 
and  the  Medical  School  is  achieved  by  repeated  con- 
sultations between  the  two  groups,  and  visits  to  Alaska 
by  Medical  School  faculty  members. 

Similar  courses  of  study  covering  the  first  two 
quarters  of  Medical  School  basic  science  instruction 
will  begin  next  September  at  Washington  State  Univer- 
sity and  at  the  University  of  Idaho  at  Moscow.  The 
program  is  expected  to  begin  at  a university  in  Mon- 
tana in  the  fall  of  1973.  After  completing  the  work 
at  the  other  universities,  the  students  join  other 
members  of  their  class  studying  at  the  University  of 
Washington. 

The  community  clinic  phase,  involving  six-week 
clerkships  with  family  practice  physicians,  got  under 
way  last  spring  at  Omak  and  Grandview,  Washington. 
Other  clinical  units  are  expected  to  open  next  fall  to 
serve  Oak  Harbor  and  Anacortes. 


WAMI  coordinator  at  the  University  of  Alaska,  Richard 
B.  Lyons,  helps  Patrick  Maloney,  a first-year  medical  student 
in  the  program,  adjust  a specimen  under  the  microscope. 


Fourth-year  medical  student  Steven  Luther  treats  a patient 
during  his  six-week  clerkship  in  Omak,  Washington.  Since 
March  1971,  physicians  have  trained  two  medical  students 
every  six  weeks  in  family  medicine. 
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WAMI  director  and  associate  dean  at  the  University  of 
Washington  School  of  Medicine,  M.  Roy  Schwarz,  discusses 
the  WAMI  program  with  first-year  medical  student  Diane 
Fuquay  and  Jon  W.  Lindsay,  associate  professor  of  micro- 
anatomy at  the  University  of  Alaska. 

One  will  be  established  in  Alaska  and  at  least  one 
in  Idaho  in  the  1972-73  school  year.  The  Medical 
School  is  hopeful  of  setting  up  a community  clinic 
unit  in  Montana  in  the  next  year  or  so.  The  plan  is  to 
place  twelve  such  units  throughout  the  four  states. 

M.  Roy  Schwarz,  Associate  Dean  at  the  Medical 
School,  has  directed  the  WAMI  program  from  its 
inception  and,  with  full  support  from  Dean  Robert  L. 
VanCitters,  has  supervised  development  of  the  numer- 
ous elements  involved.  He  says,  “WAMI  has  attracted 
national  notice,  because,  if  it  is  successful,  it  will 
provide  a means  of  getting  away  from  what  Elliot 
Richardson,  Secretary  of  Health,  Education,  and  Wel- 
fare recently  termed  the  ‘edifice  complex’  in  medical 


Dean  of  the  University  of  Washington  School  of  Medicine, 
Robert  L.  VanCitters,  (standing,  right)  traveled  to  Fairbanks, 
Alaska,  to  observe  the  WAMI  program  first-hand.  First-year 
medical  students  (left  to  right)  Diane  Fuquay,  Peter  Hashisaki, 
and  Leslie  McCullough  are  at  work  in  the  lab  as  Jon  W. 
Lindsay,  associate  professor  of  microanatomy  looks  on. 

education.  That  is  the  notion  that  the  only  way  to 
educate  more  physicians  is  to  spend  60  to  100  million 
dollars  to  build  a medical  school. 

“WAMI  has  attracted  the  attention  of  leaders  in  the 
four  states  for  another  reason.  It  hits  at  the  heart  of 
the  problem  of  solving  doctor  shortages  in  the  rural 
Northwest.  Studies  show  that  physicians  tend  to  set 
up  practices  in  the  areas  where  they  learn  medicine. 

“The  community  clinic  phase  of  the  program  is 
designed  to  reinforce  the  advantages  of  small  town 
medical  practice  by  giving  students  chances  to  take 
part  in  this  kind  of  medicine  first  hand  while  they  are 
still  learning  the  art.” 


SECOND  OFFICIAL  PUBLICATION 

PROPOSED  AMENDMENT  TO  ARTICLE  V,  SECTION  1 
OF  THE  CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

ARTICLE  V - OFFICERS 

Section  1.  Officers  Listed.  The  officers  of  this  Association  shall  be  the  President,  President- 
Elect,  Immediate  Past  President,  Vice  President,  Speaker  of  the  House  of  Delegates,  Secretary- 
Treasurer,  Assistant  Secretary-Treasurer,  Chairman  of  the  Finance  Committee.  AMA  Delegates, 
and  eighteen  (18)  elected  Trustees, (and  continue) 

Article  XII  states:  This  Constitution  may  be  amended  in  whole  or  in  part  at  any  annual  session  by  a two-thirds  vote  of  all 
delegates  present  and  voting  provided  that  prior  to  that  time  the  amendment  (a)  has  been  presented  in  writing  at  an  open  meeting 
of  the  House  of  Delegates  at  the  previous  annual  session,  and  (b)  thereafter  has  been  published  during  the  ensuing  year  in  at  least 
two  issues  of  the  Association’s  official  journal. 

Material  underlined  is  to  be  added  if  the  proposal  is  adopted. 
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Whafs 

on  your 
patients 
face... 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
senile”  keratoses...  and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


r Patient  P.T*  seen  on  3j29j67  shows  typical  lesions  of 
I moderately  severe  keratoses.  Note  residual  scarring  on 
I ridge  of  nose  from  previous  cryosurgical  and  electro- 
's surgical  procedures. 

I Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 

: the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
\ and  mouth. 


! Patient  P.T.*  seen  on  6112167,  seven  weeks  after  discon- 
5 tinuation  of  5%-FU  cream.  Reaction  has  subsided. 

? Residual  scarring  not  seen  except  for  that  due  to  prior 
5 surgery.  Inflammation  has  cleared  and  face  is  clear  of 
ji  keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation  and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxyptopyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efiidex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


nnniirx  Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N.J.  07110 


f Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 
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Governor  Appoints  Successor  to  Dr.  Sharp 

Governor  Cecil  D.  Andrus  has  replaced  Merrill  J. 
Sharp,  Pocatello,  as  a member  of  the  State  Board  of 
Health.  Dr.  Sharp,  who  had  been  serving  as  Chairman, 
was  apparently  publicly  critical  of  a bill  that  passed 
the  recent  session  of  the  Idaho  Legislature,  providing 
that  the  Board  of  Health  will  only  serve  as  a rule- 
making  body,  and  the  administrator  will  be  appointed 
by  the  Governor.  Under  the  old  law,  the  board 
appoints  the  administrator  and  sets  policy.  Dr.  Sharp 
said  the  new  law  will  subject  the  administrator  to 
political  pressure.  The  Legislature  also  transferred 
some  functions,  including  the  administration  of  the 
Nampa  State  School  and  Hospital,  from  the  Health 
Department  to  the  Department  of  Public  Assistance. 

Named  to  succeed  Dr.  Sharp  was  a Pocatello  insur- 
ance man,  Mr.  John  Squires.  Dr.  Sharp  was  informed 
of  the  Governor’s  action  in  a letter  which  an  aide  said 
was  mailed  April  15;  however,  he  learned  of  dismissal 
from  a reporter  before  he  received  the  letter.  Dr. 
Sharp  was  appointed  to  the  Board  by  Governor  Don 
Samuelson  in  1968. 


Increased  Revenues  Reported 

The  annual  report  of  the  North  Idaho  Service  Bur- 
eau reflects  revenues  of  $5,874,173  during  1971 
($4,81 1,466  in  1970)  with  an  excess  of  revenues  over 
benefits  and  expenses  of  $252,987  (compared  with  a 
deficit  of  $122,669  in  1970).  A total  of  $1,984,029 
was  paid  for  physicians’ services  ($1,794,02  3 in  1970). 
Hospitals  received  $2,126,693  ($1,679,326  in  1970). 
Administration  expenses  amounts  to  8.87  percent  of 
subscription  dues  (9.88  percent,  1970). 

At  the  annual  meeting  of  the  North  Idaho  Medical 
Service  Bureau  April  19,  1972,  Dan  E.  Stipe,  Lewiston, 
was  re-elected  President,  and  Allen  M.  Cochrane,  also 
of  Lewiston,  was  elected  Secretary -Treasurer.  W.  W. 
Seibly,  Clarkston,  was  elected  Vice-President.  Named 
to  the  Board  of  Directors  was  Rodger  G.  Hawkins, 
Moscow.  Mr.  John  Goplerud  is  Executive  Director. 


New  Journal  Appears 

The  Journal  of  the  Medical  Staff  of  St.  Luke’s 
Hospital  made  its  first  appearance  in  May,  Robert  S. 
Smith,  Boise,  editor  and  retired  surgeon,  reported. 

The  journal  will  be  published  three  times  a year. 
Dr.  Smith  said,  under  the  supervision  of  the  Publica- 
tions Committee  made  up  of  Franklin  B.  Jeppesen, 
Chairman;  Maurice  M.  Burkholder; and  Glen  E.  Talboy, 
all  of  Boise. 

Members  of  the  Editorial  Advisory  Board  include: 
Ardean  J.  Ediger,  David  K.  Merrick,  R.  Bruce  Moody, 
C.  C.  Johnson,  James  K.  Luce,  Lawrence  L.  Knight, 
Mary  Lou  Holdren,  Mary  Lynn  O’Brien,  Dean  E. 
Sorensen,  Norman  D.  Sower,  Bernard  D.  Bodmer,  and 
John  J.  Mohr,  all  of  Boise.  Richard  O.  Vycital,  Boise, 
is  Associate  Editor. 

Health  Education  Center  Planned 

The  Boise  Veterans  Administration  has’ been  se- 
lected to  develop  plans  for  an  Area  Health  Education 
Center  (AHEC),  it  was  announced  April  26.  David  M. 
Barton,  Boise,  is  chairman  of  the  planning  and  coordi- 
nating committee.  The  study  will  be  done  through  an 
agreement  with  the  Department  of  Health,  Education 
and  Welfare.  While  no  boundaries  have  been  set,  the 
area  covered  includes  Southwest  Idaho  and  Eastern 
Oregon.  Boise’s  is  one  of  the  eight  VA  centers  selected. 
A coordinator-planner  will  be  employed  and  applica- 
tions are  being  accepted. 

Meetings 

The  association’s  Professional  Assistants  Develop- 
ment Committee  met  in  Boise  April  14,  1972,  to  con- 
sider legislation  enacted  by  the  1972  session  of  the 
Idaho  Legislature,  and  to  review  the  status  of  the 
MEDEX  Program  in  Idaho.  Attending  were  John  A. 
Edwards,  Council,  Chairman;  Fred  O.  Graeber,  Boise, 
Secretary;  James  R.  Kircher,  Burley;  and  Fred  E. 
Marienau,  Sandpoint. 

A meeting  of  the  Special  Insurance  Committee  was 
held  May  12,  1972.  Members  are  Verne  J.  Reynolds, 
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Boise,  Chairman;  Allen  M.  Cochrane,  Lewiston;  Gerald 
N.  Hecker,  Boise;  William  H.  Woodson,  Twin  Falls; 
Charles  R.  Boge,  Idaho  Falls;  Donald  D.  Price,  Cald- 
well; Robert  D.  Jenkins,  Boise;  l.M.A.  President  George 
W.  Warner,  Twin  Falls,  and  the  Executive  Director. 

Members  of  the  Idaho  State  Board  of  Medicine 
met  in  Special  Session  in  Boise  April  21,  1972,  to 
consider  a number  of  important  matters,  including 
rules  and  regulations  covering  nursing,  physician’s 
assistants  and  ambulance  paramedics.  A number  of 
disciplinary  problems  were  also  reviewed.  The  regular 
semi-annual  meeting  of  the  Board  will  be  held  July 
9-11,  1972.  Attending  the  meeting  in  April  were  Dan 
E.  Stipe,  Lewiston,  Chairman;  Fred  H.  Helpenstell, 
Nampa;  Ben  E.  Katz,  Twin  Falls;  Quentin  L.  Quick- 
stad,  Boise;  John  E.  Rockwell,  Grangeville,  and  A.  S. 
Cudmore,  Boise.  Unable  to  attend  was  G.  Curtis  Waid, 
Idaho  Falls,  Vice-Chairman. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to  mem- 
bership in  their  component  medical  societies: 

Ada  County  Medical  Society 

Tullio  Celano,  Floyd  G.  Johnson,  and  Michael  P. 
Naeve,  all  of  Boise. 

Southwestern  Idaho  District  Medical  Society 

Robert  M.  Wilkins,  Nampa. 

Kootenai- Benewah  District  Medical  Society 

Douglas  G.  Henriksen,  St.  Maries. 

Southeastern  Idaho  District  Medical  Society 

Melvin  M.  Matlock,  Pocatello. 

Personals 

Fred  O.  Graeber,  Boise,  has  announced  that  he  is 
resigning  effective  May  15,  as  Director  of  the  Moun- 
tain States  Regional  Medical  Program  in  Idaho.  Dr. 
Graeber,  who  has  worked  in  public  health  for  22  years, 
has  held  the  directorate  for  the  past  five  years. 

John  R.  Moritz  has  retired  after  33  years  of  active 
practice  in  Sun  Valley.  Dr.  Moritz  will  maintain  an 
office  at  the  Sun  Valley  Hospital  and  serve  as  a 
consultant. 

Marion  J.  Kerns  has  retired  after  30  years  of  prac- 
* tice  in  Fairfield.  He  was  honored  in  mid-march  when 
200  people  took  part  in  a special  “Doctor  Kerns’  Day” 
fete.  Area  groups  are  seeking  a physician  to  succeed 
him. 

Robert  F.  Barter,  who  has  served  the  communities 
of  Arco,  Mackay,  and  Challis  for  the  past  22  years, 
was  honored  with  a “Dr.  Barter  Appreciation  Day” 
March  22,  featuring  a social  hour  and  program. 

John  W.  Swartley,  Boise,  has  been  elected  secretary 
of  the  Idaho  State  Board  of  Education. 

Mary  L.  Holdren,  Boise,  was  honored  April  26,  at 
a luncheon,  as  Businesswoman  of  the  Year,  by  the 


women’s  division  of  the  Greater  Boise  Chamber  of 
Commerce. 

Board  of  Medicine  Section 

Temporary  licenses  were  granted  to  the  following 
physicians  during  April: 

John  Rodney  Ream,  Jr.,  Dingle.  Graduate,  Harvard 
Medical  School,  Boston,  Massachusetts,  June  11,  1964. 
Internship,  University  of  Virginia  Hospital,  Charlottes- 
ville, Virginia,  1964-65.  Residency,  Orthopedic  Sur- 
gery, Harvard  Medical  School  Affiliated  Hospitals, 
Boston,  1968-71;  Fellow  in  Hand  Surgery,  Robert  B. 
Brigham  Hospital,  Boston,  1971-72.  Granted  TL-524, 
April  10,  1972.  ORTHOPEDIC  SURGERY. 

Paul  Allen  Pfarr,  Arco.  Graduate,  St.  Louis  Uni- 
versity School  of  Medicine,  St.  Louis,  June  1954. 
Internship,  St.  Joseph  Hospital,  Denver,  1954-55. 
Previously  practiced  in  Arvada,  Colorado,  1955  to 
present.  Granted  TL-525,  April  14,  1972.  FAMILY 
PRACTICE. 

Robert  G.  Hamilton,  (Pullman)  Moscow.  Graduate, 
University  of  Rochester  School  of  Medicine  and  Den- 
tistry, Rochester,  June  1965.  Internship,  Stanford 
Medical  Center,  Palo  Alto,  1965-66.  Residency,  Stan- 
ford Medical  Center,  1966-67;  Stanford  University 
Medical  Center,  1969-71.  Granted  TL-526,  April  16, 
1972.  ORTHOPEDIC  SURGERY. 

Donald  B.  Sinkey,  Boise.  Graduate,  State  Univer- 
sity of  Iowa  College  of  Medicine,  Iowa  City,  June 
1952.  Internship,  Broadlawns  Polk  County  Hospital, 
Des  Moines,  Iowa,  1952-5  3.  Previously  practiced 
Osage,  Iowa,  195  3-55;  Prairie  City,  Oregon,  1955-56, 
and  Burns,  1956-72.  Granted  TL-527,  April  28,  1972. 
EMERGENCY  ROOM  SERVICE. 

Coeur  d'Alene  Physician  Dies 

DR.  JAMES  W.  HAWKINS,  63,  Coeur  d'Alene,  died 
April  3,  1972.  He  was  born  March  10,  1909,  in  Los 
Angeles,  and  attended  Coeur  d’Alene  schools.  He  re- 
ceived his  B.S.  degree  in  1 930  and  bis  M.S.  degree  in 
1931  from  the  University  of  Idaho.  He  received  his 
M.D.  degree  in  1935  from  Harvard  Medical  School, 
and  completed  his  internship  at  Cincinnati  General 
hospital  in  1936. 

On  October  7,  1936,  Dr.  Hawkins  received  License 
No.  1508  to  practice  medicine  and  surgery  in  Idaho. 
He  served  as  Director  of  Idaho  Public  Health  from 
June  1937  until  January  1939.  He  went  on  to  earn 
his  masters  degree  and  a doctorate  in  public  health 
from  Harvard  University,  where  he  became  an  associ- 
ate professor  of  pathology  and  of  epidemiology. 

While  with  the  U.S.  Public  Health  Service  in  Boston, 
he  helped  establish,  and  served  on  the  staff  of  Chil- 
drens Hospital.  He  was  also  a surgeon  at  Peter  Bent 

continued  on  page  484 


477 

Northwest  Medicine,  June  1972 


0 

t 


CONTINII 

Compiled  by  Washington/Alaska  Regional  Me 


SUBJECT  FACULTY 


SPONSOR 


LOCATION  FOR 


SPINAL  CORD  Justus  F.  Lehmann,  M.D.,  Departments  of  Rehabilitation  Washington  Plaza  Hotel  Physicians 

INJURY  Chairman  Medicine,  Orthopedics,  Neurolog- Seattle 

ical  Surgery,  Urology  and  the 
Division  of  Continuing  Medical 
Education,  University  of  Washing- 
ton School  of  Medicine;  American 
Academy  of  Physical  Medicine  and 
Rehabilitation;  Social  and  Rehabilita- 
tion Service,  Department  of  Health, 

Education  and  Welfare. 


WORLD  OF  THE 
HEART  AND  LUNG; 
CARDIOPULMONARY 
REHABILITATION 


Robert  A.  Bruce,  M.D.,  and 
Howard  R.  Pyfer,  M.D.,  Seattle, 
and  Thomas  L.  Petty,  M.D., 

Denver,  co-directors.  Guest  faculty 
from  outside  of  the  United  States 
include  K.  Lange  Andersen,  Ph.D., 
Oslo;  J.  J.  Kellermann,  M.D., 

Tel  Aviv;  Thomas  Semple,  M.D., 
Gla^ow 


Cardio-pulmonary  Research  Olympic  Hotel,  Seattle 
Institute  (CAPRI);  Division  of 
Continuing  Medical  Education, 

University  of  Washington  School 

of  Medicine;  Washington/Alaska 

Regional  Medical  Program;  King 

County  Tuberculosis  and  Respiratory 

Disease  Association.  Underwritten  by 

the  SAFECO  Insurance  Companies; 

supported  by  grants  from  Ciba-Geigy  Corporation; 

Geigy  Pharmaceuticals;  Merck,  Sharp  and  Dohme; 

Parke,  Davis,  and  Company;  Searle;  Roche  Laboratories 


Physicians 
AAFP  credit:  1 lo 


EARLY  CARE  OF  Robert  L.  Larson,  M.D.,  Chairman 

THE  INJURED  ATHLETE 


are  currently  s<  int 
AMA  approved  th 
residency. 

AAFP  credit;  2 ho 


Committee  on  Sports  Medicine, 
American  Academy  of  Ortho- 
paedic Surgeons;  Division  of 
Athletic  Medicine,  The  University 
of  Oregon 


Eugene  Hotel,  Eugene 
Oregon 


Orthopaedic  su  ;oi 
physicians  and  ilc 
trainers.  Physi  ns 
residents  must  M 
DOs  who  have  m[ 


POSTGRADUATE  Practicing  physicians 

PRECEPTORSHIPS: 

INDIVIDUALIZED 
REFRESHER  COURSES 
ARE  ARRANGED  IN 
MOST  MEDICAL  SPECIALTIES 


Washington/Alaska  Regional  Hospitals  in  Seattle, 
Medical  Program;  Division  of  Spokane,  Tacoma  and 
Continuing  Medical  Education,  Yakima 
University  of  Washington  School 
of  Medicine;  Washington  State 
Medical  Association 


Physicians 
WAFP  credit;  . hi' 
five-day  week 
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)ICAL  EDUCATION 

i(egionol  Medicol  Program,  Mountain  States  Regional  Medical  Program. 


.OLLMENT  LIMIT  DURATION  DATE  AND  HOUR  FEE  INFORMATION,  REGISTRATION 


Two  and  one-half 
days 


June  22-24  $50 

June  22  - 

Session:  8:30  a.m.  - 5 p.m. 
June  23  - 

Session:  8:30  a.m.  - 4:20  p.m. 
June  24  - 

Session:  8:30  a.m.  - 12  noon 


Advance  registration  requested.  Contact 
Justus  F.  Lehmann,  M.D.,  Professor  and 
Chairman,  Department  of  Rehabilitation 
Medicine,  RC-74,  University  of  Washington 
CC  814  University  Hospital,  Seattle, 
Washington  98195 


Three  days 


July  17-19  $125 

July  17  - 

Registration:  8 a.m. 

Session:  8:45  a.m.  - 5 p.m. 

July  18  - 

Session:  9:30  a.m.  - 5 p.m. 

July  19  - 

Session:  9 a.m.  - 5:30  p.m. 


Advance  registration  required.  Contact 
the  University  of  Washington  School  of 
Medicine,  Division  of  Continuing  Medical 
Education,  E305,  RD  70,  Seattle  98195. 
(206)  543-1050 


300 


Three  days 


July  24-26 
July  24  - 

Registration:  7:30  a.m. 
Session:  8 a.m.  - 5 p.m. 


Physicians:  Registration  is  requested  before  July  10. 

$150  Contact  Robert  L.  Larson,  M.D.,  750  East 

Residents:  1 1th  Avenue,  Eugene,  Oregon  97401 

(with  a letter 
from  Chief  of  Service) 

$50 

Allied  health  personnel: 

$50 


To  be  individually  To  be  individually  arranged 
arranged 


No  fee  Postgraduate  Preceptorship  Project, 

Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105.  (206)  543-8525 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  go  to  Joan  Kelday,  S30 
University  District  Building,  Seattle,  Washington  981  OS; 
phone  (206)  543-85 25.  Deadline  is  the  6th  of  the  month 
preceding  the  month  of  publication,  and  not  less  than  60 
days  before  the  meeting. 


479 

Northwest  Medicine,  June  1972 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  mana^  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
ronic  rhinitis,  allergy,  exposure 
temperature  extremes,  and  other 
Sfactors  can  delay  recovery  from 

■ acute  sinusitis. 

■ It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 

V care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
^ the  disease. 

As  one  study*  of  52  out- 
. patiepts  showed,  acute  maxillary 
' sinusitis  was  associated  with 
^tephyloGOcci  in  50^  of  the  group, 

: with  pneunqococci  in  25%,  and  with 
streptococci  and  various  other 
I ' organisms  (chiefly  gram-negative) 

I in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
I infections  were  resistant  to  both 
:i  penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
.!  chloramphenicol).  Although  not  a 

■ part  of  this  study,  many  other 
clinical  and  bacteriologic  reports* 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are  - 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.* 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin ’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


1 nolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
P ta  on  file.  Medical  Research  Department,  The  Upjohn  Company 


©1971  The  U-  : ihn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in  ' 
8.2%  2 Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.'  Transient  leukopenia  and 

eosinophilia  have  been  observed 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therap> 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 


CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparafion  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrote)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particulorly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematapoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note;  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Copsules- 
Bottles  of  16  s and  lOO's.  Sensitivity  Disks-2  )tg.  Sensitivity  Powder-Vials. 


For  additional  product  information,  see  your  Upiohn  representative  or 
consult  package  insert,  MED  B-4-S  (LNU-3)  JA7I-I565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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Or  maybe 
you  didn’t  know. 


They’re 
debating 
your  future 
in 

Washington 
right  now. 


What’s  happening  in  Washington  may  not  seem  significant  compared  to  the  immediate 
concerns  of  your  every  day  practice.  But  it  will.  Because  your  future  practice  is  in- 
terwoven in  what  Congress  is  debating:  national  health  insurance. 


There  are  about  14  proposals  under  serious  consideration. 


And  that  legislation,  when  passed,  will  determine  the  course  of  America’s  future 
health  care.  And  the  way  in  which  you  as  a doctor  will  participate  in  it. 


That’s  why  the  AMA  is  vitally  concerned. 

That’s  why  we  have  sponsored  our  own  program.  A program  we  feel  represents  a 
sound  approach  to  solving  the  nation’s  need  for  quality  health  and  medical  care. 

Our  program  is  called  Medicredit.  It  would  insure  every  American  of  getting  the  best 
medical  and  health  care  — regardless  of  his  ability  to  pay. 


Unlike  some  other  programs,  ours  allows  a person  to  choose  his  own  program 
of  comprehensive  insurance.  One  which  would  cover  both  the  ordinary  and  catastrophic 
expenses  of  illness  or  accident. 


The  protection  would  be  an  insurance  policy  from  a company.  Membership  in  a pre- 
payment plan  such  as  Blue  Cross-Blue  Shield.  Or  in  a pre-paid  group  practice. 

Persons  who  can  not  afford  to  buy  insurance  would  have  their  premiums  paid  entirely 
by  the  Federal  government.  For  those  with  higher  incomes,  the  government  contri- 
bution would  be  reduced  along  a specific  sliding  scale. 

We’re  working  for  your  future  in  Washington  right  now.  You  can  help  yourself  by 
finding  out  more  about  it.  Send  for  the  brochures  WHERE  DO  WE  STAND?  and  MEDI- 
CAL & HEALTH  CARE  FOR  ALL.  Just  write:  ACTION,  at  the  address  below. 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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continued  from  page  411 

Brigham  Hospital.  During  World  War  ll.  Dr.  Hawkins 
served  with  the  U.S.  Coast  Guard.  He  re-entered  pri- 
vate practice  in  Coeur  d’Alene  in  1949. 

Dr.  Hawkins  was  a member  of  the  Kootenai- 
Benewah  .Medical  Society,  the  Idaho  Medical  Associa- 
tion and  the  American  .Medical  Association.  He  was  a 
fellow  of  the  Academy-International  of  .Medicine,  a 
member  of  Delta  Omega  Honorary  public  health 
society,  and  saw  20  years  service  with  the  Selective 
Service  System. 

Retired  Anesthesiologist  Dead 

DR.  FRANCIS  J.  MURPHY,  72,  Spirit  Lake,  died  Feb- 
ruary 23,  1972.  Born  in  Oldham,  South  Dakota  on 
March  II,  1900,  he  received  his  .M.D.  degree  from 
.McGill  University  Faculty  of  Medicine,  .Montreal,  in 
1925. 

Dr.  .Murphy  served  in  the  U.S.  Navy  during  World 
War  II.  From  1947  until  195  7,  he  was  clinical  profes- 
sor of  anesthesiology  at  the  University  of  California 
Hospital  at  San  Francisco. 

He  moved  to  Billings,  .Montana,  in  1958  to  practice 
anesthesiology  until  bis  retirement  in  1970,  when  he 
moved  to  a ranch  at  Spirit  Lake. 

Dr.  .Murphy  was  a member  of  the  Yellowstone 
Valley  .Medical  Society,  the  .Montana  .Medical  Associ- 
ation and  the  American  Medical  Association.  He 


was  a charter  member  of  the  American  Academy  of 
Anesthesiology. 

Former  Rupert  Physician  Succumbs 

DR.  OTTO  A.  MOELLMER,  66,  died  April  18,  1972, 
in  Salt  Lake  City. 

Born  July  10,  1905,  in  Hilbert,  Wisconsin,  he 
attended  high  school  in  Winfield,  Kansas.  He  received 
his  .M.D.  degree  in  1934  from  the  University  of  Colo- 
rado School  of  Medicine. 

Dr.  .Moellmer  completed  his  internship  and  a year’s 
surgical  residency  at  the  Salt  Lake  City  Latter-Day- 
Saints  Hospital.  On  September  7,  1936,  he  received 
License  No.  M-I504  to  practice  medicine  and  surgery 
in  Idaho,  and  established  his  practice  in  Rupert,  where 
he  remained  until  his  retirement  in  June  1968.  Upon 
retirement.  Dr.  Moellmer  was  assigned  to  a two-year 
Peace  Corps  mission  in  Georgetown,  Guyana,  Africa. 
After  returning,  be  had  resided  in  Albion  and  in  Utah. 

.4  member  of  the  South  Central  Idaho  District 
.Medical  Society,  the  Idaho  .Medical  Association  and 
the  American  .Medical  Association,  be  served  in  1960- 
61  as  President  of  the  Idaho  Chapter  of  the  American 
Academy  of  General  Practice.  He  was  a member  of 
the  Phi  Chi  and  Phi  Delta  Chi  fraternities.  He  had 
served  as  .Minidoka  County  physician,  as  a school 
board  member,  and  as  a Boy  Scout  Committeeman. 
He  was  a member  of  the  Latter-Day-Saints  Church. 


RALEIGH  HILLS 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 

PHYSICIANS 


Raleigh  Hills  — Spokane 

PHYSICIANS 


Merle  C.  Lynch 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
Psychiatrist 


C.  J.  English 
Administrator 
W.  1403  7th  Street 


Spokane,  Washington  99204 
Telephone:  (509)  624-5331 


Albert  S.  Weiland,  M.D. 

James  Sauer,  M.D. 
Robert  Huddleston,  M.D. 
James  Cunningham,  M.D. 
Donald  Woedtie,  M.D. 
Psychiatrist 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
.irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

pontains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-“|^ 
i:>hate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  adsertisemeiits  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 

or  eligible,  w.mted  by  July  1.  1972.  Eigbt-man  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
soutbwestern  Oregon  Coast,  Good  community  with  fine 
schools,  including  two-year  junior  College.  Wonderful  out- 
door .irea,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr,  W,  P,  Walsh,  Manager,  Bay  Clime, 
295  S,  10th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


FAMILY  PRACTICE,  PHYSICIAN  RETIRING  -Sub- 
urban area  of  western  Washington;  attractive  office  building 
and  equipment  for  sale  or  lease;  excellent  opportunity  for 
introduction.  Reply  Box  39,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY  - To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 
or  eligible;  123-man  clinic  of  specialists  associated  with  250- 
bed  hospital;  12-man  department.  Harold  R.  Cohen,  M.D., 
Chief,  Dept,  of  Obstetrics  and  Gynecology,  The  Permanente 
Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 

FAMILY  PRACTICE  —Two-man  partnership  needs  associ- 
ate for  very  busy  office.  Excellent  opportunity  for  one  with 
residency  in  surgery.  Newly  remodeled  clinic  in  Greater 
Seattle  area  with  choice  of  hospital  facilities.  Write  Box  38-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


ANESTHESIOLOGIST  — Needed  immediately  to  fill  va- 
cancy. Active  surgery  schedule.  Community  of  25,000  in 
heart  of  coastal  recreation  area.  Superb  hunting  and  fishing. 
Write  Administrator,  McAuley  Hospital,  780  Commercial, 
Coos  Bay,  Oregon  97420. 


EMERGENCY  ROOM  PHYSICIAN  — Position  available 
in  an  80-bed  JACH-accredited  hospital  in  progressive  Tri- 
Cities  community  of  65,000  in  southeastern  Washington. 
Guaranteed  annual  income,  plus  opportunity  for  private  prac- 
tice in  free  office  facilities  within  hospital.  Other  income 
opportunities  available  also.  Contact  Sister  Albert  Mary  Rebel, 
Administrator,  or  Mark  Campbell,  M.D.,  Chief  of  Staff,  Our 
Lady  of  Lourdes  Hospital,  520  North  Fourth  Avenue,  Pasco, 
Washington  99301.  (509)  547-7704. 


GENERAL  PRACTITIONER  - needed  for  100  Mile 
House,  B.C.  Three  other  G.P.’s  in  small  town  located  200 
miles  north  of  the  border,  serving  lovely  ranching  area.  Con- 
tact Frederick  Gloeckner,  M.D.,  Box  280,  100  Mile  House, 
B.C.,  or  phone  (604)  395-2128,  days. 


SITUATION  WANTED 


PSYCHIATRIST  — 31,  married,  completing  military  serv- 
ice July  1973,  desires  position  in  private  practice,  with  associ- 
ate, or  group,  in  Seattle  or  Portland  area.  Excellent  training 
and  references.  Contact  A.  J.  Maletsky,  M.D.,  140  S.W.  146th 
St.,  Seattle,  Wa.,  98166.  Phone  (206)  CH  4-7111,  ext.  69. 


OFFICE  SPACE 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1 037,  Twin  Falls,  Idaho  83301. 


DE  LUXE  MEDICAL  OFFICE  — for  lease.  Attractive 
clinic  near  hospital,  Edmonds,  Washington.  Carpeting,  drapes, 
cabinets,  air-conditioning.  Phone  (206)  778-2205  evenings. 


MODERN  MEDICAL  OFFICE  — Furnished,  available  in 
Fourth  and  Pike  Building,  Seattle.  $120  per  month.  Phone 
(206)  MA  2-8778 


LEASE  LARGE  SUITE  — in  new,  contemporary,  4-unit 
pro.  bldg.  Close  Woodland  Park  Hospital,  Gateway,  N.E. 
Portland.  1800  sq.  ft.  on  ground  floor,  sep.  entrance,  off- 
street  parking.  Designed  for  2 men  in  orthopedics;  ample  for 
3 men  in  urology,  internal  medicine,  general  surgery,  general 
practice,  etc.  For  appointment,  (503)  227-0820. 


SERVICE 


DOCTORS  ON  CALL,  INC  . — announces  the  introduc- 
tion of  a new  Seattle-based  and  originated  on-call  service  for 
physicians.  For  further  information,  call  DOC,  (206)  885- 
0012  or  MA  4-0091. 


SAN  JUAN  VACATION 


SEVEN  ACRES  ON  LOPEZ  ISLAND  - View  of  straits 
and  Olympics.  Fully  furnished  house,  3 bedrooms,  2 baths, 
all-electric  kitchen,  dishwasher,  washer-dryer,  electric  heat. 
Excellent  for  families;  bicyclers  paradise.  $175  per  week. 
Write  or  call  G.  T.  McCallum,  M.D.,  540  Lane  PL,  Salem,  Ore., 
(503)  363-9156  or  Mrs.  Marjorie  Roe,  P.O.  Box  138,  Lopez, 
Wa.  98261.  (206)  468-2248. 


REAL  ESTATE 


REAL  ESTATE  DEVELOPMENT  CONSULTANT - 

Complete  development  service  available  for  clinics  and  office 
buildings  including  design  & architecture,  financing,  site  pro- 
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feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


U/  women  still  believe  that  a 
aihe  is  a cure-all  for  vaginal 
3(j5tionsand  malodor.  Mother 
'ijlbaughterand  the  myth  is 
^tuated. 

► •(jher  cosmetic  products  are  not 
liih  better.  Though  they  may  be 
jfative  in  some  minor  infections, 
iwcannot  touch  the  real  medical 
n em,  which  very  often  is 
iDDmonal  vaginitis. 

^ Medicine’s  most  effective 
cure  for  trichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications;  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  riecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness," urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  may  be  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  In- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  dai ly 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl  (metronidazole) 


IsEARuE  I Manufactured  by  SEARLE  & CO. 

I I San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  Instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  Is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias.  Including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytope 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edei 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  tr 
or  may  not  be  prominent),  petechiae,  purpura  withe 
thrombocytopenia,  toxic  pruritus,  erythema  nodes 
erythema  multiforme,  Stevens-Johnson  syndrome, 
LyelTs  syndrome  (toxic  necrotizing  epidermolysisl 
exfoliative  dermatitis,  serum  sickness,  hypersensilii 
angiitis  (polyarteritis),  anaphylactic  shock,  urticarii! 
arthralgia,  fever,  rashes  (all  allergic  reactions  requ’ 
prompt  and  permanent  withdrawal  of  the  drug),  pro 
teinuria,  hematuria,  oliguria,  anuria,  renal  failure* 
azotemia,  glomerulonephritis,  acute  tubular  necrosi 
nephrotic  syndrome,  bilateral  renal  cortical  necroj 
renal  stones,  ureteral  obstruction  with  uric  acid  cry 
tals  due  to  uricosuric  action  of  drug,  impaired  rn 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  tnu, 
cle  necrosis,  perivascular  granulomata,  aggravatio^ 
temporal  arteritis  in  patients  with  polymyalgia  rheu] 
matica,  optic  neuritis,  blurred  vision,  retinal  hem 
rhage,  toxic  amblyopia,  retinal  detachment,  hearin 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  gc| 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  coi 
fusional  states,  lethargy;  CNS  reactions  associatec 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations 
giddiness,  vertigo,  coma,  hyperventilation,  insomn 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  compiete  details,  including  dosage,  please  set 
lull  prescribing  information. 
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for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


® 1972  THE  UPJOHN  COMPANY  JA72-2144-6 


493 

Northwest  Medicine,  July  1972 


noFmoiD€ST  m^icine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trus 


Editorial  Advisory  Board 
W.  O.  Robertson,  M.  D.,  Chairman,  Seattle 


C.  G.  Ashley,  M.D.,  Portland 

R.  L.  Casterline,  M.D.,  Medford 

K.  W.Christoferson,  M.D.,  Eugene 
R.  C.  Davidson,  M.D.,  Seattle 

D.  H.  Dillard,  M.D.,  Seattle 
R.  R.  Fife,  M.D.,  Idaho  Falls 

L.  D.  Grouse,  M4,  UWSM 

M.  R. Grover,  Jr.,  M.D.,  Portland 
J.  R.  Gustafson,  M.D.,  Yakima 


M.  W.  Hemingway,  M.D.,  Bend 
J.  N.  Lein,  M.D.,  Seattle  t 

W.  H.  Lyon,  M.D.,  Coeur  d'Alene 
H.O. Murphy,  M.D.,  Vancouver,  B.  C. 

B.  Nicola,  M3,  UOMS 

C.  G.  Peterson,  M.D.,  Portland 
W.  Petty,  M.D.,  Oakland 

C.  P.  Schlicke,  M.D.,  Spokane 
R.  S.  Smith,  M.D.,  Boise 


Volume  71 


July  1972 


CONTENTS 

EDITORIAL 

Death  Due  to  Ignorance 513 

SPECIAL  ARTICLE 


Board  of  Trustees 
J.  R.  Hahn,  M.D.,  President,  Arlington 
C.  R.  Cavanagh,  Jr.,  M.D.,  Spokane  W.  M.  Lawson,  M.D.,  Seattle 
P.  B.  bllsworth,  M.D.,  Idahl  Falls  P.  F.  Miner,  M.D.,  Vice-Pres.,  Boise 
Louis  J.  Feves,  M.D.,  Pendleton  L.  M.  Neher,  M.D.,  Jerome 
J.  A.  Henderson,  M.D.,  Hood  River  J.  R.  Raines,  M.D.,  Portland 

Staff 

Herbert  L.  Hartley,  M.D.,  Editor 
Louis  A.  Healey,  M.D.,  Assistant  Editor 
Mrs.  Dorothy  Church,  Managing  Editor 
Mrs.  Zola  Abr\ey,  Advertising  Supervisor 
Mrs.  May  Byers,  Secretary 

Manuscripts  Acceptance  is  usually  contingent  on  ex- 
clusive publication.  Manuscripts  should  conform  to  stand- 
ards previously  published  by  this  journal.  Printed  list  of 
requirements  will  be  provided  on  request.  Improperly 
prepared  manuscripts  and  photocopies  will  be  rejected 
without  review.  Correspondence  with  the  editor  prior  to 
submission,  is  invited  and  is  advised.  Title,  purpose,  and 
approximate  length  of  the  proposed  manuscript  should  be 
listed  in  the  first  communication. 

News  Deadline  for  news  copy  is  the  5th  of  the  month 
preceding  date  of  issue. 

Closing  and  Publishing  Dates  Set  copy  and  neg- 
atives must  be  received  by  the  5th  of  the  month  preceding 
date  of  issue.  Send  negatives  and  repro-proof  to:  ALLIED 
PRINTERS,  88  Vine  Street,  Seattle,  Wa.  98121. 

Display  Advertising  Advertising  Representatives: 
United  Media  Associates,  16  Bruce  Park  Avenue,  Green- 
wich, Connecticut  06830  (203)  661-9702. 

Rates  Standard  PAC  forms  available  on  request. 

Classified  Advertising  Rate  for  each  line  is  SI. 50. 

Copy  must  be  received  by  the  advertising  supervisor  not 
later  than  10th  of  month  preceding  date  of  issue.  Proof  is 
not  shown.  Copy  of  ad  as  it  appeared  in  the  journal  accom- 
panies billing. 

Subscriptions  Distribution  restricted  to  members  of 
the  medical  profession  and  those  in  closely  allied  fields. 
Subscriptions  received  through  medical  association  will 
begin  the  month  membership  becomes  effective.  $7.50  per 
year  (honorary  association  members,  residents,  interns, 
medical  students,  S3.00  per  year);  single  copies  SI. 00 
(S9.00  per  year  for  foreign  countries). 

Change  of  Address  Notice  must  be  given  at  least 
six  weeks  prior  to  date  change  will  become  effective.  In- 
clude old  and  new  address  as  well  as  statement  whether  or 
not  change  is  permanent.  Duplicates  cannot  be  sent  to  re- 
place copies  undelivered  through  failure  to  notify  change 
of  address.  Second-class  postage  paid  at  Seattle,  Washing- 
ton. 

Copyright  1972  by  Northwest  Medical  Publishing  Associ- 
ation. 

ADDRESS  COMM  UN  I CA  TIONS  TO: 

NORTHWEST  MEDICINE,  500  Wall  Street,  Seattle  98121 
Phone  (206)  623-0379 


Patient  Care  Appraisal  — I 509 

ORIGINAL  ARTICLES 

Spontaneous  Rupture  of  the  Esophagus 515 

J.  Lawrence  Smith,  M.D.,  Tacoma,  Washington 
Continuing  Education:  Assessment  of  Value  of 
Discussion  Sessions  and  of  Course  Impact  on 
Physician  Practice  519 


Marjorie  A.  Boeck,  Ph.D.,  Durham,  North 
Carolina,  and  Francis  C.  Wood,  Jr.,  M.D. 
and  Charles  W.  Dohner,  Ph.D.,  Seattle, 

Washington 

Impotence  in  Alcoholism  523 

James  W.  Smith,  M.D.  and  Frederick 
Lemere,  M.D.,  Seattle,  Washington,  and 
Robert  B.  Dunn,  M.D.,  Fort  Worth,  Texas 
Do  Therapeutic  Drugs  Interfere  with 

Laboratory  Tests? 525 

James  R.  Tavis,  R.Ph.,  and 

James  Edward  Parsons,  R.Ph.,  Seattle,  Washington 

OREGON  MEDICAL  ASSOCIATION 


Psychiatrist  Appointed  Director 

of  New  Hospital 528 

Excellence  in  Teaching  Recognized  by  Students 528 

Proceedings  of  DMA  Board  of  Trustees 529 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 

PRELIMINARY  SCIENTIFIC  PROGRAM  OF 

THE  1972  ANNUAL  MEETING  541-548 

David  C.  Hall,  M.D.,  1875-1972  534 

Physicians  Should  Guide  Training  of 

Emergency  Medical  Technicians 535 

New  Family  Practice  Clinic  at  UW 539 

Effort  of  Women  s Auxiliary  Pays  Off 553 

Graduate  Receives  Cancer  Society  Award 553 

IDAHO  MEDICAL  ASSOCIATION 

Appointments  Made  by  Governor 561 

Physicians  Seek  Legislative  Posts 561 

Industrial  Medical  Committee  Studies  Fees 561 

Graeber  Now  Medical  Education  Director 562 

Advisory  Board  Members  Chosen 562 

lAFP  Holds  Annual  Meeting  in  Burley 562 

Personals 562 

Welcome  New  Members 562 

Officers  Elected 562 

Board  of  Medicine  Section 562 

GENERAL  NEWS 


Northwest  Society  for  Continuing 


Medical  Education 502 

Orthopedic  Course  Scheduled 505 

John  Tomlin  Memorial  Cancer  Lectures 548 

Forum  . . . 496,  498,  500  Obituaries  . . . 529,  534,  535 

RESUL  7S ...  557  - 560 

Classified  . . . 566  Directory  of  Advertisers  . . . 567 


494 

Northwest  Medicine,  July  1972 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  h.  i.  d.  to  q.  i d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
,ates,  the  10-mg  tablets  6ften  produce  desired  results. 

I The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

’fntil  individual  response  is  determined,  caution  patient  against  driving  or  operating 
angerous  machinery. 


\^lmill  (diazepam) 


Fbr  the  tense  cardiac  patient  who  must  he  kept  calm 


Before  prescribing,  please  consult 
c iplete  product  information,  a 
s imary  of  which  follows: 

Indications:  Tension  and  anxiety 
:>  es;  somatic  complaints  which  are 
c comitants  of  emotional  factors; 
pchoneurotic  states  manifested  by  ten- 
sii,  anxiety,  apprehension,  fatigue, 
d ressive  symptoms  or  agitation;  symp- 
t(  atic  relief  of  acute  agitation,  tremor, 
u hum  tremens  and  hallucinosis  due  to 
ate  alcohol  withdrawal;  adjunctively  in 
si  etal  muscle  spasm  due  to  reflex 
to  local  pathology,  spasticity 
Coed  by  upper  motor  neuron  disorders, 
aiitosis,  stiff-man  syndrome,  convulsive 
ti  -rders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tryto  the  drug.  Children  under  6 
!T  iths  of  age.  Acute  narrow  angle  glau- 
a;  may  be  used  in  patients  with  open 
81  e glaucoma  who  are  receiving 
5-i'opriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
Jisnts.  Caution  against  hazardous 
X jpations  requiring  complete  mental 
Jl  ness.  When  used  adjunctively  in 
'ulsive  disorders,  possibility  of 
n ease  in  frequency  and/  or  severity  of 
d mal  seizures  may  require  increased 
i(  ige  of  standard  anticonvulsant 
^ ication;  abrupt  withdrawal  may  be 
dated  with  temporary  increase  in 
r jency  and/ or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  alDdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug,  isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


NASA  Report  Disappointing 


Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  sending  me  the  NASA  report  on  pa- 
tient monitoring  as  one  of  their  “Technology  Transfer 
Profiles.”  I found  this  very  interesting  from  several 
aspects.  One  was  the  fact  that  NASA  is  trying  to  dis- 
seminate the  vast  information  they  have  acquired  over 
the  years  witfi  the  development  of  space  technology 
and  their  readiness  to  make  this  available  to  others  for 
their  review  and  education. 

The  report  outlines  problems  involved  in  patient 
monitoring  and  the  need  for  equipment  which  can 
automatically  monitor  a patient  and  alert  the  nurse  or 
physician  in  case  of  emergency  so  that  appropriate 
therapy  can  be  readily  administered.  The  article  em- 
phasizes the  high  cost  of  patient  care  involved  in  hos- 
pitalization and  that  bio-medical  electronic  equipment 
will  hopefully  relieve  hospital  personnel  of  the  more 
routine  tasks  and  provide  more  accurate  information 
on  a rapid  and  efficient  basis. 

Cardiovascular  monitoring  equipment  has  domin- 
ated and  will  continue  to  dominate  patient  monitoring 
sales  due  to  the  fact  that  continuous  monitoring  of 
patients  with  severe  heart  trouble  has  been  shown  to 
save  many  lives.  Diseases  of  the  cardiovascular  system 
are  primary  causes  of  death  in  the  United  States.  The 
publication  points  out,  for  example,  that  “it  has  been 
generally  accepted  that  if  ventricular  fibrillation  can 
be  detected  within  1 to  3 minutes  after  its  onset,  at 
least  one-third  of  the  patients  afflicted  can  be  saved. 
Such  monitoring  can  only  be  accomplished  by  cardio- 
vascular electronic  equipment.” 

One  of  the  principal  means  of  monitoring  is  by 
electrocardiography.  The  article  points  out  that 
“attaching  the  electrodes  can  be  time  consuming  and 
irritating  to  the  patient  because  it  may  involve  shaving, 
cleaning,  and  abrading  the  skin  to  produce  good  con- 
tact, applying  irritating  electrode  jellies  and  finally 
gluing  on  the  electrodes.  Metal  electrodes  can  irritate 
the  skin  because  of  their  rigidity,  and  may  be  so  thick 


that  the  patient  cannot  comfortably  lie  on  them.  Most 
types  of  electrodes  rarely  remain  securely  fastened  for 
more  than  a day  and  a half;  if  the  patient  does  not 
remain  stationary,  this  time  may  be  further  reduced.” 

NASA  has  developed  a means  of  applying  elec- 
trodes without  irritation  or  loss  of  contact.  “One  type 
of  electrode  has  remained  in  use  for  a period  of  four- 
teen days  during  which  the  subject  has  remained  in 
normal  activity.”  These  electrodes  still  require  time  to 
apply  and  need  someone  trained  in  their  application. 

The  article  further  reported  that  “the  ability  of  a 
physician  to  examine  a patient’s  EGG  immediately 
after  a heart-attack  is  extremely  important  for  proper 
diagnosis  and  treatment.  More  than  60  percent  of  the 
deaths  from  heart  attacks  occur  within  an  hour  after 
the  onset  of  the  attack.  Normally  the  time  a patient 
spends  in  an  ambulance  cannot  be  used  for  diagnosis 
or  treatment;  however,  with  a system  developed  as  a 
result  of  NASA  research  it  is  possible  to  transmit  a 
patient’s  EGG  from  the  ambulance  to  the  hospital. 
This  would  assist  a physician  at  the  hospital  in  diag- 
nosing a patient  before  the  ambulance  has  arrived,  and 
might  even  allow  the  doctor  to  instruct  the  ambulance 
attendant  to  perform  critical  treatment.” 

The  report  continues  to  describe  other  areas  of  pa- 
tient monitoring  including  cardiac  catheterization.  In 
this  area,  they  mentioned  that  many  hospitals  per- 
form cardiac  catheterizations  on  a routine  basis.  I find 
this  statement  difficult  to  accept,  as  cardiac  catheteri- 
zation comes  with  certain  risks  and  has  to  be  individu- 
alized and  is  not  just  done  “routinely.”  Another  mis- 
leading statement  was  that  concerning  left  heart  cath- 
eterization being  performed  less  frequently  because 
“it  normally  requires  that  the  wall  of  the  heart  be 
punctured.”  This  refers  to  an  obsolete  technique  since 
left  heart  catheterization  is  frequently  performed 
today  by  retrograde  techniques  that  do  not  involve 
puncture  of  the  heart  wall. 

In  describing  pressure  transducers,  the  report  men- 
tions one  manufacturer  in  particular,  plus  the  NASA 
development  of  a pressure  transducer.  There  are  sev- 
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choose  the  topieds 
that  ^ive  your  patient- 


s broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  i 
> result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approfl'iate 
i measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  i 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


I Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


Wellcome 


eral  others  available  on  the  market  that  should  have 
been  included  in  their  overall  survey. 

The  report  also  lacks  any  information  on  how  one 
can  send  for  other  technology  transfer  profiles  arid 
technical  support  packages  listed  on  pages  26  through 
29.  Another  problem  was  that  the  technical  transfer 
profile  on  patient  monitoring  lacks  medical  terminol- 
ogy, and  should  have  been  edited  or  at  least  proof- 
read by  a physician  knowledgeable  in  the  patient  mon- 
itoring field,  since  it  is  medically  related. 

The  text  reads  well,  but  there  are  definite  errors 
from  the  medical  standpoint.  It  would  be  my  sugges- 
tion that  a physician  knowledgeable  in  patient  moni- 
toring be  allowed  to  review  such  a manuscript  prior  to 
its  publication  and  make  the  appropriate  comments 
where  indicated.  This  would  enhance  the  biomedical 
value  of  the  report  and  lend  to  its  authenticity. 

These  are  some  of  the  comments  that  I have  after 
reading  this  and  hope  that  they  are  useful  to  you  and 
your  readers. 

Yours  sincerely, 

HERBERT  J.  SEMLER,  M.D. 

Chairman 

Department  of  Medicine 

St.  Vincent  Hospital 


Adenomammectomy  Not  New 

Renton,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I was  surprised  when  I read  Dr.  Carl  O.  Rice’s  arti- 
cle on  Adenomammectomy  in  Volume  71,  Number 
5,  of  NORTHWEST  MEDICINE.  I am  sure  this  meth- 
od was  used  by  Dr.  R.  H.  Sweet  of  Boston  for  the 
same  purpose  with  exceptional  results.  I know  be- 
cause I assisted  him  many  times  when  1 was  a second 
year  medical  student.  However,  I don’t  think  it  would 
surprise  either  the  late  Dr.  Sweet  or  Dr.  Rice  to  know 
that  this  method  of  surgery  had  been  used  before. 

At  the  time.  Dr.  Sweet  was  no  doubt  too  busy 
writing  on  esophageal  surgery  to  write  this  one  up. 

Sincerely, 

L.  PATRICELLI,  M.D. 
McCarthyism 

New  York,  N.  Y. 

Editor,  NORTHWEST  MEDICINE: 

I don’t  know  quite  how  to  address  myself  to  your 
editorial,  “History  of  a Berkeley  Graduate,’’  in  the 
May  1972  issue  of  NORTHWEST  MEDICINE.  At  best. 


it  harks  back  to  the  early  fifties  and  McCarthyism, 
and  at  worst  it  is  disgusting  for  a supposedly-educated 
scientist  to  imply  that  there  is  direct  connection  be- 
tween Mrs.  Whatever-her-name-is’  political  activities 
and  contamination  in  glucose  solutions.  I know  no- 
thing of  the  situation  involved  or  of  Mrs.  Walker,  but 
it  is  really  the  proverbial  “Communist  under  every 
bed”  syndrome  to  suggest  such  a thing. 

Perhaps,  if  you  really  believe  your  words,  you 
should  investigate  Abbott  Labs,  after  what  recently 
happened  to  their  I.V.  solutions. 

Incredulously, 

AMY  M.  LEVINE 

P.S.  I am  a medical  reference  librarian,  and  must 
admit  that  I have  never  read  anything  of  quite  the  ilk 
of  your  editorial  in  a medical  journal. 

Innuendo  of  Dastardly  Acts 

Corvallis,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I never  heard  of  Mrs.  Doris  Walker  until  I read  your 
editorial  in  the  May  1972  NORTHWEST  MEDICINE. 

Your  editorial  is  very  carefully  worded,  but  there 
is  absolutely  no  doubt  in  my  mind  on  reading  it  that 
you  imply  that  Mrs.  Walker  had  something  to  do  with 
contaminating  the  glucose  solutions  at  Cutter  Labora- 
tories. This  occurred  some  24  years  ago.  You  also 
imply  that  she  or  her  associates  might  have  sabotaged 
the  Salk  vaccine. 

1 would  hope  that  you  would  call  to  the  attention 
of  the  proper  authorities,  including  the  FBI  and  FDA 
any  evidence  you  are  aware  of  relating  to  sabotage  by 
Mrs.  Walker  or  anyone  else.  However,  I question  the 
fairness  of  running  an  editorial  directed  at  a person  so 
full  of  innuendo  of  such  dastardly  acts  unless  you 
have  something  more  than  suspicion  to  substantiate 
the  charge. 

Yours  truly, 

CRAIG  B.  LEMAN,  M.D. 

Editorial  Smear  Technique 

Spokane,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Your  editorial,  “History  of  a Berkeley  Graduate,” 
referring  to  Doris  Brin  Walker,  attorney  for  Angela 
Davis,  was  disturbing  because  of  your  use  of  the  smear 
technique  of  attributing  guilt  by  implication. 

By  asking  in  a question  if  a relationship  exists  when 
in  fact  none  has  been  proven,  “Is  there  a relationship 
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between  Cutter’s  longstanding  troubles  with  the  com- 
rades and  the  rough  going  encountered  by  their  Salk 
vaccine  preparation?”),  and  by  using  conditional  state- 
ments, (“Perhaps,  the  Cutter  problems  were  not  so 
strange  after  all.  They  may  have  been  planned  quite 
skillfully.”),  one  can  make  slanderous  statements 
without  responsibility. 

I would  question  the  use  of  NORTHWEST  MEDI- 
CINE for  propaganda  purposes.  Certainly  character 
assassination  has  no  place  in  this  journal. 

Yours  truly, 

NORMAN  BOLKER,  M.D. 
Not  Proper  Role  for  insurance  Company 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Congratulations  and  thank  you  for  your  editorial 
in  the  June  1972  issue  of  NORTHWEST  MEDICINE. 

I agree  heartily  with  the  ideas  you  have  expressed.  If 
Aetna  Life  & Casualty  is  trying  this  sort  of  thing  in 
Oregon,  it  is  certainly  only  a matter  of  time  until  the 
same  approach  is  used  throughout  the  country. 

I have  had  repeated  problems  with  this  company 
but  have  had  virtually  no  dispute  over  fees  with  other 
insurance  carriers.  It  seems  obvious  to  me  that  Aetna 
is  trying  its  best  to  force  physicians  into  a fee  schedule 
of  its  own  devising  and  I quite  agree  that  this  is  not  a 
proper  role  for  an  insurance  company  to  play. 

Again,  thank  you  for  speaking  out.  Please  let  me 
know  if  there  is  anything  I may  do  to  help. 

Sincerely  yours, 

C.  GORDON  HALE,  M.D., 

An  Editor  Enjoys  an  Editorial 

Minneapolis,  Minnesota 
Editor,  NORTHWEST  MEDICINE: 

I sincerely  thank  you  for  the  two  copies  of 
NORTHWEST  MEDICINE. 

I enjoyed  your  editorial  touching  on  the  activities 
of  Angela  Davis.  I was  appalled  with  the  recent  deci- 
sion of  the  court. 

1 saw  a recent  article  with  the  title,  “Soft  Judges 
Make  Hardened  Criminals.”  The  title  was  clearly  an 
expression  of  some  of  the  things  that  unfortunately 
are  going  on  in  our  wonderful  country.  Some  day  I 
expect  that  our  apathetic  majority  will  also  rise  up  and 


resist  some  of  the  decisions  that  give  undue  favoritism 
to  criminals. 

Best  of  luck  to  you  and  my  most  sincere  thanks 
again  for  your  very  kind  consideration  of  my  manu- 
script. 

Sincerely, 

CARL  0.  RICE,  M.D. 

Editor-Emeritus 

Minnesota  Medicine 

Vehement  Objection 

Walla  Walla,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Some  time  ago  I expressed  to  Doctor  Brooks,  Pres- 
ident of  the  Washington  State  Medical  Association, 
the  fact  that  I was  unable  to  see  any  reason  for  the 
continued  existence  of  the  medical  journal  NORTH- 
WEST MEDICINE.  At  that  time  I expressed  my  very 
strong  feeling  that  I certainly  did  not  wish  to  take  the 
journal  and  that  I object  vehemently  to  being  assessed 
for  a subscription  to  it  as  a part  of  my  dues  to  the 
Washington  State  Medical  Association.  If  the  journal 
has  any  merits,  let  it  stand  on  its  own  two'feet. 

It  has  always  seemed  to  me  that  the  non-scientific 
information  of  general  news  value  about  what  is  going 
on  in  medicine  in  the  Pacific  Northwest  has  interest 
and  value,  and  I would  like  to  suggest  that  this  be 
continued  as  an  insert  sheet  in  the  American  Medical 
News.  Therefore,  there  would  be  no  further  excuse 
for  the  existence  of  NORTHWEST  MEDICINE  as  a 
so-called  scientific  journal.  Many  of  the  articles  and 
editorials  in  recent  issues  have  been  poor.  Many  of 
the  other  medical  and  scientific  journals  that  are 
published  today  are  equally  poor,  and,  frankly,  it’s 
about  time  that  some  of  them  ceased  to  exist.  The 
editors  of  the  quality  journals  at  times  have  difficulty 
filling  their  pages  with  quality  articles  that  contribute 
something  really  valuable  in  medical  information  and 
education.  It  is  time  for  some  of  the  sub-standard 
journals  such  as  NORTHWEST  MEDICINE  to  cease 
publication. 

I am  sure  that  my  membership  in  the  Washington 
State  Medical  Association,  which  requires  that  1 subsi- 
dize NORTHWEST  MEDICINE,  is  the  thing  that  really 
incenses  me,  and  this  intense  feeling  was  by  no  means 
lessened  by  the  editorial  on  page  373  of  the  May  1972 
issue,  which  certainly  reached  new  heights  of  absurdity 
even  for  NORTHWEST  MEDICINE. 

Yours  truly, 

ROBERT  H.  SCHAEFFER,  M.D. 
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Ampicillin,  Garbenicillin,  Oxacillin 


A 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totaclllln  (ampicillin  trihydrate) 

Pyopen®(disodium  carbenicillin) 

Bactoclll(sodium  oxacillin) 


and  more  to  come 


Beecham-Massenglll 
Pharmaceuticals  CEEi 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Baaocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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GENERAL  NEWS 


Northwest  Society  for 
Continuing  Medical  Education 


After  some  confusion  about  date  and  place  for  its 
meeting,  the  Northwest  Society  for  Continuing  Medi- 
cal Education  convened  at  The  Inn  at  the  Quay, 
Vancouver,  Washington,  Saturday,  May  20,  1972. 
The  program  was  devoted  to  peer  review,  education  of 
family  practitioners,  use  of  private  patients  in  teaching, 
and  the  medical  problems  in  British  Columbia.  Merle 
Pennington  conducted  the  meeting. 

peer  review 

Robert  Hare  opened  the  discussion  with  a descrip- 
tion of  the  program  of  the  American  Society  of  Inter- 
nal Medicine.  Their  effort  is  the  first  attempt  to  look 
at  the  quality  of  office  practice.  They  first  developed 
criteria  for  good  quality  medical  care,  then  studied 
rural,  semi-rural  and  urban  practices.  Criteria  were 
developed  in  various  parts  of  the  country  but  the  lists 
had  much  in  common.  Lists  were  coordinated  and 
the  survey  began.  It  will  be  completed  by  the  end  of 
1972.  Participation  is  voluntary  and  physicians  can 
use  the  plan  to  evaluate  their  own  performance.  The 
society  expects  to  expand  the  program  and  will  use  a 
modification  of  the  method  to  evaluate  decision 
making. 

Joseph  Intile  said  the  Physicians’  Association  of 
Clackamas  County  was  established  35  years  ago  and 
has  developed  a type  of  peer  review  that  works  be- 
cause payment  for  medical  care  is  involved.  The  asso- 


ciation, being  small,  is  able  to  keep  costs  down.  If  a 
member’s  charges  exceed  the  case  average  for  a given 
condition,  he  is  asked  to  explain.  Hospital  utilization 
is  watched  carefully  — the  Hospital  Utilization  Com- 
mittee meets  each  week. 

An  example  of  the  way  in  which  review  can  help 
control  costs  would  be  a case  of  suspected  malignancy. 
If  the  biopsy  specimen  is  not  examined  by  frozen  sec- 
tion, but  is  malignant,  the  patient  will  have  two  admis- 
sions and  two  trips  to  surgery.  Review  discourages 
such  practice.  Fees  are  not  paid  until  the  committee 
has  reviewed  the  operative  report  and  the  tissue  report. 

The  average  hospital  stay  in  Clackamas  County  is 
two  days  less  than  in  Multnomah  County.  The  welfare 
program  is  in  the  black,  due  partly  to  a system  of  pre- 
authorization for  hospitalization  and  partly  to  the  fact 
that  elective  procedures  are  controlled. 

The  association  is  now  also  beginning  to  check  out- 
patient care.  For  this  duty,  members  of  the  committee 
are  paid. 

John  Bussman  reported  the  activities  of  Multnomah 
County’s  Experimental  Medical  Care  Review  Organiza- 
tion, now  operating  on  an  HEW  grant.  It  was  started 
with  the  idea  that  the  group  would  attempt  to  assess 
the  quality  of  office  care.  First  step  in  the  program 
was  a meeting  at  Salishan  at  which  70  physicians 
developed  criteria  for  160  diagnoses.  Average  number 
of  conditions  considered  by  each  specialty  was  20. 


Mr.  Richard  L.  Reimer,  Glenn  M.  Gordon,  Mr.  James  Kronenberg,  and  Miss  Eileen  Randall.  William  D.  Harrison  is 
behind  Dr.  Gordon. 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


Proven 
therapy 
that  only 
you  can 
give 


There  are  now  250  physicians  participating  in  the 
program.  Those  making  the  in-office  review  can  see 
what  the  physician  actually  does  and  can  evaluate  his 
practice  immediately,  recommending  continuing  med- 
ical education  when  needed.  Since  the  review  is  to  be 
continued  at  regular  intervals,  it  will  soon  be  possible 
to  check  effectiveness  of  the  educational  programs 
used.  Fears  of  standardization  are  not  justified.  If  a 
practice  differs  from  that  of  other  physicians,  it  is 
evaluated.  It  may  be  better,  worse,  or  just  as  good. 

William  Robertson  talked  about  the  system  of 
Community  Coordinators  of  Continuing  Medical  Edu- 
cation as  developed  by  the  Washington/Alaska  Region- 
al Medical  Program  and  Washington  State  Medical 
Association,  and  the  Patient  Care  Audit  program  now 
in  operation.  Washington  State  Medical  Association 
looked  at  the  problems  involved  in  continuing  medical 
education,  asking  “Education  for  what?”  The  com- 
mittee decided  that  determination  of  needs  by  exam- 
ination was  not  an  effective  method.  Therefore,  they 
studied  the  audit  system.  It  involves  concurrence,  by 
members  of  a group,  in  selection  of  a significant  con- 
dition for  study.  The  group  then  establishes  the  cri- 
teria. This  is  followed  by  preparation  of  a form  per- 
mitting the  medical  record  librarian  to  score  hospital 
charts.  Finally,  the  group  decides  on  an  educational 
activity  designed  to  meet  a demonstrated  deficit. 
Significance  of  the  program  is  that  it  does  not  check 
individual  performance,  it  is  designed  by  a local  group, 
and  the  analysis  must  be  followed  by  an  educational 
effort  to  correct  the  deficits  found. 

He  also  reported  the  development  of  the  King 
County  Council  on  Medical  Care,  an  organization 
devoted  to  peer  review  in  Seattle  and  King  County. 
A group  practiee  organization  operating  in  Seattle  is 


also  looking  at  the  need  for  peer  review  within  its  own 
organization. 

A discussion  session  followed  these  explanations  of 
the  different  programs  and  questions  were  answered 
by  panel  participants. 

training  for  family  practice 

First  on  the  afternoon  program  was  a discussion  of 
training  for  family  practice.  Merle  Pennington  re- 
ported that  there  are  now  more  than  100  residency 
programs  with  positions  for  600  to  800  residents. 
But  half  of  the  graduating  seniors  say  they  intend  to 
become  family  practitioners.  This  means  that  7,000 
to  8,000  graduates  will  enter  general  practice. 

Training  consists  of  emergency  room  service  that  is 
really  experience  in  an  outpatient  clinic,  work  that  is 
essentially  triage,  internal  medicine,  pediatrics,  coun- 
seling and  a wide  experience  in  what  must  be  called 
general  practice.  Requirements  are  a large  supply  of 
patients  presenting  a cross  section  of  economic  levels 
and  a variety  of  ethnic  groups.  Spence  Meighan  com- 
mented that  specialists  are  always  ready  to  educate 
general  practitioners  and  he  followed  with  discussion 
of  some  problems  that  are  often  overlooked.  Mr. 
James  Kronenberg  said  that  the  effort  must  be  to 
train  those  who  like  the  image  needed  by  physicians 
in  rural  areas.  Therefore,  it  will  be  necessary  to  find 
people  who  understand  rural  life.  It  will  be  possible 
to  change  the  image  of  the  small  town  general  practi- 
tioner but  communities  will  have  to  find  men  willing 
to  accept  community  conditions.  Medical  students 
should  be  exposed  to  the  daily  routine  of  practice.  If 
more  general  practitioners  are  to  be  produced  it  may 
become  necessary  to  turn  off  some  specialties. 

There  was  general  discussion  following  these  short 


The  panel  on  production  of  general  practitioners:  Mr.  James  Kronenberg,  Spence  Meighan,  and  Merle  Pennington. 
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William  G.  McClure,  Registrar  of  the  British  Columbia 
College  of  Physicians  and  Surgeons. 


contributions  but  there  were  no  recommendations 
for  specific  aspects  of  programs  designed  to  produce 
general  practitioners. 

Morris  Weitman,  Ph.D.,  commented  on  the  efforts 
to  get  graduates  to  return  to  ghetto  areas  to  practice. 
A student  who  comes  from  the  ghetto  has  had  to  work 
harder  to  get  into  medical  school  than  students  from 
other  situations.  It  is  not  to  be  expected  that  he  will 
wish  to  go  back,  giving  up  all  that  he  has  worked  for. 


It  is  unrealistic  to  believe  that  those  who  have  escaped 
should  go  back  to  care  for  those  unwilling  or  unable 
to  get  out. 

private  patients  for  teaching 

David  Gilbert  reported  a practical  method  for  util- 
izing private  patients  for  teaching.  This  highly  success- 
ful program  is  the  subject  of  an  article  submitted  by 
Dr.  Gilbert  to  this  journal.  It  will  be  published  later 
this  summer. 

British  Columbia 

W.  G.  McClure,  reporting  on  British  Columbia,  said 
that  drug  abuse  is  a serious  problem  in  the  province, 
but  he  did  not  present  details  of  treatment.  Hospital- 
ization has  been  provided  in  British  Columbia  at  one 
dollar  per  day,  since  1949.  The  province  adopted  a 
medical  care  plan  in  1965  and  the  Canadian  Govern- 
ment has  participated  since  1968.  The  Minister  of 
Health,  by  Order  in  Council,  in  July  1971,  attempted 
to  gain  control  of  granting  of  hospital  staff  privileges. 
This  led  to  a hot-tempered  dispute  and  considerable 
newspaper  publicity.  The  matter  was  settled  in  De- 
cember. There  is  now  a Provincial  Appeal  Board  to 
settle  disputes.  The  board  is  concerned  with  supply 
of  physicians  for  rural  areas,  the  problem  given  by  the 
Minister  as  an  excuse  to  take  over  control  of  staff 
privileges.  There  is  currently  some  concern  about  a 
series  of  meetings  being  held  by  the  Minister  of  Health 
in  various  parts  of  the  province.  Dr.  McClure  thinks 
the  Government  may  try  to  set  up  clinics  that  will 
offer  severe  competition  to  physicians  in  private 
practice. 

H.  L.  H. 


Orthopedic  Course  Scheduled 

The  Committee  on  the  Handicapped  Child,  and  the 
American  Academy  of  Orthopaedic  Surgeons,  will 
sponsor  a three-day  course,  ‘^Current  Concepts  in 
Children’s  Orthopaedics,”  August  17-19  at  the  Wash- 
ington Plaza  Hotel,  Seattle. 

Faculty  members  are  Walter  P.  Bobechko  and 
Robert  B.  Salter,  both  of  Toronto.  Lynn  T.  Staheli, 
Seattle,  is  chairman. 

The  fee,  for  physicians,  is  $150.  For  nurses,  occu- 
pational and  physical  therapists,  and  residents  (with 
letter  from  chief  of  service),  the  fee  is  $50. 

Registrations  may  be  made  August  16,  from 
6-9  p.m.,  and  August  17  at  8 a.m.  Sessions  will  be 
from  8:45  a.m.  to  4: 30  p.m.  on  August  1 7,  and  from 
9 a.m.  to  4: 30  p.m.  on  August  18  and  19. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneurnococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^ificantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are  - 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


'Holds,  R,  C.,  et  al.:  Bull.  Johns  Hof>kins  Hosp.  114:269, 1964 
ita  on  file.  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjoh ; . Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%  2 Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 


CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrheo  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/ day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es-Bottles  of  16’s  and  100  s.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  )lg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 


consult  package  insert.  MED  B-4-S  (LNU-S)  JA7I-1565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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SPECIAL  ARTICLE 


Patient  Care  Appraisal  — I 


Y 

Xou  might  call  Patient  Care  Appraisal  a semi- 
scientific  way  of  getting  at  needs  for  continuing  medi- 
cal education.  It’s  done  by  summarizing  patient  care 
as  documented  in  hospital  charts,  and  comparing  the 
results  with  those  that  could  be  expected  if  there  were 
no  need  for  education.  If  a significant  number  of 
charts  show  that  a need  exists,  it’s  time  to  put  on  a 
special  program.  The  general  approach  is  scientific, 
but  it’s  really  semi-scientific  because  the  standard  is 
based  on  the  judgment  of  a committee  of  staff  physi- 
cians, since  statistically  sound  data  on  local  patient 
care  are  not  usually  available.  At  least,  it’s  much 
better  to  base  educational  programs  on  needs  rather 
than  on  wants. 

Patient  Care  Appraisal,  as  developed  for  Washington 
State  Medical  Association,  is  conducted  in  hospitals. 
The  first  step  is  formation  of  a committee  in  each 
hospital  to  determine  what  the  standards  should  be. 
The  committee  selects  certain  criteria  of  management 
and  assigns  relative  importance  to  each  criterion.  For 
example,  in  acute  appendicitis,  the  committee  may 
decide  that  the  chart  should  record  the  results  of  a 
white  cell  count,  and  such  an  entry  should  appear  on 
100  percent  of  the  patient  records. 

When  the  criteria  have  been  established,  the  hospi- 
tal staff  is  given  a chance  to  read  them  and  modify 
them  for  approval.  Then  the  medical  record  librarian 
is  given  the  task  of  checking  all  charts  carrying  the 
diagnosis  of  the  disease  for  which  criteria  have  been 
determined.  Performance  is  compared  with  the  stand- 
ard, and  the  hospital  staff  is  given  an  opportunity  to 
decide  whether  differences  justify  an  educational  pro- 
gram. There  isn’t  any  guess  work  involved,  and  value 
judgments  are  not  required.  The  record  is  either  on 


the  chart  or  it  isn’t,  and  the  medical  record  librarian 
can  go  down  a triple  column,  making  a mark  ior  yes 
or  no,  or  not  recorded. 

A significant  advantage  of  this  method  for  getting 
at  educational  needs  is  the  emphasis  on  performance 
of  a hospital  staff  rather  than  on  performance  of  indi- 
viduals. Raise  the  quality  of  care  given  by  the  medical 
staff  of  any  hospital  and  you  raise  the  quality  of  care 
given  by  every  physician  on  the  staff.  Performance 
above  the  standard  level  or  below  it,  on  the  part  of  a 
member  of  the  staff,  is  not  noted.  Report  of  the  med- 
ical record  librarian  to  the  staff  carries  no  names  of 
the  physicians  whose  charts  were  reviewed. 

Another  advantage  is  that  physicians  do  not  need 
to  spend  time  reviewing  charts  and  making  judgments 
as  to  the  quality  of  care  rendered.  Once  the  criteria 
have  been  selected  and  the  forms  prepared,  almost  any 
of  the  hospital  clerical  staff  can  check  the  columns. 
Provided,  that  is,  that  the  charts  have  been  well  pre- 
pared in  every  instance. 

Patient  Care  Appraisal  was  selected  by  the  Continu- 
ing Medical  Education  Committee  of  Washington  State 
Medical  Association  after  intensive  study  of  methods 
for  conducting  an  educational  program.  The  commit- 
tee realized  that  needs  rather  than  wants  should  be 
the  basis  for  any  program  intended  to  make  improve- 
ments where  improvements  should  be  made.  The 
committee  also  realized  that  this  simple  program 
could  be  put  to  work  in  a variety  of  situations,  with- 
out elaborate  preparation,  and  that  it  would  not  be  a 
costly  program. 

The  committee  hopes  to  have  the  enthusiastic 
support  of  all  members  of  the  Association. 


Note:  See  the  August  issue  of  NORTHWEST  MEDI- 
CINE for  more  detailed  information  on  Patient  Care 
Appraisal  as  explained  by  William  R.  Johnson,  Ed.  D., 
Staff  Coordinator  of  Medical  Education,  Washington 
State  Medical  Association. 
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What  it  means 
tolive  and  woikir 
Tipton  County, 
Tennessee 

Persons  who  are  white  and  j 

over  40  have  one  chance  in  four 

of  having  solar  keratoses... 

which  may  be  premalignant  I 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten-  j 

nessee,  revealed  that  28.5%  of  white  persons  over  40  had  solar  | 

keratoses ; most  had  multiple  lesions.  Cluster  sampling  projected  | 

an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females.  | 

Though  this  is  an  unusually  high  percentage  of  affected  persons,  I 

these  lesions  can  occur  in  any  white  population,  wherever  people  ! i 

work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  H Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


iolar,  actiniCr  senik  keratoses 

: 'ailed  by  many  names,  the  typical  lesion  is  flat 
r slightly  elevated,  brownish  or  reddish  in 
flor,  papular,  dry,  adherent,  rough,  sharply 
efined;  usually  multiple  lesions,  chiefly  on 
xposed  portions  of  the  skin. 

iiequence/selectivity  of  response 

rythema  in  areas  of  lesions  may  begin  after 
pveral  days  of  therapy;  height  of  reaction 
>nly  in  affected  areas)*  usually  occurs  within 
vo  weeks,  declining  after  discontinuation  of 
lerapy.  Since  this  response  is  so  predictable, 
sions  that  do  not  respond  should  be  biopsied 
) rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

osmetic  results  are  highly  favorable.  Inci- 
I mce  of  scarring  is  low— important  with  multi- 
ille  facial  lesions.  Efudex  should  be  applied 
ith  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

nly  Roche  formulates  the  5 % cream . . . 

|igh  in  patient  acceptability . . . high  in  clinical 
ficacy,  especially  for  lesions  of  hands  and 
trearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplicationsite  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thromboc^openia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/s(Jution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about . . . East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Compound  with  Codeine 

is  the  most  widely  used, 
k and  probably  the  most 

^ pharmaceutically  ele- 

^ gant  analgesic  prepara- 

tion providing  codeine. 

It’s  the  time-tested  combi- 
nation  for  predictable  pain 
||^  relief  . . . whether  the  pain  is 
1^^  visceral  or  musculoskeletal; 

acute  or  chronic. 

|[I  New  prescription  flexibility.  At  your  dis- 
retion,  and  where  state  law  permits,  a pre- 
cription  for  Empirin  Compound  with 


•inn 


Burroughs  Wellcome  Co..  Research  Triangle  Park,  North  Carolina  27709 


EDITORIAL 


Death  Due 


Ijives  are  being  lost  because  of  lack  of  know- 
ledge.  Ten  to  twelve  thousand  people  lose 
their  lives  on  the  highways  every  year  merely 
because  no  one  was  at  the  scene,  or  arrived  in 
time,  to  render  emergency  treatment  that 
would  keep  life  going.  It  is  difficult  to  under- 
stand our  failure  to  recognize  the  need  to 
know  about  emergency  care  in  a society  so 
dependent  on  machinery  of  all  kinds,  includ- 
ing the  most  deadly  machine  ever  invented  — 
the  automobile. 

Report  of  an  actual  case  may  illustrate  the 
way  some  of  these  deaths  occur.  A car  driven 
by  a young  man  who  had  just  quarreled  with 
his  girl  friend  went  off  the  road  at  something 
over  a hundred  miles  an  hour.  It  struck  a pole 
and  was  demolished.  The  driver  was  not  hurt, 
but  his  companion  was. 

The  injured  passenger  was  unconscious  but 
made  a few  choking  sounds  emd  then  was 
quiet.  A nurse  who  lived  in  the  vicinity  of  the 
crash  examined  the  unconscious  victim.  She 
detected  a radial  pulse  but  it  soon  stopped. 
She  then  said,  “He’s  dead.”  He  was  taken 
directly  to  a mortuary  where  the  body  was 
embalmed.  Subsequent  examination  revealed 
a fractured  leg  and  arm,  and  no  chest  or  head 
injury.  In  all  probability,  this  eighteen-year- 
old  boy  strangled.  He  was  the  son  of  a phy- 
sician specializing  in  emergency  medicine. 
Merely  lifting  his  chin  might  well  have  saved 
his  life.  His  father  realizes  that,  in  anguish. 

Never  mind  that  the  car  was  traveling  too 
fast;  this  death  was  not  due  to  speed.  Never 
mind  that  the  car  hit  an  immovable  object  that 
shouldn’t  have  been  there;  this  death  was  not 
due  to  inadequate  highway  regulation.  Never 
mind  that  the  curve  was  not  banked  enough  to 


to  Ignorance 

keep  the  car  on  the  road;  this  death  was  not 
due  to  poor  highway  engineering.  This  lad’s 
death  was  due  to  ignorance. 

For  six  years  we  have  had  federal  legislation 
calling  for  the  states  to  establish  systems  of 
emergency  medical  care  that  will  save  lives. 
The  same  law  encourages  first  aid  training  for 
the  general  public.  For  almost  the  same  num- 
ber of  years  we  have  had  organizations  for 
comprehensive  health  planning.  The  highway 
death  rate  continues  to  be  a disgrace  to  a pre- 
sumably civilized  nation. 

Progress  is  being  made  in  training  Emer- 
gency Medical  Technicians  who  are  capable  of 
rendering  care  with  a high  degree  of  skill.  They 
CEin  save  lives  now  being  lost,  but  they  must  be 
available  in  ambulances  and,  possibly,  in  hos- 
pital emergency  rooms  not  manned  by  physi- 
cians. Some  efforts  have  been  made  to  dis- 
seminate first  aid  information  to  the  general 
public  but  they  have  not  been  pursued  vigor- 
ously and  there  is  still  the  problem  of  indi- 
viduals refusing  to  believe  they  can  ever  be 
involved. 

Ignorance  is  merely  lack  of  knowledge  — 
but  it  can  kill.  It  will  be  dispelled  only  when 
the  general  public  begins  to  realize  that 
machines  are  dangerous,  and  that  the  auto- 
mobile is  the  most  dangerous  of  all.  Until 
there  is  recognition  of  the  need  for  everyone 
to  know  something  about  first  aid,  and  for 
some  to  know  a great  deal  about  emergencies, 
too  many  more  young  men  are  going  to  die 
because  no  one  at  the  scene  knows  enough  just 
to  lift  a chin. 

H.  L.  H. 


Equality  or  Freedom? 

Voltaire,  the  man  of  reason,  said  something  also  for  those  of  us  who  are  looking  to  this 
powerful  benefactor  for  support:  “In  general,  the  art  of  government  consists  in  taking  in 

as  much  money  as  possible  from  one  class  of  citizen  to  give  to  the  other.  ” It  is  unfortun- 
ately the  commonplace  for  school  superintendents  to  vie  for  the  Federal  bonanza.  Their 
quest  for  “equality,”  at  the  cost  of  freedom,  causes  them  to  bus  “Yellow”  students  to 
“Brown”  neighborhoods  and  “Black”  students  to  “White.”  Perhaps  we  should  ask  our- 
selves whether  equality  is  a laudable  goal  or  whether  freedom  of  choice  might  not  be  more 
in  keeping  with  the  democratic  principles  in  which  we  claim  faith. 

If  we  must  err,  please  God,  may  it  be  on  the  side  of  freedom. 

Ray  L.  Colvard,  The  Freeman,  May  1972 
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One  off 
the  ffomilior 
line  off 
Cordran" 


flurandrendide 

praducts 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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Spontaneous  Rupture  of  the  Esophagus 


J.  LAWRENCE  SMITH,  M.D.,  Tacoma,  Washington 


Simple  primary  closure  is  the  best  treatment  for  spontaneous  rupture  of  the  esophagus 
but  the  diagnosis  is  all  too  frequently  delayed  beyond  the  time  when  closure  is  feasible. 
There  are  satisfactory  alternate  methods  that  may  be  used  when  this  occurs.  Two  such 
cases  illustrate  the  principles. 


Spontaneous  rupture  of  the  esoph- 
agus is  not  always  amenable  to  direct 
surgical  repair  because  of  delay  in 
diagnosis.  Recently  1 have  had  two 
patients  in  this  category  who  were 
treated  successfully  by  alternative 


methods.  The  presentation  of  these 
two  cases,  along  with  the  subsequent 
discussion,  will  increase  the  aware- 
ness of  this  condition  and  assist  in 
the  diagnosis  and  management. 


Fig.  1.  Case  1,  perforation  of  esophagus  demonstrated  by  Gastrografin. 


CASE  REPORTS 

Case  1.  A 47-year-old  thin,  white 
male  was  admitted  to  St.  Joseph’s  Hospi- 
tal, Tacoma,  on  June  1,  1968,  complain- 
ing of  severe  substernal  chest  pain,  radi- 
ating into  the  back.  Shortly  before, 
while  eating,  he  felt  that  a piece  of  meat 
was  caught  in  his  throat.  Nausea,  vomit- 
ing, severe  substernal  pain,  and  bright 
red  hematemesis  followed.  He  gave  a 
history  of  similar  choking  episode;$  over 
the  preceding  two  years,  but  without  the 
pain  or  bleeding.  Two  esophagograms 
were  done  during  this  period.  Both  indi- 
cated a normal  esophagus. 

He  was  acutely  ill,  perspiring,  with  a 
temperature  of  98.6  F (37  C),  pulse  90, 
respiration  26  and  blood  pressure  117/84. 
Fine  rales  were  heard  in  both  mid  and 
lower  lung  fields  posteriorly.  The  abdo- 
men was  normal.  The  chest  x-ray  and 
electrocardiogram  were  reported  as  show- 
ing no  disease.  The  white  blood  cell 
count  was  10,700  with  a differential 
shift  to  the  left. 

He  was  thought  to  have  a myocardial 
infarct,  and  was  treated  as  such  with 
meperidine  and  vasopressors.  A repeat 
electrocardiogram  showed  no  change.  A 
repeat  chest  x-ray  showed  increased  opac- 
ification of  both  lower  lung  fields,  and 
pleural  effusion.  An  esophagogram  was 
then  done.  It  showed  free  flow  of  con- 
trast medium  into  the  left  pleural  space, 
through  the  lower  end  of  the  esophagus. 
Air  could  now  be  seen  in  the  mediastinum. 

The  patient  was  taken  to  surgery 
where  first  a large  quantity  of  green, 
cloudy  fluid  was  aspirated  from  the  left 
chest.  His  condition  rapidly  deteriorated, 
and  cardiac  arrest  occurred.  The  chest 
was  quickly  opened,  and  cardiac  massage 
for  five  minutes  restored  the  heart  beat. 

Exploration  now  revealed  a perfora- 
tion in  the  anterior  aspect  of  the  esopha- 
gus, approximately  one  inch  above  the 
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Fig.  2.  Case  2,  perforation  demonstrated  by  barium 
swallow. 


Fig.  3.  Case  2,  oblique  view  of  the  perforation  shown  in 
Figure  2. 


hiatus.  This  freely  admitted  the  fore- 
finger. The  tissues  of  the  mediastinum 
and  esophagus  were  very  friable.  A naso- 
gastric tube  was  passed  down  the  esopha- 
gus and  guided  past  the  perforation  into 
the  stomach.  The  mediastinum  was 
widely  opened.  A number  18  plastic 
nasogastric  tube  was  placed  in  the  medi- 
astinum adjacent  to  the  esophagus.  Two 
large  chest  tubes  were  placed  in  the  pos- 
terior gutter.  The  wound  was  rapidly 
closed.  Further  surgery  at  this  time  was 
precluded  by  his  very  precarious  condi- 
tion. 

Gastrostomy  was  performed  on  the 
sixth  postoperative  day.  One  tube  was 
placed  in  the  antrum  for  gastric  decom- 
pression and  subsequent  feeding.  Another 
tube,  with  multiple  perforations,  was 
attached  to  the  previously  inserted  naso- 
gastric tube,  and  threaded  up  the  esoph- 
agus to  the  upper  thoracic  level.  This 
tube  was  used  for  intraluminal  drainage 
of  the  esophagus.  A tracheotomy  was 
performed  at  this  time. 

Empyema  developed  on  the  right  side 
and  was  treated  by  open  drainage  on  the 
19th  postoperative  day. 


Gradual  recovery  followed,  with  spon- 
taneous closure  of  the  fistulous  tract  in 
approximately  nine  months.  There  was 
some  subsequent  dysphagia,  the  same  as 
experienced  prior  to  rupture.  Esophagos- 
copy  one  year  later  showed  only  slight 
posterior  fixation  of  the  esophageal  wall 
with  not  even  a scar  being  visible.  The 
patient  has  done  well  following  dilatation 
with  mercury  bougies. 


Case  2.  A 46-year-old  white  male,  an 
alcoholic,  was  admitted  on  March  24, 
1971,  complaining  of  epigastric  pain  of 
three  days’  duration,  with  repeated  epi- 
sodes of  nausea  and  vomiting  during  this 
time.  He  vomited  a small  quantity  of 
bright  red  blood  shortly  prior  to  admis- 
sion. There  was  no  past  history  of  dys- 
phagia. He  had  been  drinking  heavily  for 
a week,  so  more  details  were  not  recalled. 

He  was  in  an  obvious  state  of  delirium 
tremens.  Vital  signs  were  temperature 
101.2  F (38.4  C),  pulse  76,  respirations 
20,  blood  pressure  130/80.  There  was 
extremely  poor  dental  and  oral  hygiene. 
The  lungs  were  clear  to  percussion  and 


auscultation.  There  was  some  tenderness 
in  the  epigastrium  to  direct  pressure,  but 
there  were  no  masses  palpable,  and  the 
bowel  sounds  were  normal. 

The  admission  white  blood  cell  count 
was  11,000  with  80  percent  neutrophiles. 
The  hemoglobin  was  16.2,  and  red  blood 
cell  count  5.18  million.  The  urine  was 
normal  except  for  moderate  ketonuria, 
and  the  serum  amylase  was  36. 

An  admission  x-ray  was  reported  as 
showing  a normal  chest.  Supine  and  up- 
right abdominal  films  showed  an  air  fluid 
level  in  the  cecum  suggestive  of  pancrea- 
titis or  left  colon  disease.  A chest  x-ray 
the  following  day  revealed  a hazy  density 
behind  the  heart  in  the  lateral  view.  An 
upper  gastrointestinal  series  on  the  third 
hospital  day  revealed  a probable  abscess 
joining  the  distal  esophagus  with  accom- 
panying inflammatory  changes  in  the 
region. 

The  patient  continued  to  complain 
of  malaise  and  epigastric  pain.  He  ran 
a febrile  course  with  his  temperature 
ranging  from  98.8  F (37.1  C)  up  to 
102.4  F (39.1  C).  A repeat  esophago- 
gram  on  March  30  showed  the  same  ab- 


516 

Northwest  Medicine,  July  1972 


I 


I 

I 


Fig.  4.  Case  2,  repeat  esophagraiti  with  barium  shows  per- 
sistent cavity. 


Fig.  5.  Case  2,  repeat  esophagram  19  days  after  gastros- 
tomy. A perforated  tube  is  in  place  in  the  esophagus.  The 
cavity  is  much  smaller. 


scess,  and  it  was  noted  that  it  emptied 
almost  completely  within  1 5 minutes. 

Because  of  the  apparent  localizing 
of  the  abscess,  and  the  continued  drain- 
age into  the  esophagus,  it  was  not  felt 
that  transthoracic  drainage  was  indicated. 
With  the  continued  pain  and  febrile 
course,  I felt  that  the  diseased  area  should 
be  put  at  rest  and  nutritional  support  by 
gastrostomy  should  be  done.  March  31 
a laparotomy  was  performed.  Much  ede- 
ma and  induration  were  encountered  in 
the  region  of  the  hiatus  on  the  left.  The 
stomach  was  opened  and  a multiple  per- 
forated number  18  nasogastric  tube  at- 
tached to  a tube  inserted  from  above  was 
placed  in  the  upper  one-third  of  the 
esophagus.  A separate  feeding  gastros- 
tomy tube  was  placed  in  the  antral  por- 
tion of  the  stomach. 

The  patient  continued  a febrile  course 
for  several  days  postoperatively,  with  a 
gradual  return  to  normal  by  the  13th 
postoperative  day.  He  was  discharged  to 
a nursing  home  for  further  convalescence 
on  the  20th  postoperative  day.  An  esoph- 
agogram  taken  approximately  six  weeks 
later  showed  the  cavity  to  be  reduced  to 


approximately  one-half  its  previous  size. 
The  patient  is  doing  well.  Tube  feedings 
by  gastrostomy  are  continued,  but  he  is 
allowed  some  sips  of  water  by  mouth. 
The  esophageal  tube  was  removed  eight 
weeks  postoperatively.  Dilatation  with 
mercury  bougies  will  probably  be  neces- 
sary at  a later  date. 


history  and  statistics 

Spontaneous  rupture  of  the 
esophagus  was  recorded  at  necropsy 
in  1724  by  Boerhaave.’  Successful 
treatment  by  simple  drainage  was 
reported  in  1911  and  again  in  1943. 
Treatment  by  primary  repair  was 
reported  in  1946.^  By  1970,  there 
were  300  cases  in  the  literature.^ 

No  age  group  is  exempt,  but  the 
40-60  age  group  is  most  commonly 
afflicted,  and  males  predominate 
2:1.  Alcoholism,  hypertension,  and 
central  nervous  system  lesions  are 
commonly  associated  disorders.^ 
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pathology  and  etiology 

The  great  majority  of  so-called 
spontaneous  esophageal  ruptures  oc- 
cur in  the  lower  8 cm  of  the  esoph- 
agus on  the  left  posterolateral  wall. 
Tears  of  the  middle  and  upper  thor- 
acic and  cervical  esophagus  have 
been  reported.  The  most  common 
causative  factor  is  a sudden  increase 
in  intraluminal  pressure,  such  as  oc- 
curs with  forceful  vomiting.  Peptic 
esophagitis  with  deep  ulceration  and 
perforation  has  been  reported  in  a 
few  instances. 

Even  more  unusual  is  the  true 
spontaneous  perforation  due  to  fo- 
cal necrosis  secondary  to  central 
nervous  system  disease. 

Contributing  anatomic  factors 
are  the  relative  weakness  of  the 
lower  esophageal  musculature,  par- 
ticularly in  relationship  to  the  very 
strong  gastric  musculature  immedi- 
ately below.  In  addition,  there  are 


segmental  defects  in  the  circular 
muscle  layer  in  the  lower  end  of  the 
esophagus.  The  lower  left  pos- 
terolateral esophagus  has  the  least 
amount  of  external  support. 

diagnosis 

Early  diagnosis  of  spontaneous 
esophageal  perforation  may  be  diffi- 
cult. There  is  no  classical  diagnostic 
picture  despite  several  suggested 
triads.  In  approximately  one-half  of 
the  cases,  the  sequence  is  forceful 
vomiting,  bright  red  hematemesis 
and  substernal  chest  pain.  There 
may  be  nothing  more  than  vague 
epigastric  or  chest  pain,  or  a combin- 
ation of  the  two.  Cervical  crepita- 
tion, dehydration,  and  shock,  are 
relatively  late  developments.  The 
so-called  V sign  of  Naclerio  and  the 
accentuation  of  the  aortic  arch  are 
rather  subtle  x-ray  findings  and  can 
easily  be  overlooked  by  even  the 
expert  radiologist."*  An  esophago- 
gram,  either  with  barium  or  Gastro- 
grafin,  will  lead  to  prompt  diagnosis. 

An  awareness  of  possible  rupture 
of  the  esophagus  in  any  unexplained 


substernal  or  upper  abdominal  pain 
is  the  key  to  early  diagnosis.  An 
esophagogram  is  the  most  direct 
and  accurate  means  of  confirmation. 

therapy 

Prompt  surgical  intervention  with 
primary  repair  of  the  perforation  is 
the  optimal  treatment.  This  is  pos- 
sible only  when  a very  early  diagno- 
sis has  been  made;  even  here  the 
closure  may  be  very  tenuous.  Thai* 
has  suggested  a technique  using  a 
fundic  flap,  and  Abbott^  suggests 
T-tube  drainage  of  the  esophagus. 
Conditions  permitting,  these  ap- 
proaches should  have  merit. 

In  the  two  cases  presented,  the 
extremes  are  represented.  In  the 
first  instance,  the  patient’s  condi- 
tion was  so  precarious  that  nothing 
more  than  simple  drainage  could  be 
accomplished  initially,  followed  by 
intraluminal  drainage,  feeding  gas- 
trostomy and  tracheostomy  as  sec- 
ond stage  procedures.  In  the  second 
case,  it  is  questionable  whether  any 
surgical  therapy  was  necessary,  since 
the  perforation  was  well  walled-off. 


and  there  was  drainage  into  the 
esophagus.  Gastrostomy  for  feed- 
ing, and  prevention  of  reflux  and 
intraluminal  drainage,  appeared  log- 
ical in  view  of  their  simplicity  and 
the  potential  dire  consequences 
should  the  perforation  not  remain 
limited  in  its  extent.  Dilatation  of 
the  esophagus  after  healing  was 
necessary  in  both  cases. 

Primary  direct  suture  closure  is 
the  treatment  of  choice  for  spon- 
taneous rupture  of  the  esophagus, 
but  this  can  be  done  only  if  the 
diagnosis  is  established  early,  and 
both  the  patient’s  general  condition 
and  the  quality  of  his  tissues  permit. 
Fundoplasty,  T-tube  drainage,  sim- 
ple drainage,  and  intraluminal  drain- 
age are  other  methods  of  surgical 
management  which  can  be  used  if 
direct  closure  is  not  possible.  Gas- 
trostomy should  be  performed  as  an 
adjunct  in  all  cases.  Clinical  judg- 
ment will  dictate  which  approach  is 
most  appropriate  in  the  given  case. 

20  Allenmore  Medical  Center 
1 9th  and  South  Union 
(98405) 


REFERENCES 

1 Boerhaave,  H.,  Atrocis,  nec  descripti  pruis  morbi  his- 
toria,  1724.  English  translation;  Bull  Med  Lib  Assoc  43:217- 
240  (April)  1955. 

2 Barrett,  N.  R.,  Spontaneous  perforation  of  the  esoph- 
agus; review  of  the  literature  and  report  of  three  new  cases, 
Thora.x  1:48-70  (March)  1946. 

3 Abbott,  Osier  A.,  et  al..  Atraumatic  so-called  “spon- 
taneous” rupture  of  the  esophagus,)  Thorac  Cardiovasc  Surg, 
59:67-83  (January)  1970. 

4 Naclerio,  E.  A.,  The  “V-Sign”  in  the  diagnosis  of  spon- 
taneous rupture  of  the  esophagus.  (An  early  Roentgen  clue) 
Am  J Surg  93:291-298  (February)  1957. 

5 Thai,  A.  P.,  Hatafuku,  T.,  Improved  operation  for 
esophageal  rupture,  JAMA  188:826-828,  June  1,  1964. 


518 

Northwest  Medicine,  July  1972 


Continuing  Education: 

Assessment  of  Value  of  Discussion  Sessions  and 
of  Course  Impact  on  Physician  Practice 

MARJORIE  A.  BOECK,  Ph.D.,  Durham,  North  Carolina 
FRANCIS  C.  WOOD,  Jr.,  M.D.  and  CHARLES  W.  DOHNER,  Ph.D.,  Seattle,  Washington 


An  attempt  to  alter  the  format  of  a two-day  continuing  medical  education  course  in 
endocrinology  by  allocating  half  of  the  course  time  to  small  discussion  groups,  and  the 
evaluation  of  course  success  on  the  basis  of  change  in  physician  practice  was  carried  out. 
The  study  was  felt  to  be  successful  in  spite  of  difficulties  in  obtaining  physician  responses 
to  a delayed  questionnaire.  Small  discussion  sessions  are  most  applicable  to  areas  of  debate 
while  lectures  are  best  used  to  present  specific  new  material.  Small  groups  also  have  the 
advantage  of  allowing  a greater  number  of  people  to  ask  questions  or  share  experiences 
from  practice.  Sixteen  of  the  eighteen  responding  physicians  stated  they  made  at  least  one 
change  in  practice  as  a direct  consdequence  of  the  course. 


TThe  most  frequent  format  for  con- 
tinuing medical  education  courses 
has  consisted  of  a series  of  didactic 
presentations  followed  by  a brief 
period  for  questions.  Unfortunately, 
course  registrants  frequently  find 
some  of  the  material  esoteric  and 
usually  have  too  little  time  available 
for  interaction  with  the  course  fac- 
ulty. Furthermore,  this  system,  as 
pointed  out  by  Brown  and  Uhl, 
encourages  course  faculty  to  think 
of  the  physician  registrants  “in  the 
same  role  model  as  their  concept  of 
a medical  student,  a receptacle  for 
information  and  wisdom,  rather 
than  a mature  professional.  . . 
Evaluation  of  such  courses,  further- 
more, often  utilizes  a rating  scale  in 
which  each  presentation,  or  larger 
session  is  rated  numerically  on  the 
basis  of  delivery,  relevance  and 
interest. 


have  been  made  to  alter  both  course 
structure  and  subsequent  course 
evaluation  by  registrants.  The  pur- 
pose of  this  study  was  to  evaluate 
the  impact  of  a change  in  course 
format  on  the  registrants’  patterns 
of  practice. 

method 

A two-day  course  was  focused  on 
answering  patient-oriented  questions 
in  the  field  of  endocrinology  for  the 
practicing  non-endocrinologist.  Half 
of  the  program  was  devoted  to  brief 
(15-20  minute)  didactic  presenta- 
tions while  the  remainder  was  spent 
in  small  discussion  groups. 

Many  of  the  topics  presented  (for 
example,  the  interpretation  of  glu- 
cose intolerance,  or  the  need  for 
menopausal  estrogen  therapy)  are 
subjects  of  much  current  debate. 


"The  true  test  of  value  of  such  a course  is  its  impact  on  the 
practice  of  the  participating  physicians." 


The  true  test  of  value  of  such  a 
course,  however,  is  its  impact  on  the 
practice  of  the  participating  physi- 
cians. In  order  to  evaluate  the  im- 
pact of  the  learning  experience  on 
practice  behavior,  various  attempts 


An  opportunity  to  argue  these  con- 
troversial issues  was  provided  by 
small  group  discussion  sessions  on 
diabetes,  thyroid  testing,  and  the  pill 
and  menstrual  disorders.  A final 
session  was  planned  in  which  all 


speakers  were  available  to  discuss 
questions  or  specific  patient  prob- 
lems. For  this  final  session,  partici- 
pants were  encouraged  to  bring  case 
reeords,  x-ray  films,  or  any  other 
materials  that  would  help  them  pre- 
sent their  patient  care  problems  to 
the  faculty. 

The  38  internists  and  general 
practitioners  who  attended  received 
a questionnaire  three  months  after 
completion  of  the  course.  The  ques- 
tions inquired  about  specific  changes 
in  office  practice,  as  well  as  reactions 
to  the  course  format  and  the  choice 
of  the  topics  discussed.  Three  weeks 
after  the  initial  mailing,  thirteen 
physicians  had  completed  and  re- 
turned the  form.  After  a month  had 
elapsed,  phone  calls  were  placed  to 
each  of  the  non-respondents  by  one 
of  the  authors.  This  additional  ef- 
fort resulted  in  five  more  question- 
naires, making  a total  response  of 
47  percent. 

results:  instruction  content 

Participants  were  asked  if  any  of 
the  course  topics  related  minimally, 
if  at  all,  to  their  practice.  Only  four 
of  the  seventeen  individual  lectures 
or  discussion  sessions  were  men- 
tioned by  more  than  one  participant 
and  none  of  these  by  more  than 
three  physicians. 


519 

Northwest  Medicine,  July  1972 


The  most  successful  results  in 
changing  physicians’  practices  oc- 
curred in  the  area  of  the  treatment 
of  the  diabetic  patient  where  half 
of  the  respondents  mentioned  some 
modification  in  their  practice.  The 
two  lecture  presentations  and  the 


discussion  session  were  intended  to 
clarify  issues  and  stimulate  discus- 
sion rather  than  provide  answers  in 
this  controversial  area.  Four  phy- 
sicians stated  that  their  major  change 
was  one  of  attitude  toward  manage- 
ment of  the  diabetic  patient,  with 
more  emphasis  on  optimum  weight, 
diet,  and  activity.  They  stated  they 
would  be  less  likely  to  put  new  dia- 
betics on  oral  agents.  Two  suggested 
they  were  discontinuing  the  use  of 
tolbutamide  in  maturity  onset  dia- 
betics, while  another  physician  said 
he  would  make  more  use  of  insulin. 

The  next  most  successful  result 
in  changing  physician  behavior  oc- 
curred in  response  to  a talk  on  treat- 
ment of  menopausal  patients.  The 
session  stressed  that  injectable  estro- 


gen is  contraindicated  in  the  treat- 
ment of  menopausal  patients  because 
its  absorption  rate  is  unpredictable 
and  it  is  both  expensive  and  time 
consuming.  It  was  also  suggested 
that  the  least  expensive  synthetic 
estrogen  (diethylstilbestrol)  is  the 


drug  of  choice  if  it  is  effective. 
Seven  stated  that  they  had  changed 
their  treatment  in  some  way  as  a 
result  of  the  course.  The  most  fre- 
quent change  was  that  of  switching 
from  injectable  to  oral  estrogen. 
Two  stated  that  although  they  had 
rarely  used  injectable  estrogen,  they 
had  not  used  any  since  the  course. 
Other  changes  mentioned  were:  1. 
switch  to  diethylstilbestrol;  2.  less 
dependence  on  hormones;  3.  a regi- 
men of  five  days  on,  two  days  off, 
instead  of  21  on  and  7 off. 

Equally  effective  were  the  series 
of  lecture  presentations  and  discus- 
sion sessions  on  thyroid  testing.  Par- 
ticipants were  asked  if  they  ordered 
or  planned  to  order  tests  of  thyroid 
function  and,  if  so,  which  tests.  All 


answered  in  the  affirmative.  For 
seven  of  the  physicians  this  repre- 
sented a change  in  office  practice. 
The  method  of  choice  described  was 
a combination  of  CPBA  (competi- 
tive protein-binding  analysis  for 
total  thyroxin  — T^ ),  and  the  T3 
(triiodothyronine)  resin  uptake.  The 
most  frequent  change  was  a switch 
from  PBI’s  to  more  specific  T^  as- 
says and  T3  resin  uptake. 

An  attempt  was  made  to  find 
out  the  extent  to  which  certain 
drugs  and  testing  procedures  were 
known  and  used  prior  to  the  course 
and  what  effect,  if  any,  the  content 
of  the  course  had  on  their  subse- 
quent use.  Table  1 summarizes 
these  findings. 

Fifteen  physicians  stated  that 
they  were  prescribing  oral  contra- 
ceptives for  some  of  their  patients 
for  other  than  contraceptive  pur- 
poses (dysfunctional  uterine  bleed- 
ing, endometriosis,  primary  dysmen- 
norrhea).  Eleven  stated  they  had 
made  no  changes  in  the  types  of  pill 
prescribed  as  a result  of  the  course 
presentation.  Two  physicians,  how- 
ever, are  now  prescribing  a pill  with 
a lower  estrogen  content  as  a result 
of  the  course  discussion.  The  major 
drawback  mentioned  regarding  this 
presentation  was  the  lack  of  some 


"The  two  lecture  presentations  and  the  discussion  session 
were  intended  to  clarify  issues  and  stimulate  discussion  rather 
than  provide  answers  in  this  controversial  area." 


TABLE  1 

Course-induced  practice  changes  in  use  of 
certain  drug  and  testing  procedures.  N=18 

Used  Prior  Used  Following 


Drug  or  Test 

Appropriate  Use  To  Course 

Course 

Change 

Adrenal  Screening 
Tests* 

8 

14 

+6 

Clofibrate 

(Atromid-S) 

Endogenous  lipemia 

12 

16 

+4 

Clomiphene 
citrate  (Clomid) 

Anovulatory  infer- 
tility 

4 

9 

+5 

Estriol 

Determination 

Objective  assessment 
of  fetus  and  optimum 
delivery  time 

6 

9 

+3 

Propranolol 

(Inderal) 

Thyrotoxicosis 

12 

16 

-f-4 

* The  four  inexpensive  adrenal  screening  tests  discussed  were:  1.  The  water  ex- 
cretion test;  2.  the  potassium  excretion  test;  3.  the  one-shot  ACTH  test;  4.  the 
overnight  dexamediasone  suppression  test. 
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TABLE  2 

Signs  and  symptoms  in  pregnant 
women  used  as  indications  to  test  for 
diabetes  by  endocrinology  course 
participants  three  months  after 
course  completion.  N=13. 

Glucosuria  8 

History  of  large  babies  6 

Family  history  5 

Obesity  5 

Abnormal  tolerance  by  history  1 
Hypertension  1 

Poor  obstetric  history  1 

Pre-eclampsia  1 


kind  of  handout  for  each  pill  show- 
ing the  brand  name,  the  concentra- 
tion of  estrogen  and  progesterone, 
and  its  most  effective  therapeutic 
use. 

The  following  eight  warnings 
were  mentioned  in  one  of  the  didac- 
tic presentations  as  ways  to  help 
identify  the  pregnant  woman  who 
should  be  tested  for  diabetes  with  a 
glucose  tolerance  test:  family  his- 

tory, abnormal  tolerance  by  history, 
hypertension,  poor  obstetric  history, 
pre-eclampsia,  glucosuria,  obesity, 
and  history  of  large  babies.  The 
course  participants  who  treated  ob- 
stetric patients  were  asked  to  list 
the  signs  and  symptoms  in  a preg- 
nant woman  they  used  as  indications 
to  test  for  diabetes.  Their  responses 
are  summarized  in  Table  2.  Only 
one  of  the  thirteen  physicians  said 
he  had  altered  his  list  in  any  way  as 
a result  of  the  course.  He  did  so  by 
reducing  his  previous  emphasis  on 
urinary  reducing  substances  in  view 
of  the  higher  incidence  of  lactosuria. 
Several  other  physicians  made  com- 
ments regarding  this  portion  of  the 
course.  One  said  he  was  more  likely 
to  do  a glucose  tolerance  test.  An- 
other felt  the  discussion  reassured 
him  about  the  occasional  patient 
who  has  urinary  reducing  substances 
and  a normal  blood  glucose  level. 

results:  instruction  method 

The  registrants’  response  to  the 
use  of  course  time  for  small  group 
discussions  was  extremely  favorable. 
The  following  examples  were  listed 
as  advantages  of  the  small  group 
approach:  “It  allowed  discussion  of 
specific  problems  encountered  in 
my  practice.”  “1  am  more  likely  to 
express  myself  in  a smaller  group 


and  ask  the  nitty-grittys  I want  to 
know.”  “A  good  opportunity  for 
repetition  of  points  made  in  the 
didactic  presentation.”  “I  feel  I 
learn  better  when  involved  in  the 
discussion.” 


The  final  course  session  was  de- 
signed to  provide  an  opportunity  for 
physicians  to  discuss  specific  patient 
problems  with  any  of  the  course 
faculty.  Ten  physicians  stated  that 
they  did  talk  with  faculty  members 
during  this  time  period.  Four  parti- 
cipants were  forced  to  leave  early 
due  to  inclement  weather.  Only  two 
of  those  who  did  not  talk  with  fac- 
ulty during  the  final  session  felt 
they  had  not  had  adequate  time  for 
such  discussion  during  the  course. 
One  physician  suggested  that  there 
should  be  better  pre-course  instruc- 
tion for  this  final  session.  He  felt 
that  few  physicians  had  thought 
sufficiently  in  advance  about  the 
presentation  of  a patient  problem. 

When  asked  to  describe  any  other 
ways  in  which  their  practice  had 
changed  as  a direct  result  of  the 
course,  the  most  frequently  men- 
tioned consequence  was  a better 
over-all  grasp  of  the  topics,  particu- 
larly the  understanding  of  the  value 
of  certain  drugs  and  tests,  which 


resulted  in  more  confidence  and 
courage  to  try  new  techniques. 

discussion 

Although  the  fashion  has  been  to 
distribute  evaluation  forms  immedi- 


ately following  the  course  presenta- 
tions, the  information  provided  by 
such  forms  bears  little  relation  to 
the  retention  of  important  informa- 
tion or  its  consequent  effects  on  a 
participant’s  practice.  Although 
the  delayed  questionnaire  approach 
gathers  this  valuable  type  of  inform- 
ation, there  is  difficulty  in  obtaining 
the  support  of  the  registrants  to 
return  the  evaluation  form. 

There  were  several  limitations  in 
this  study.  Although  individual 
interview  visits  were  considered, 
they  were  not  feasible  due  to  high 
travel  costs.  Twenty-nine  of  the 
registrants  were  from  the  State  of 
Washington,  while  the  remainder 
were  from  Alaska,  British  Columbia, 
and  Oregon.  Only  nine  of  the  parti- 
cipants came  from  Seattle,  where 
the  course  was  held.  The  data  gath- 
ered provide  an  indirect  rather  than 
a direct  measure  of  change  in  office 
practice.  In  some  instances,  inten- 
tions rather  than  actual  reported 
change  are  measured,  because  the 
three-month  delay  period  was  too 
short  a time  interval  for  certain 
relatively  infrequent  types  of  cases 
to  have  occurred  in  a physician’s 
practice. 

The  changes  made  in  course  for- 
mat were  not  only  well  received  by 
the  registrants  but  also  seemed  to 
have  the  desired  impact  on  their 
practice  as  physicians.  Sixteen  of 
the  eighteen  responding  physicians 
stated  they  made  at  least  one  change 


"I  am  more  likely  to  express  myself  In  a smaller  group  and  ask 
the  nitty-grittys  I want  to  know." 


521 

Northwest  Medicine,  July  1972 


in  practice  as  a direct  consequence 
of  the  course.  These  findings  sug- 
gested that  the  course  goals  were 


being  met  with  the  format,  and  that 
success  in  this  respect  was  measur- 
able with  a specifically  directed 
written  questionnaire. 

The  participation  in  the  group 
discussion  sessions  by  all  faculty  and 
registrants  was  in  marked  contrast 
to  the  inevitably  limited  participa- 
tion possible  during  brief  question 
and  answer  sessions.  The  faculty- 


registrant  ratio  of  1 : 3 was,  however, 
extremely  costly  of  faculty  time. 
The  appreciation  of  this  feature  was 


underscored  by  the  responses  to  the 
questionnaire.  Registrants  especially 
appreciated  the  opportunity  to  ask 
questions  related  to  their  own  prac- 
tices and  seemed  to  be  reinforced  by 
finding  that  their  problems  were  not 
unique.  The  discussion  sessions 
provided  an  approach  to  the  ideal 
adult  learning  situation  described  by 
Brown  and  Uhl.*  Efforts  were  made 


to  provide:  1.  a problem-solving 

situation;  2.  active  learner  participa- 
tion; 3.  immediate  feedback;  4.  rele- 
vant content;  and  5.  intrinsic  incen- 
tives related  to  the  improved  ability 
of  the  registrants  to  care  for  their 
patients.  It  is  virtually  impossible 
to  provide  all  of  these  elements  in 
the  usual  didactic  lecture  format. 

Veterans  Administration  Hospital 
(27705) 
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"Sixteen  of  the  eighteen  physicians  stated  they  made  at  least 
one  change  in  practice  as  a consequence  of  the  course." 


Ethical  Pharmaceutical  Industry  Operations,  1970-1971 

• Sales:  Worldwide  ethical  pharmaceutical  sales  of  U.S.  prescription  drug  manufacturers 
totaled  $6.9  billion  in  1970,  an  increase  of  more  than  10  percent  over  the  previous  year. 
Domestic  volume,  totaling  $4.7  billion  was  higher  than  1969  by  8 percent.  The  foreign 
operations  sector  recorded  the  greatest  rise,  a 16  percent  increase.  Such  exports  and  sales 
abroad  totaled  $2.2  billion  compared  to  $1.9  billion  the  preceding  twelve  months. 

• Forecast:  Projected  worldwide  output,  as  forecast  for  1971  from  PMA  staff  analyses, 
is  expected  to  reach  $7.6  billion.  For  domestic  operations,  an  anticipated  10  percent  in- 
crease will  bring  that  figure  to  $5.2  billion  for  tbe  year.  Foreign  activity  is  expected  to 
rise  13  percent  to  $2.4  billion. 

• Employment:  The  prescription  drug  industry  labor  force  expanded  by  the  addition  of 
12,530  employees  in  1970,  bringing  tbe  global  aggregate  to  243,430.  Over  one  hundred 
thousand  of  this  number  were  employed  abroad  by  affiliates  or  subsidiaries  of  the  U.S. 
companies. 

• Market  Shares:  The  concentration  ratio  of  the  top  ten  firms  in  the  ethical  drug  industry 
has  not  changed  significantly  in  the  last  ten  years.  The  leading  ten  companies  account  for 
about  half  of  the  total  domestic  retail  and  hospital  market.  The  largest  firm  accounts  for 
only  7 percent. 

• Distribution:  Retailers  and  wholesalers  receive  over  three-fourths  of  manufacturers' 

direct  finished  product  sales.  Federal,  private  and  other  hospitals  receive  about  20  percent. 
Of  producers’  direct  shipments  to  retailers,  three-fourths  of  those  sales  were  to  independent 
drug  stores. 

• Taxes:  U.S.  Federal  income  tax  payments  declined  by  about  9 percent  in  1 970.  How- 
ever, foreign  taxes,  at  $180  million,  were  up  12  percent.  Other  domestic  tax  decreases 
caused  a $29  million  reduction  in  total  taxes  paid  by  the  ethical  drug  industry. 

• Number  of  Products:  Fifty-three  PMA  member  firms  reported  a total  of  10,1 10  prod- 
ucts presently  on  the  market.  These  “ethical  pharmaceutical”  products  are  dispensed  by 
physician  order  in  over  twenty-eight  thousand  dosage  forms  and  package  sizes. 

Annual  Survey  Report  of  Pharmaceutical  Manufacturers  Association,  February  1972 


522 

Northwest  Medicine,  July  1 972 


Impotence  in  Alcoholism 


JAMES  W.  SMITH,  M.D.  and  FREDERICK  LEMERE,  M.D.,  Seattle,  Washington 
and  ROBERT  B.  DUNN,  M.D.,  Fort  Worth,  Texas 


or  centuries  the  use  of  alcohol, 
particularly  in  excess,  has  been  rec- 
ognized as  a factor  in  impotence. 
Shakespeare  demonstrated  that  the 
knowledge  was  not  limited  to  the 
medical  profession  when 'm  Macbeth 
he  had  the  porter  say,  “(Drink)  . . . 
provokes  the  desire  but  takes  away 
the  performance.”  Again,  in  a more 
modern  exposition.  Masters  and 
Johnson  have  said,  “The  second 
most  frequent  factor  in  onset  of 
secondary  impotence  can  be  directly 
related  to  a specific  incident  of 
acute  ingestion  of  alcohol  or  to  a 
pattern  of  excessive  alcohol  intake 
per  se.  ”* 

However,  it  has  not  been  gener- 
ally recognized  that  some  alcoholics 
who  are  temporarily  sexually  com- 
petent while  drinking  may  become 
impotent  when  alcohol  use  is  dis- 
continued. In  our  experience  with 
over  17,000  patients  treated  at  the 
Shadel  Hospital  over  the  past  35 
years  we  have  found  that  approxi- 
mately 8 percent  of  our  male  pa- 
tients experience  relative  or  absolute 
impotence  once  they  are  completely 
detoxified.  Of  this  group,  approxi- 
mately 50  percent  gradually  return 
to  their  previous  level  of  compe- 
tence. Of  the  remainder,  approxi- 
mately 25  percent  remain  relatively 
impotent,  while  the  remaining  25 
percent  suffer  the  misery  of  absolute 
impotence. 

The  achievement  of  a normal 
erection,  even  with  normal  genitalia, 
requires  integrity  of  hypothalamic 
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Shadel  Hospital,  Seattle.  Dr.  Dunn  is 
director  of  Schick  Hospital  in  Fort  Worth. 


brain  centers,  the  spinal  cord  and 
the  sacral  nerves,  as  well  as  adequate 
androgen  production  and  a normal 
pelvic  blood  supply.  Damage  at  any 
of  these  levels  may  lead  to  impo- 
tency.  Psychogenic  factors  may  also 
lead  to  impotence,  presumably  by 
inhibition  of  the  hypothalamic  cen- 
ters. These  psychic  factors  have 
been  greatly  emphasized  and  have 
tended  to  focus  attention  away 
from  organic  factors.  It  is  tempting 
to  suggest  that  alcoholics  who  be- 
come impotent  when  they  stop 
drinking  do  so  because  they  are  no 
longer  able  to  relieve  their  inhibi- 
tions and  guilt  feelings  with  intoxi- 
cating amounts  of  alcohol.  We  feel 
that  this  is  a much  too  simplistic 
description  of  the  mechanism  of 
this  phenomenon. 

The  vast  majority  of  our  patients 
were  married,  and  for  many  years 
had  experienced  normal  sexual  rela- 
tionships even  without  the  use  of 
alcohol.  Only  very  gradually,  after 
years  of  heavy  drinking,  did  they 
lose  the  ability  to  perform  sexually 
without  the  help  of  alcohol.  In  addi- 
tion, as  noted  above,  the  majority 
eventually  returned  to  a level  of 
sexual  activity  appropriate  to  their 
age,  even  though  they  continued  to 
remain  abstinent. 

We  believe  that  a more  likely 
explanation  for  this  phenomenon  is 
alcohol  induced  physical  damage  to 
structures  involved  in  sexual  func- 
tion. Segal  et  al  emphasize  the 
damage  produced  to  deep  brain 
structures  by  prolonged  excessive 
use  of  alcohol,  a process  they  con- 
ceive of  as  “alcoholic  diencephalo- 
pathy.They  report  decreased 
potency  and  libido  among  the  find- 


ings regularly  noted  in  their  “dien- 
cephalopathy patients.” 

Whatever  the  mechanism  may  be, 
knowledge  of  the  usual  course  of 
the  condition  has  practical  signifi- 
cance in  the  management  of  alco- 
holic patients.  Occasionally  one  will 
return  to  the  use  of  alcohol  after 
several  months  of  fruitless  attempts 
to  correct  a relative  or  absolute 
impotence.  The  patient  risks  total 
impotence  and  other  physical  con- 
sequences of  drinking  in  order  to 
temporarily  attain  potency.  Unfor- 
tunately, even  the  stimulation  of 
alcohol  eventually  fails  and  he  has 
not  only  permanent  impotence  to 
contend  with,  but  perhaps  more 
advanced  damage  to  the  liver  and 
brain  and  possibly  cardiomyopathy 
as  well. 

solutions 

Drinking  is  obviously  an  unsatis- 
factory answer  to  the  problem.  Un- 
fortunately, there  seem  to  be  no 
easy  answers.  In  those  abstinent 
cases  where  time  alone  does  not  re- 
sult in  a return  of  normal  function, 
special  measures,  including  psycho- 
therapy or  hormone  therapy  seldom 
prove  helpful.  The  patient  has 
“burned  himself  out  sexually”  with 
alcohol.  Perhaps  further  advances  in 
neuropharmacology  will  eventually 
provide  a solution  to  this  problem. 

In  the  meantime,  about  all  we 
can  suggest  is  hopeful  waiting  and  a 
genuine  effort  on  the  part  of  the 
patient’s  sex  partner  to  be  warm, 
understanding  and  generous  with 
physical  encouragement  and  stimu- 
lation. At  the  same  time,  the  patient 
should  be  re-thinking  some  of  his 
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priorities  and  attitudes  and  feelings 
about  sex. 

Popular  renditions  of  the  observa- 
tions of  Kinsey,  and  more  recently, 
Masters  and  Johnson  have  played  up 
the  idea  that  an  active  sex  life  is 
“normal”  into  the  sixties,  seventies, 
or  even  eighties.  The  fact  that  many 
people  find  themselves  “over  the 
hill”  and  pretty  well  finished  with 
sexual  ability,  if  not  desire,  in  their 
fifties  or  even  their  forties  is  seldom 
mentioned.  Nor  has  the  wide  nor- 
mal variation  in  sexual  drive  been 
sufficiently  recognized.  In  some  in- 
dividuals, little  or  no  sex  life  is  quite 
adequate.  In  others,  no  amount  of 
se.xual  activity  is  ever  adequate.  An 
inherently  low  sexual  interest,  fa- 
tigue, the  heavy  use  of  alcohol  or  an 
unenthusiastic  partner  contribute  to 
early  loss  of  potency.  Se.xual  inade- 
quacy is,  therefore,  a highly  individ- 
ual and  subjective  evaluation. 

Promotion  of  the  importance  of 
an  active  and  prolonged  se.x  life  is  a 
disservice  to  those  unable  to  attain 
this  image.  Many  people  are  thereby 
made  to  feel  inadequate  and  infe- 
rior. The  fragile  male  ego  suffers  a 
severe  blow  and  the  physician  is 
called  upon  to  restore  sexual  vigor. 
Unfortunately,  the  treatment  of  im- 
potency  is  often  ineffective.  Even 
the  highly  motivated  and  carefully 
selected  patients  treated  by  Masters 
and  Johnson  with  the  best  therapy 
now  available  for  secondary  impo- 
tency  failed  to  achieve  potency  in 
31  percent  of  their  cases.'  When  it 
becomes  apparent  that  potency  is 
not  being  restored,  the  more  impor- 
tant task  of  the  physician  may. 


therefore,  be  to  help  the  patient 
make  a wholesome  adjustment  to  an 
event  that  need  not  be  the  end  of 
the  world  but  the  beginning  of  a 
new  and  more  appropriate  set  of 
values. 

Fortunately  for  men,  most  wom- 
en can  adjust  to  the  sexual  facts  of 
life.  If  the  impotent  male  alcoholic 
can  be  made  to  understand  that  he 
can  usually  make  his  wife  happier 
with  sobriety,  loving  affection  and 
tenderness  than  with  sex,  much  of 
his  guilt  and  temptation  to  drink 
will  disappear.  Most  wives  of  alco- 
holics, if  given  a choice  between  sex 
and  their  husband’s  sobriety,  would 
much  prefer  the  sobriety. 

The  wife  of  an  impotent  alcohol- 
ic should  be  careful  not  to  misinter- 
pret her  husband’s  sexual  inability 
as  a lack  of  love  for  her  or  an 
imagined  interest  in  another  woman. 
This  can  only  compound  his  sense 
of  failure  when  he  needs  all  the 
warmth  and  reassurance  he  can  get 
to  bolster  his  sobriety. 

The  impotent  husband  may  avoid 
touching  or  showing  affection,  for 
fear  of  initiating  sexual  feelings 
that  cannot  be  consummated,  even 
though  this  is  not  expected.  A rift 
often  develops  because  of  unjusti- 
fied feelings  of  rejection,  resentment, 
or  hurt  pride,  based  on  a completely 
unnecessary  misunderstanding.  The 
physician  has  an  excellent  oppor- 
tunity to  help  the  couple  confused 
by  current  misconceptions  regarding 
sexual  inadequacy.  He  can  redirect 
their  priorities  from  the  earlier  em- 
phasis on  the  physical  aspects  of 
sexual  attraction  to  a deeper  and 


more  abiding  relationship  based  on 
mutual  respect,  concern,  and  affec- 
tion for  one  another. 

For  some  reason,  as  yet  unex- 
plained, our  women  alcoholic  pa- 
tients seldom  complain  of  sexual 
inadequacy  attributable  or  associ- 
ated with  prolonged  excessive  drink- 
ing. Perhaps  the  fact  that  woman 
does  not  have  to  achieve  an  erection 
to  have  sexual  intercourse  gives  her 
a psychological  and  physical  advan- 
tage not  granted  the  male  alcoholic. 

summary 

Long  continued  heavy  use  of 
alcohol  may  lead  to  sexual  im- 
potency.  Failure  of  androgenic 
hormone  replacement  therapy  to 
relieve  this  condition  seem  to  rule 
out  glandular  deficiency  as  a major 
factor. 

Once  a heavy  drinker  notices  the 
first  symptoms  of  sexual  inadequacy 
he  would  be  well  advised  to  abstain 
from  further  use  of  alcohol.  Even 
though  alcohol  may  temporarily 
stimulate  sexual  ability,  in  the  long 
run  it  can  only  undermine  potency. 
Therefore,  the  alcoholic  patient 
must  forego  this  temporary  alcohol 
stimulation  if  he  is  to  avoid  a 
permanent  loss  of  potency. 

It  is  also  very  important  for  the 
alcoholic  to  learn  to  dissociate  sex 
from  drinking.  If  impotency  should 
persist  after  sobriety  is  attained,  the 
patient  can  usually  make  a reason- 
ably satisfactory  adjustment  to  this 
by  reordering  his  life’s  priorities. 

1 200 1 Ambauni  Boulevard,  S.  W. 

(98146) 
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Do  Therapeutic  Drugs  Interfere 
with  Laboratory  Tests? 

JAMES  R.  TAVIS,  R.Ph.,  and 
JAMES  EDWARD  PARSONS,  R.Ph.,  Seattle,  Washington 

Literature  reports  of  alleged  drug  interference,  resulting  in  false-positive  urinary  glucose 
determinations  with  Benedict's  reagent,  have  not  indicated  the  dosages  required  to  produce 
the  interference.  Cited  references  indicate  that  massive  doses  are  often  required  before 
interference  is  noted.  The  authors  conducted  a two-month  clinical  study  of  37  in-patients 
taking  10  drugs  which  have  been  reported  to  result  in  a false-positive  test.  All  drugs  were 
taken  in  dosages  within  the  range  of  standard  therapeutic  regimen.  Eleven  hundred  tests 
were  performed  using  both  copper  reduction  (Clinitest)  and  glucose  exidase  (TesTape). 
Each  patient  served  as  his  own  control.  In  only  one  instance  was  a false-positive  reaction 
noted.  Authors  conclude  reports  of  drug  interference  should  he  clinically  evaluated  if  they 
are  to  be  of  practical  use. 


A 

XX  false  laboratory  report  may  lead 
to  fruitless  changes  in  treatment, 
investigation  for  disease  that  does 
not  exist,  and  needless  worry  by  the 
patient.  If  due  to  therapeutic  drugs, 
as  reported  in  numerous  published 
articles,  physicians  ought  to  know 
what  to  expect. 

We  were  interested  in  including 
this  information  in  our  Drug  Inform- 
ation Service  for  nurses  and  physi- 
cians. We  were  hampered,  some- 
what, since  many  references  do  not 
indicate  the  quantity  of  drug  re- 
quired to  produce  a test  modifica- 
tion or  the  extent  of  such  modifica- 
tion should  it  occur,  and  without 
such  information  we  would  not  be 
offering  physicians  the  practical  help 
they  might  need. 

We  use  fairly  recent  compilations 
such  as  those  included  in  Laboratory 
Tests  in  Common  Use,  Drug  Induced 
Modifications  of  Laboratory  Values 
and  Effects  of  Medications  and 
Other  Substances  on  Test  Results.^~^ 
These  sources  all  list  references, 
which  we  reviewed. 

We  were  surprised  to  learn  that 
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in  some  instances  only  a single  ex- 
ample of  the  modification  had  been 
reported,  often  as  the  result  of  an 
overdosage.  Other  reports  referred 
only  to  animal  experiments.  One 
reference  merely  hypothesized  and 
offered  no  experimental  evidence  of 
any  kind. 

Urinary  glucose  determinations 
at  our  hospital,  as  in  most,  are  per- 
formed by  non-professional  nursing 
personnel.  Our  hospital  uses  a com- 
mon copper  reducing  agent  test.^ 
Hiking  and  Kabat  list  45  drugs  or 
substances  which,  in  the  urine,  are 
said  to  give  elevated  or  false-positive 
results  using  the  copper  reducing 
method.^  The  same  authors  list 
only  three  substances  giving  false 
results  when  the  oxidase  enzyme 
method  of  determination  is  used.® 

Our  clinical  study  was  conducted 
with  the  cooperation  of  the  nursing 
service  in  Ballard  Community  Hos- 
pital, Seattle.  Basically  it  required 
nursing  personnel  to  perform  the 
regular  copper  reducing  urine  test 
and  the  oxidase  enzyme  test.  They 
entered  the  results  on  a special 
record  sheet  and  recorded  the  result 
of  the  copper  reducing  test  on  the 
patient’s  chart,  as  usual. 

In  both  tests  we  followed  the 
instructions  of  the  manufacturers, 
except  that  in  the  case  of  the  oxi- 
dase enzyme  test  we  altered  the 
scale  of  the  manufacturer  so  that  it 


corresponded  to  the  scale  of  the 
manufacturer  of  the  copper  reduc- 
ing agent  test.  This  procedure  was 
followed  for  a period  of  sixty  days 
on  two  medical  wards. 

During  the  60-day  period  of  this 
evaluation,  urinary  glucose  deter- 
minations were  ordered  for  37  dif- 
ferent patients.  They  spent  a total 
of  43 1 days  in  the  hospital  and  1100 
urinary  glucose  determinations  were 
made.  Seventy-four  different  medi- 
cations were  administered.  Of  the 
37  patients,  23  received  one  or  more 
of  the  45  drugs  and  substances  listed 
in  the  Elking-Kabat  study.  They 
were: 


Tetracycline 
Salicylates 
Chloral  Hydrate 
Thiazides 
Ethacrynic  Acid 


Gluconates 
Sulfonamides 
Ascorbic  Acid 
Indomethacin 
Cephalothin 


Of  the  23  patients,  seven  received 
three  of  the  drugs  concurrently  dur- 
ing their  hospital  stay.  In  all  cases, 
the  dosage  regimens  were  within 
average  therapeutic  ranges  for  hospi- 
talized patients. 

We  noted  some  discrepancies  in 
comparing  raw  results.  In  a small 
number  of  instances  the  copper  re- 
ducing method  was  positive  and  the 
oxidase  enzyme  method  negative 
even  though  no  suspected  drugs 
were  being  administered.  In  a few 
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other  cases  the  oxidase  enzyme 
method  was  positive  and  the  copper 
reducing  method  negative.  This  un- 
explained discrepancy  is  confirmed 
by  other  workers.^ 

Our  final  compilation  resulted  in 
a total  of  23  patients  who  were 
administered  drugs  presumed  to  re- 
sult in  false-positive  copper  reducing 
reactions.  For  each  of  these  patients 
an  average  of  ten  urine  examinations 
were  made  during  a period  when  we 
determined  there  would  be  signifi- 
cant urine  levels  of  the  suspected 
drugs. 


Of  these  230  urine  tests  only 
three  tests  of  one  patient’s  urine 
could  be  interpreted  as  having  given 
a false-positive  reaction  to  the  cop- 
per reduction  test.  The  patient 
whose  urine  was  positive  had  re- 
ceived cephaloridine  500  mg  intra- 
muscularly four  times  daily  on  the 
day  of  admission.^  Three  glucose 
determinations,  made  at  a time  when 
one  could  expect  the  presence  of  the 
drug  in  the  urine,  resulted  in  trace 
showings  of  glucose.  The  oxidase 
enzyme  method  indicated  negative. 


conclusions 

Reports  of  drug  interference  in 
laboratory  tests  can  only  be  mean- 
ingful if  some  indication  of  drug 
dosage  and  degree  of  interference  is 
given. 

When  the  drugs  tested  in  this 
evaluation  are  given  in  normal  thera- 
peutic dosages,  interference  with 
urinary  glucose  determination  is 
probably  clinically  insignificant. 

5409  Barnes  A venue  N.  W. 

(98107) 
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A Productive  Form  of  Self-Education 

Emphasis  upon  attendance  at  programs  for  continuing  education  contains  the  fallacy  of 
the  inability  to  document  what  is  probably  the  most  productive  form  of  self-education  — 
reading  in  the  quiet  of  one’s  library.  Samuel  Johnson  commented  in  1781  that  “Lectures 
were  once  useful;  but  now,  when  all  can  read,  and  books  are  numerous,  lectures  are  unnec- 
essary. ” The  printed  word  has  the  positive  advantage  of  recall  and  has  as  yet  not  been  sur- 
passed as  a tool  for  self-education. 

R.  H.  Kampmeier,  in  the  Federation  Bulletin,  May  1972. 
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250  mg. 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


1972  THE  UPJOHN  COMPANY  JA72-2141-6 
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2164  5.  VF.  Park  Place,  Portland,  Oregon  97205 
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PRESIDENT  SECRETARY-TREASURER 
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Psychiatrist  Appointed  Director  of  New  Hospital 


DANIEL  V.  VOISS,  M.D. 


Daniel  V.  Voiss,  Portland  psychiatrist,  has  been 
appointed  medical  director  of  Cedar  Hills  Hospital, 
Portland.  The  new  hospital  opened  June  5,  and 


will  be  utilized  exclusively  for  psychiatric  care.  Dr. 
Voiss  began  duties  at  the  64-bed,  $650,000  facility 
immediately. 

Dr.  Voiss  is  a graduate  of  the  University  of  Oregon 
Medical  School  and  a diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology.  He  served  as 
director  of  the  Delauny  Institute  of  Mental  Health  in 
Portland  from  1965  to  1969,  when  he  entered  full- 
time private  practice.  Dr.  Voiss  is  an  active  member  of 
the  Oregon  Medical  Association,  the  American  Psychi- 
atric Association,  and  the  American  Group  Therapy 
Association. 

Robert  B.  Forman  has  been  selected  as  the  new 
hospital’s  first  chief  of  staff.  Cedar  Hills  administra- 
tor, Mr.  Roy  Baker,  will  operate  the  hospital  autono- 
mously, but  it  is  a subsidiary  of  Community  Psychi- 
atric Centers,  Inc.,  San  Francisco,  and  the  newest  of 
ten  similar  facilities  on  the  west  coast. 


Excellence  in  Teaching  Recognized  by  Students 


ROBERT  MEECHAN,  M.D. 


PAUL  BURGNER,  M.D. 


CURTIS  HOLZANG,  M.D. 


For  the  fifth  time,  Robert  Meechan,  professor  of 
pediatrics  at  the  University  of  Oregon  Medical  School, 
has  received  the  Allan  J.  Hill  Award  for  Teaching 


Excellence  from  members  of  the  school’s  graduating 
class. 

The  award  is  given  annual^  to  those  judged  by 
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senior  medical  students  to  be  the  institution’s  finest 
full-time  teachers.  This  year,  in  addition  to  Dr. 
Meechan,  the  award  also  was  presented  to  Michael  J. 
Miller,  associate  professor  of  pediatrics,  making  him  a 
two-time  winner,  and  to  Richard  T.  Gourley,  affiliate 
in  pathology. 

Sharing  the  Oliver  M.  Nisbet  Teaching  Award  this 
year  for  outstanding  teaching  by  a volunteer  faculty 
member  are  three-time  winner  Paul  Burgner,  clinical 
professor  of  medicine,  and  Joel  Seres,  clinical  instruc- 
tor in  neurosurgery,  who  also  received  it  last  year. 

For  the  third  successive  year  the  David  W.  E.  Baird 
Award,  recognizing  teaching  excellence  in  a junior 
faculty  member  of  less  than  five  years’ tenure,  was 
given  to  Curtis  Holzgang,  assistant  professor  of  medi- 
cine. Martin  Pernoll,  head  of  the  division  of  perinatal 
medicine,  and  Frances  Judy  Storrs,  assistant  professor 
of  dermatology,  who  was  a recipient  last  year,  also 
shared  the  award. 


DR.  JAMES  J.  NUGENT,  64,  Ashland,  Oregon,  died  Jan- 
uary 25,  1972.  He  was  born  in  Miles  City,  Montana, 
and  was  a 1934  graduate  of  St.  Louis  University 
School  of  Medicine.  His  specialty  was  urology.  Death 
was  due  to  astrocytoma  of  the  left  temporal  lobe. 

DR.  ARTHUR  E.  JOHNSTONE,  66,  Albany,  Oregon,  died 
February  6,  1972.  Left  ventricular  failure  secondary 
to  ischemia  was  the  cause  of  death.  He  was  born  in 
Illinois,  and  received  his  degree  in  1933  at  the  Univer- 
sity of  Oregon  Medical  School.  He  was  a general 
practitioner. 

DR.  PAUL  H.  STARR,  6i, Portland,  Oregon,  died  Febru- 
ary 7,  1972.  He  was  an  anesthesiologist  in  recent 
years,  but  had  been  a general  practitioner  in  Clatskanie, 
Oregon,  from  1936  to  1949.  He  was  born  in  Falls 
City,  Oregon,  and  was  a 1935  graduate  of  the  Univer- 
sity of  Oregon  Medical  School. 


Proceedings  of  OMA  Board  of  Trustees 


The  regular  monthly  meeting  of  the  OMA  Board  of 
Trustees  was  held  May  13.  Following  is  a short  sum- 
mary of  reports  given  and  action  taken: 
secretary-treasurer’s  report 

D.  F.  Kelly,  Secretary-Treasurer,  submitted  the  fi- 
nancial report,  ending  April  30,  1972.  He  announced 
that  72  new  AMA  members  have  joined  since  the  last 
meeting,  bringing  the  total  AMA  membership  for  1972 
to  1,921,  which  is  80  short  of  the  2,001  to  maintain 
the  third  delegate  position  to  the  AMA.  Dr.  Kelly  fur- 
ther reported  on  his  attempts  to  obtain  a reduction  in 
the  headquarters’  property  tax  assessment,  noting  that 
the  property  tax  assessment  for  the  current  year  was 
scheduled  on  $150,000  evaluation. 
report  of  the  Executive  Committee 

President  Tanaka  presented  the  report  of  the  Exec- 
utive Committee  which  met  earlier  in  the  day.  Among 
others,  the  report  contained  the  following  recommen- 
dations: 

That  subject  to  a legal  counsel  review,  the  Board  ap- 
prove creation  of  an  OMA  Insurance  Trust  for  the  OMA 
endorsed  life  insurance  program;  the  appointment  of  J. 
Frank  Stupfel,  Lawrence  M.  Lowell,  and  Mr.  Robert  L. 
Dernedde  as  trustees  of  the  Trust;  and  the  appointment  of 
the  American  Planning  Agency,  Inc.,  as  administrators  of 
the  Insurance  Trust. 

That  the  OMA  contribute  $50  from  the  contingency 
fund  to  assist  in  underwriting  the  expenses  of  a Conference 
on  National  Health  Insurance,  UOMS,  sponsored  by  the 
Student  Interdisciplinary  CouncD. 

That  the  Board  formally  endorse  the  introduction  of 
an  additional  resolution  to  the  Annual  Meeting  of  the 
AMA  House  of  Delegates,  relating  to  the  method  of  medi- 
cal insurance  carrier  notification  to  patients  of  fee  and 
claim  denials,  reductions  and  rejections,  the  resolve  subject 
to  edification  by  the  National  Policy  Committee. 

The  Executive  Committee  also  took  action  on  the 
following  items  which  did  not  require  action  by  the 
Board: 

That  a joint  meeting  of  the  Executive  Committee  and 
the  Board  of  Medical  Examiners  be  scheduled  to  consider 
resolutions  31  and  32  relating  to  frequency  of  meetings  of 


the  State  Board  of  Medical  Examiners  and  the  elimination 
of  personal  interviews  by  applicants  for  medical  licensure, 
as  referred  to  the  Committee  by  the  House  of  Delegates. 

That  the  membership  be  advised  of  considerations  by 
the  Annual  Session  and  Executive  Committees  to  resolu- 
tions referred  to  them  by  the  House  of  Delegates  which 
relate  to  changing  the  OMA  Annual  Meeting  to  the  Spring 
of  the  year: 

1.  That  only  the  Association’s  business  functions  be 
moved  to  the  spring  of  the  year,  and  that  the  scientific 
portion  continue  to  be  held  in  the  fall  of  the  year. 

2.  That  the  House  of  Delegates  not  be  separated  from 
the  scientific  portion. 

3.  That  no  change  in  scheduling  be  made  until  after 
the  OMA’s  100th  Annual  Session  in  1974. 

Directed  the  National  Policy  Committee  to  undertake 
a formal  review  of  H.R. 14140  (Congressman  Ullman’s 
National  Health  Insurance  bill)  and  develop  appropriate 
comments  and  recommendations  for  submission  to  Mr. 
Ullman. 

Authorized  the  President  to  solicit  from  selected  mem- 
bers of  the  Association  essay  contributions  to  the  Medical 
History  Committee  for  inclusion  in  the  book  to  be  pub- 
lished in  recognition  of  OMA’s  100th  Anniversary  in  1974. 

Noted  correspondence  from  D.  E.  Domke,  M.D.,  relat- 
ing to  an  Attorney  General’s  opinion  requiring  State  Pub- 
lic Welfare  Division  to  permit  public  inspection  of  financial 
records  relating  to  medical  providers. 

report  of  trustees  and  component  societies 

J.  W.  Bussman  reported  that  the  Multnomah  Foun- 
dation for  Medical  Care  had  received  $200,000  for 
Phase  II  of  its  EMCRO  grant  application. 

F.  P.  Girod  (6th  District)  reported  that  the  Woman’s 
Auxiliary  has  been  very  successful  in  the  Lebanon 
Schools  wherein  a health  career  course  with  lectures 
and  lab  is  conducted.  He  said  students  work  in  the 
hospital  and  learn  first  hand  of  the  various  health 
career  opportunities. 

C.  M.  Lindsay  (8th  District)  stated  he  had  reported 
on  the  action  of  the  midyear  meeting  of  the  House 
of  Delegates  to  his  Society  and  the  reactions  were 
favorable.  He  said  the  Southwestern  County  Medical 

continued  on  page  567 
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DBl®  ptaenfomiin  HCI 
tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be  ijij 
Precautions:  1.  Starvation  Ketosis:  This  nit 
differentiated  from  “insulin  lack”  ketosis  I 
characterized  by  ketonuria  which,  in  spite  i ; 
tively  normal  blood  and  urine  sugar,  may  ;i 
from  excessive  phenformin  therapy,  exce;l( 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower 
formin  dosage,  or  supply  carbohydrates  t 
alleviate  this  state.  Do  not  give  insulin  wii  u 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recon-|i 


Why  go  to  the  islet 


Let’s  say  you’ve  decided  that  diet  alone  won’t 
work  in  your  adult-onset,  nonketotic  diabetic. 

You’re  considering  oral  therapy  for  a new 
patient.  DBI-TD  or  a sulfonylurea.  Which? 


Both  lower  blood  sugar.  But  here’s  why  E 1- 
which  is  not  a sulfonylurea,  m 1 
important  to  the  dieting  diabe :. 

• Sulfonylureas  promote  release  of  insulin 


• Insulin  is  lipogenic  and  helps  transport  pc 
into  adipose  tissue. 


• Overweight  patients  frequently  have  nor  t 

or  high  levels  of  endogenous 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  s 
the  pancreas. 

Usual  dosage:  one  50-mg.  ca  ui 
with  breakfast  may  be  effecti’.c 
second  capsule  may  be  given  it! 
the  evening  meal. 


DBI-TD*  Geijj 

phenformin  HCI 


iihe  presence  of  azotemia  or  in  any  clinical 
sation  that  predisposes  to  sustained  hypoten- 
si  that  could  lead  to  lactic  acidosis.  To 
cerentiate  lactic  acidosis  from  ketoacidosis, 
f iodic  determinations  of  ketones  in  the  blood 
8 urine  should  be  made  in  diabetics  previously 
s)ilized  on  phenformin,  or  phenformin  and 
i ilin,  who  have  become  unstable.  If  electrolyte 
ivalance  is  suspected,  periodic  determinations 
s.uld  also  be  made  of  electrolytes,  pH,  and  the 
1 ate-pyruvate  ratio.  The  drug  should  be  with- 
c wn  and  insulin,  when  required,  and  other 
{jrective  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


of  Langerhans  ? 

1 SOOfi  XXX)/u 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.O  No.  1 No.  2 

Phenobarbital  8 mg.  15  mg.  30  mg. 

(Warning:  Miy  b«  habit  forming)  /f, 

Belladonna  Extract  8 mg.  8 mg.  »m'g. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  hab<l  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  ( Modified  Formula)  | 

Each  tablet  contains:  I 

Amobarbital  50  r. 


.•'g  May  be  hab  f (or'”i''g>  | 

Homatropine  Methylbromide  7.5  r , 

(Ty-Med“  is  the  Lemmon  brand  of  tim  • 
release  medication)  | 

Dosage:  One  TV-Med  tablet  morning  a i n 
night.  Use  Belap  Ty-Med  Tablets  whene’,*  i 
timed-release  m^ication  is  desired  forsmoi , < 
prolonged  anticholinergic  and  sedative  acti< ; 
Supplied:  Bottles  of  100  and  10(X)  tabl  !• 


Contraindications:  Contraindicated  in  glaucoir. 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 
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Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Trademark 


-CAN  STOP 

POIASSIUM  DEPLETION 
BEFORE  rrSIARTS 

-WITH  NO  SACRIHCE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

* Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome, 
late  pregnancy;  also  steroid-induced  and  idiopathic  edema, 
and  edema  resistant  to  other  diuretic  therapy.  ‘Dyazide’ 
is  also  indicated  in  the  treatment  of  mild  to  moderate 
hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfimction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years,  in  12%  of 
patients  over  60  years,  and  in  less  than  8%  of  patients 
overall.  Rarely,  cases  have  been  associated  with  cardiac 
irregularities.  Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  certain  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly 
with  ‘Dyazide’,  check  serum  potassium  frequently —they 
can  both  cause  potassium  retention  and  sometimes  hyper- 
kalemia. Two  deaths  have  been  reported  in  patients  on 
such  combined  therapy  (in  one,  recommended  dosage  was 
exceeded;  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  sk&f  ).  Rarely, 


leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  postsympathectomy  patients.  The 
following  may  occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered),  digitalis 
intoxication  (in  hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive  agents 
may  result  in  an  additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  conditions; 
nausea  and  vomiting  (may  indicate  electrolyte  imbalance), 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 
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DAVID  C.  HALL,  M.D. 
1875-1972 


DR.  DAVID  C.  HALL,  Seatr/e,  died  May  2 7,  1972, 
at  the  age  of  97.  Having  outlived  his  conteynporaries, 
there  may  be  only  a few  who  remember  him,  but 
those  who  knew  him  can  never  forget  the  vigor  with 
which  he  pursued  the  course  he  considered  best  for 
Washington  State  .Medical  Association  and  the  Univer- 
sity of  Washington.  He  was  dedicated  to  the  advance- 
ment of  both.  Long  before  anyone  used  the  term 
continuing  medical  education,  Dave  Hall  was  provid- 
ing  it  for  members  of  the  Association.  He  may  have 
had  others  on  a committee  — it’s  too  long  ago  to 
remember  the  details  — but  everyone  then  knew  that 
Dr.  Hall  was  really  a very  capable  committee  of  one. 
The  late  K.  K.  Sherwood  recounted  Dr.  Hall’s  contri- 
bution to  medical  education  in  a letter  published  in 
this  journal,  September  1971.  The  names  of  guest 
speakers  he  listed  as  having  been  invited  to  lecture  in 
Seattle  includes  most  of  the  prominent  physicians  of 
the  first  half  of  the  Twentieth  Century.  Dr.  Hall  con- 
ducted the  educational  sessions  from  1916  to  1941. 

.As  Director  of  Student  Health  at  the  University,  he 
was  no  swivel-chair  physician  but,  with  characteristic 
vigor,  established  programs  that  helped  individual 
students  and  protected  the  student  body.  He  con- 
ducted a case-finding  project  that  picked  up  a number 


of  cases  of  active  tuberculosis  among  entering  stu- 
dents, and  during  one  period  did  an  extensive  study 
of  thyroid  function  of  students.  A much-deserved 
honor  was  accorded  by  the  University  Regents  when, 
in  1936,  they  named  the  student  health  center  the 
David  C.  Hall  Health  Center  of  the  University  of 
Washington. 

Although  a Canadian  by  birth,  he  did  not  lack  con- 
cern for  the  affairs  of  the  United  States.  He  served 
with  an  infantry  unit  in  the  Spanisb-American  War, 
and  in  World  War  1 he  commanded  an  ambulance 
organization  of  students  he  had  recruited.  .More  than 
a hundred  students  volunteered  to  go  with  him.  A sig- 
nal honor  for  bis  war  service  was  given  by  the  Italian 
Government  when  he  was  awarded  the  Italian  War 
Cross  and  was  made  a cavalier  of  the  Ancient  Order  of 
St.  .Maurizio  and  Lazaro.  He  was  a colonel  at  the 
time  of  retirement  froyn  the  Army. 

Dr.  Hall  was  born  in  Sherbrooke,  Quebec,  in  1875 
and  received  bis  medical  degree  from  Rush  Medical 
College  in  1907.  He  was  licensed  in  Washington  in 
1909.  At  Brown  University,  where  he  obtained  his 
baccalaureate  degree,  he  was  a distinguished  athlete 
and  captain  of  the  track  team.  He  won  more  than  a 
hundred  trophies  during  his  collegiate  career,  and  par- 
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ticipated  in  the  Olympic  Games  at  Paris  in  1900.  He 
graduated  from  Brown  in  1901.  He  came  to  Seattle 
to  become  health  officer  and  professor  of  hygiene  at 
the  University.  He  was  soon  active  in  medical  organi- 
zations and  was  president  of  King  County  Medical 
Society  in  1929.  He  became  director  of  student 
health  services  at  the  University  upon  return  from 
duty  in  WWl.  He  was  also  head  of  the  physical  educa- 
tion department  and  assisted  in  coaching  the  track 
team. 

Dr.  Hall  retired  in  1947,  but  never  lost  interest  in 
his  medical  organizations.  The  American  Medical  As- 
sociation Directory  of  1969  lists  him  as  an  active  AMA 
member.  That  is  indicative  of  the  pride  and  the  dedica- 
tion that  were  so  characteristic  of  Dave  Hall  through- 
out bis  long,  active,  productive  life. 

H.  L.  H. 

DR.  DAVID  METHENY,  75,  Seattle,  Washington,  died 
February  17,  1972.  Death,  due  to  occlusive  coronary 
arteriosclerosis,  occurred  in  Eugene,  Oregon,  as  Dr. 
Metheny  was  en  route  to  a Pacific  Coast  Surgical  Soci- 
ety meeting  in  San  Diego.  He  was  born  in  Edinburgh, 
Scotland,  and  grew  up  in  Philadelphia.  He  received 
his  medical  degree  in  1923  at  Jefferson  Medical  Col- 
lege of  Philadelphia  and  conducted  a private  practice 
in  general  surgery  in  Seattle  from  1930  until  1965, 
when  he  retired.  He  served  as  president  of  King 


County  Medical  Society  in  1951  and  as  president  of 
the  State  chapter  of  the  American  College  of  Surgeons 
in  1955.  Dr.  Metheny  was  one  of  ten  incorporators  of 
the  King  County  Central  Blood  Bank. 

DR.  BRUCE  N.  BRYDGES,  56,  Port  Townsend,  Washing- 
ton, died  January  17,  1972.  Cause  of  death  was  myo- 
cardial infarction.  He  was  born  in  Seattle,  and  received 
his  medical  degree  in  1944  at  St.  Louis  University 
School  of  Medicine.  He  was  a general  practitioner  and 
anesthesiologist. 

DR.  FLOYD  M.  BURG,  58,  Seattle,  Washington,  died 
February  5,  1972.  He  was  a native  of  Butte,  Montana, 
and  graduated  in  1941  from  St.  Louis  University 
School  of  Medicine.  He  bad  practiced  internal  medi- 
cine in  Seattle  since  1 944. 

DR.  PAUL  S.  HAGEMEN,  83,  Spokane,  Washington,  died 
February  9,  1972.  He  was  a general  practitioner  and 
surgeon,  and  bad  practiced  in  Spokane  from  1919 
until  his  retirement  in  1966.  He  was  born  in  Kansas, 
and  received  bis  medical  degree  in  1913  at  the  Univer- 
sity of  Illinois  College  of  Medicine. 

DR.  CARL  E.  MUDGE,  JR.,  ^7 , Seattle,  Washington,  died 
February  14,  1972,  of  a self-inflicted  gunshot  wound. 
He  was  a native  of  Wichita,  Kansas,  and  a graduate  of 
Reed  College  and  the  University  of  Oregon  Medical 
School,  where  he  received  his  degree  in  1952.  He  was 
a general  practitioner. 


Physicians  Should  Guide  Training  of  Emergency  Medical  Technicians 

LOTHAR  H.  PINKERS,  M.D.,  Bellevue,  Washington 


Teaching  of  Emergency  Medical  Technicians  goes 
far  beyond  the  teaching  of  basic  or  advanced  first  aid. 
The  prime  difference  between  tbe  Emergency  .Medical 
Technician  and  the  so-called  “advanced  first  aider”  is 
the  demonstrated  ability  of  the  Emergency  Medical 
Technician  to  make  valid  judgments,  in  the  field,  on 
the  basis  of  physiologic  observations.  The  teaching 
concepts  for  the  development  and  the  proper  evalua- 
tion of  information  with  which  to  make  these  judg- 
ments is  a medical  matter.  This  is  the  interface  be- 
tween the  lay  person  and  the  professional  medical 
worker. 

Here  the  basic  presentation  of  physiology,  anat- 
omy, disease  processes  and  techniques  is  considered 
to  be  a medical  matter  and  presented  by  physicians. 
These  physicians  are  augmented  by  lay,  that  is  non- 
medical instructors.  They  bring  with  them  a fund  of 
information  about  practical  matters  and  a thirst  for 
knowledge  that  stimulates  the  Emergency  Medical 
Technician  student.  It  is  my  opinion  that  the  develop- 


ment of  judgment  depends  upon  the  interchange  of 
ideas  between  physicians  and  students. 

The  paramedical  technician  cannot  teach  any  more 
than  that  which  he  has  learned  the  first  time.  In  teach- 
ing serial  courses,  the  physician  finds  that  he  is  con- 
tinuously stimulated  by  the  questions  the  students 
ask.  No  two  classes  ask  the  same  questions  in  the  same 
fashion.  Consequently,  there  is  always  new  material. 
New  questions  are  brought  to  the  fore.  However,  if 
one  has  only  learned  the  material  through  one  expo- 
sure, or  perhaps  several  for  that  matter,  but  does  not 
have  the  broad  basis  of  medical  knowledge  that  is 
encompassed  in  the  six  to  twelve  years  of  physician 
training,  then  the  ability  to  answer  the  breadth  of 
questions,  to  meet  the  changes  in  knowledge,  to  meet 
the  varying  conditions  of  different  class  structures, 
cannot  exist.  What  happens,  in  short,  is  the  experience 
that  has  already  been  demonstrated  in  the  past  by  the 
“first  aid  courses”  that  are  taught  only  by  lay  instruc- 

continued  on  page  538 
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! . .in  the  presence  of  spasm  or  hypermotility, 

I gas  distension  and  discomfort,  KINESED’' 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
I D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


pring  peeper  (tree  frog,  Hyla  crucifer): 
nis  small  amphibian  can  expand 
.s  throat  membrane  with  air  until  it  is 
•vice  the  size  of  its  head. 
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tors.  That  is,  by  the  time  there  is  the  third  passage 
from  instructor  to  student,  who  then  becomes  instruc- 
tor and  passes  it  on  to  the  next  student,  the  material 
becomes  structured,  rigid,  and  unyielding.  There  is  no 
place  for  difference  of  opinion  in  that  method  of 
teaching.  There  is  no  way  for  new  ideas  to  be  dis- 
cussed because  the  instructor  himself  has  no  way  to 
enlarge  the  basis  for  answering  questions.  To  repeat, 
the  development  of  judgment  in  emergencies  is  a med- 
ical matter  and  cannot  eliminate  the  influence  of  those 
practicing  physicians  who  possess  knowledge  in  the 
field  of  emergency  medical  care. 

Much  has  been  said  about  deficiencies  in  the  De- 
partment of  Transportation  class  outlines.  One  cannot 
argue  this.  They  are  more  sketchy  than  I would  prefer. 
On  the  other  hand,  they  are  just  lecture  notes  from 
which  a physician  can  develop  a teaching  program. 
There  will  be  differences  in  course  offerings  depending 
upon  the  physician  because  there  are  differences  in  the 
physicians  themselves.  Yet,  because  the  material  that 
is  generally  covered  is  identical,  the  approaches  to  the 
problems  will  be  highly  similar.  The  remaining  differ- 
ence in  approach,  in  true  medical  terms  is  insignifi- 
cant and  actually  forms  the  basis  of  stimulation  and 
further  training. 

Again,  much  has  been  said  about  the  location  of 
training  for  the  student.  It  obviously  would  be  most 
desirable  to  bring  training  to  the  student  at  his  own 
home  base.  There  are  logistic  factors  in  the  production 
of  an  Emergency  Medical  Technician  course  that  1 feel 
are  overriding  issues  and  prevent,  realistically,  the 
bringing  of  the  training  to  the  student.  Therefore,  the 
student  must  come  to  the  training.  To  train  the  Emer- 
gency Medical  Technician  properly  requires  a fairly 
large  supply  of  teaching  aids  and  disposable  materials. 
It  has  been  necessary  to  share  supplies  between  train- 
ing agencies  even  though  this  is  a source  of  great  frus- 
tration. I also  recognize  that  there  is  not  a large 
number  of  physicians  in  any  county  area  who  have 
interest  or  who  are  dedicated  to  the  teaching  of  Emer- 
gency Medical  Technicians.  Similarly,  there  is  not  a 
large  number  of  adequate  lay  personnel  who  can  aug- 
ment these  physicians’  efforts.  It  is  necessary  to  con- 
gregate available  personnel  with  available  supplies  in 
more  or  less  central  areas  to  serve  a larger  number  of 
persons  in  a county  in  the  most  expeditious  way.  I 
have  found  that  there  is  a thirst  for  knowledge  on  the 
part  of  those  who  work  in  the  field  of  emergency 
medical  care.  I have  found  that  they  will  go  even  to 
some  unreasonable  lengths  to  get  this  training.  I feel 
that  it  is  the  responsibility  of  community  service 
agencies  such  as  the  community  colleges  to  make  the 
training  available  in  discrete  geographical  areas  of  the 
county  or  of  the  state. 

Lastly,  there  has  been  much  discussion  about  the 
value  and  need  for  so-called  teacher  training  courses 
prior  to  the  use  of  lay  personnel  in  the  teaching  of 
Emergency  Medical  Technicians.  I am  afraid  that 


once  again  too  much  lip  service  has  been  given  the 
educational  processes,  and  sight  has  been  lost  of  the 
basic  goal  of  teaching  for  Emergency  Medical  Tech- 
nicians well  enough  to  serve  the  public  adequately. 
To  do  this  we  must  draw  upon  manpower  from  all 
walks  of  life.  There  is,  however,  a fund  of  information 
and  skill  available  in  these  many  agencies,  all  of  which 
can  make  serious  contributions  to  the  teaching  of 
Emergency  Medical  Technicians.  I catagorically  reject 
the  assumption  that  because  a person  has  not  had  a 
formal  course  in  teaching  skills,  he  is  not  a competent 
teacher.  It  is  important  to  keep  in  mind  that  the 
teacher  training  courses  only  demonstrate  useful  tech- 
niques in  addressing  information  to  the  student.  A 
teacher  training  course  cannot  make  a competent 
teacher  out  of  someone  who  simply  does  not  possess 
the  breadth  of  knowledge  from  which  to  draw  when 
he  prepares  lesson  materials.  It  is  important  to  select 
articulate  knowledgeable  lay  personnel.  No  course 
should  retain  an  instructor  who  proves  himself  incap- 
able. Similarly,  we  should  not  deny  a capable  person 
the  opportunity  of  sharing  his  knowledge  and  experi- 
ence simply  because  he  has  not  completed  a formal 
teacher  training  course.  Since  teacher  training  courses 
are  not  synonymous  in  any  way,  shape  or  form  with 
adequate  teaching,  we  should  only  consider  their  use 
as  an  additional  tool  on  the  educational  process  and 
not  let  their  absence  be  a barrier  to  the  successful  use 
of  competent  persons. 

In  summary,  there  are  five  points  paramount: 
1.  The  proper  teaching  of  Emergency  Medical  Tech- 
nicians is  a medical  matter.  The  National  Academy  of 
Sciences  in  its  statement  on  medical  attendant  training 
maintains  there  must  be  “assignment  of  responsibility 
for  conduct  of  training  programs  and  certification  of 
graduates  to  a physician  who  would  supervise  a teach- 
ing faculty  to  include  physicians  . . . American  Red 
Cross  instructors  . . . policemen,  firemen,  experienced 
ambulance  operators  . . . and  experienced  rescue  squad 
instructors.”  2.  There  is  a knowrt  limitation  on  avail- 
able manpower  and  supplies.  It  is  therefore  necessary 
to  bring  the  student  to  the  teacher  and  the  supplies  in 
these  initial  large  efforts.  3.  Available  competent 
teachers  should  be  used  regardless  of  agency  or  origin 
to  accomplish  the  task.  Their  teaching  skills  should  be 
improved  by  whatever  means  possible,  including  serial 
promotions  through  the  teaching  ranks.  There  should 
be  no  absolute  barriers  to  the  utilization  of  competent 
teachers.  4.  In  areas  where  there  are  multiple  teaching 
programs  co-existent,  coordinators  and  their  lay  co- 
ordinators should  be  convened,  so  that  there  is  as 
much  commonality  in  the  courses  as  is  compatible 
with  personality  differences.  5.  We  must  never  lose 
sight  of  the  primary  objective-,  that  is,  the  end  product 
must  be  the  development  of  competent  Emergency 
Medical  Technicians  in  sufficient  numbers  to  meet  the 
needs  of  the  public.  The  aim  of  the  game  is  only 
public  service,  not  the  development  of  status  for  any- 
one — trainer  or  agency. 
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John  A.  Lincoln,  David  W. 
Rabak,  and  C.  Kent  Smith 
find  a blue  print  pleasing. 


New  Family  Practice  Clinic  at  UW 


As  hammer  blows  reverberated  through  the  freshly- 
painted  rooms  and  a telephone  installer  unrolled  wire 
from  a reel,  television  crewmen  tried  to  capture  the 
newness  of  the  Family  Practice  Clinic,  opened  at  the 
University  of  Washington  School  of  Medicine,  Friday, 
June  2.  They  did.  They  showed  the  workman  and  the 
wire  that  evening  and  they  ran  a reporter’s  voice  with 
the  scenes  of  doctor  and  patient  rather  than  the  voices 
they  had  tried  to  record.  The  hammer’s  noise  must 
have  ruined  the  sound  track.  But  there  was  no  doubt 
about  newness  — physical  newness  and  idealogical 
newness. 

There  was  no  music,  no  ribbon  cutting,  and  no 
official  eloquent  pronouncement.  The  opening  cere- 


mony was  humble  — but  it  was  honest.  The  walls  were 
still  bare  and  the  equipment  was  not  installed.  But  the 
team  being  developed  is  also  new,  and  soon  there  will 
be  new  residents  at  work  in  the  new  rooms.  The  new 
team  must  find  its  own  new  place  in  the  medical 
school  organization. 

The  team  must  also  find  a place  in  the  community, 
for  its  purpose  is  to  train  physicians  who  will  become 
family  practitioners  in  the  communities  in  which  they 
eventually  practice.  To  do  so,  the  clinic  must  bring  in 
from  the  community  the  broad  spectrum  of  cases  to 
be  met  in  a normal  family  or  general  practice.  More 
than  anything  else,  the  training  of  residents  in  the 

continued  on  page  553 
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MEDICAL/SCIENTIRC  SUPPLIES 
Representing  the  finest  in  surgical 
KNY-SCHEERER 


1972  ANNUAL  MEETING 

September  17-20,  Olympic  Hotel,  Seattle 

Preliminary  Scientific  Program 

The  Scientific  Program  Committee  of  the  Washington  State  Medical 
Association  has  arranged  the  preliminary  program  for  the  Annual  Meeting. 

Some  changes  in  titles  of  presentations  and  in  speakers  may  occur  before  the 
program  is  completed  in  a final  form.  A desk  copy  of  the  general  and  scien- 
tific program  will  be  mailed  to  Washington  State  Medical  Association  mem- 
bers by  August  15.  The  convention  packet  members  receive  will  also  contain 
preregistration  forms  for  scientific  courses,  sports  events  and  the  Sunday 
evening  Family  Banquet.  Any  physician  who  is  not  a WSMA  member  may 
obtain  the  convention  packet  by  writing  to  the  Washington  State  Medical 
Association,  444  N.E.  Ravenna  Boulevard,  Seattle,  Washington  98115. 

The  scientific  program  is  arranged  chronologically  from  Monday  morning,  September  17, 
through  Wednesday  noon,  September  20,  1972. 

EMERGENCY  MEDICAL  SERVICES 

Problems  of  the  Emergency  Room  and  Extension  of  Care  into  the  Community 
(Inside  and  Outside  the  Emergency  Room) 

Monday,  September  18,  9 a.m,  - 12  noon 
Spanish  Ballroom 

Session  Chairman;  Fred  W.  Reebs,  M.D.,  Renton 
Session  Moderator:  Gilbert  G.  Fade,  M.D.,  Seattle 

9:00  Introduction  and  Analysis  of  Patients  (24-hour  staffing;  increased  volume  of  patients; 

decrease  of  off-hour  duties  of  community  physician;  out-patient  clinic  support 
center  for  care  of  critically  ill;  types  of  patients  treated;  backup  and  followup  care 
including  interprofessional  memberships  and  cost  and  patient  complaints.)  Robert 

L.  Carlson,  M.D.,  Seattle 

9:15  Cardiac  Care  and  Community  Emergency  Service  (Medic  1 and  2).  Allen  E.  Doan, 

M. D.,  Bellevue 

9:30  Recognition  of  Patient  Dangerous  to  Himself  and  Others  (“Crisis  Intervention"). 
Richard  B.  Jarvis,  M.D.,  Seattle 

9:45  Community  Organization  and  Personnel  Training  ( Community  Council  and  Personnel 
Training).  Lothar  H.  Tinkers,  M.D.,  Bellevue 

10:00  Quality  and  Availability  of  Care  (Standards  - E,  R.  Survey;  Small  Communities;  State 
Support).  Gilbert  G.  Eade,  M.D.,  Seattle 
10:15  Intermission.  Visit  Scientific  Exhibits 

10:45  Treatment  of  Life-Threatening  Chest  Injuries  and  Diagnosis  of  Abdominal  Injuries. 
Philip  C.  Jolly,  M.D.,  Seattle 

11:15  Emergency  Physician  Training  and  the  American  College  of  Emergency  Physicians. 

Richard  F.  Romfh,  M.D.,  Bellingham 
11:30  Panel  Discussion 

Panel  Moderator:  Gilbert  G.  Eade,  M.D.,  Seattle;  Panel  Members:  Robert  L. 

Carlson,  M.D.,  Seattle;  Allen  E.  Doan,  M.D.,  Bellevue;  Richard  B.  Jarvis,  M.D., 
Seattle;  Philip  C.  Jolly,  M.D.,  Seattle;  Lothar  H.  Tinkers,  M.D.,  Bellevue;  Richard 
F.  Romfh,  M.D.,  Bellingham 
12:00  Adjourn 

Pane!  on  CLINICAL  CANCER  IMMUNOLOGY  - Insights  and  Outlook 

Monday,  September  18,  10  a.m.  - 12  noon 
Colonial  Room 

Session  Chairman  and  Moderator;  To  be  determined  con  tinued 
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10:00  Cell-Mediated  Immunity,  Blocking  and  Unblocking.  Ingegerd  Hellstrom,  M.D. 

Seattle  ’ ’ 

10:15  Principles  of  Tumor  Immunology.  Alexander  Fefer,  M.D.,  Bellevue 
10:30  The  Neuroblastoma  Story . Alexander  H.  Bill,  Jr.,  M.D.,  Seattle 
10:45  Immunology  in  Bladder  and  Kidney  Tumors.  Warren  H.  Chapman,  M.D.,  Seattle 
11:00  Interrelationship  Between  Cancer  Cells  and  Lymphocytes  in  Lymph  Nodes.  Roger  E. 
Moe,  M.D.,  Seattle 

11:15  Panel  Discussion  and  Questions  from  Audience 
12:00  Adjourn 

PAPERS  FROM  MEMBERS  AND  GUESTS 

Gastroenterology 

Monday,  September  18,  11  a.m.  - 12  noon 
Pacific- Evergreen  Room 

Session  Chairman  and  Moderator:  To  be  determined 

11:00  A G.I.  Laboratory  in  a Community  Hospital.  Alvin  J.  Thompson,  M.D.,  Dr.  Victor 
Pavamani,  Mrs.  Sally  Epler,  Mrs.  Roselyn  Hughes,  Seattle 
11:12  Questions  and  Answers 

11:15  Coloscopy  and  Polypectomy.  William  G.  Friend,  M.D.,  Seattle 
11:27  Questions  and  Answers 

11:30  Diverticulitis  in  the  Younger  Individual.  Ralph  K.  Zech,  M.D.,  Enumclaw 
11:42  Questions  and  Answers 

11:45  Angiographic  Control  of  Gastro-Intestinal  Bleeding  and  Treatment  with  Arterial 
Vaso-Constrictors.  Edmund  E.  Lewis,  M.D.,  Spokane 
11:57  Questions  and  Answers 

HEAL  TH  OFFICERS'  LUNCHEON  AND  PROGRAM 

Monday,  September  18,  12  noon  - 4 p.m. 

Rex  Room 

All  physicians  are  welcome  to  attend  the  program  beginning  at  2 p.m. 

Session  Moderator:  Phillip  H.  Jones,  M.D.,  M.P.H.,  Bellingham 

12:00  Health  Officers’  Luncheon  - No  Host 

1:00  Intermission.  Visit  Scientific  and  Technical  Exhibits 

2:00  Work  of  the  Automated  Tumor  Registry  and  Current  Findings.  Ann  P.  Carter,  M.B.  - 
Ch.B.  Director,  Washington-Alaska  Automated  Tumor  Registry,  Seattle 
3:00  Panel  Discussion  on  Public  Health  in  the  Future.  Panel  Moderator:  Betty  S.  Gilson, 
M.D.,  Associate  Professor,  University  of  Washington  School  of  Public  Health  and 
Community  Medicine,  Seattle.  Panel  Members:  David  Lawrence,  M.D.,  Graduate 
Student  in  Public  Health,  Seattle;  William  Freeman,  Medical  Student,  Seattle; 
Robert  Efird,  Medical  Student,  Seattle;  Bernice  Hecker,  Medical  Student,  Seattle; 
Richard  Harr,  Medical  Student,  Seattle;  John  Beare,  M.D.,  M.P.H.,  Department  of 
Social  and  Health  Services,  Olympia;  Lawrence  Bergner,  M.D.,  M.P.H.,  Seattle- 
King  County  Health  Department,  Seattle 
4:00  Adjourn 

CAN  WE  LOWER  THE  COSTS  OF  MEDICAL  CARE? 

A Panel  on  Some  Modest  Proposals 

Monday,  September  18,  2 p.m.  - 5:15  p.m. 

Spanish  Ballroom 

Session  Chairman:  Rick  L.  Johnson,  M.D.,  Seattle 

Session  Moderator:  William  E.  Watts,  M.D.,  Seattle 

2:00  The  Surgicenter  Concept  - A Contribution  From  the  Private  Sector.  Wallace  A.  Reed, 
M.D.,  Phoenix,  Arizona 
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2:30  Three-Year  Experience  With  a Short-Stay  Service  in  a Hospital  Environment.  Roy  J. 
Correa,  Jr.,  M.D.,  Seattle 

2:45  Office  Gynecologic  Surgery  and  Abortion.  Donald  M.  McIntyre,  M.D.,  Seattle 
3:00  Self  Care  in  a 'Hotel"  Setting,  Another  Way  of  Providing  Lower  Cost  With  Quality 
Care.  Mr.  Austin  Ross,  Administrator,  Virginia  Mason  Hospital 
3:15  Intermission.  Visit  Scientific  and  Technical  Exhibits 

3:45  The  Group  Health  Prepaid  Drug  Program.  Harold  F.  Newman,  M.D.,  Seattle 
4:00  Medical  Costs  and  Problem  Oriented  Radiology.  John  W.  Loop,  M.D.,  Seattle 
4:15  How  We  Can  Save  the  Hospitalized  Patient  From  Financial  Disaster.  Jay  C.  Michel, 
M.D.,  Seattle 

4:30  Free-For-All  and  Panel  Discussion  With  Audience  Help.  William  E.  Watts,  M.D., 
Moderator 
5:15  Adjourn 

PEDIA  TRIG  INFECTIOUS  DISEASES 

Monday,  September  18,  2 p.m.  - 5 p.m. 

Pacific- Evergreen  Room 

Session  Chairman:  Charles  P.  Mahoney,  M.D.,  Seattle 

2:00  Control  of  Infections  in  the  Nursery:  pHisoHex  or  What?  William  O.  Robertson, 
M.D.,  University  of  Washington  School  of  Medicine,  Seattle 
2:15  The  Newer  Antibiotics.  Marvin  Turck,  M.D.,  Professor  of  Medicine,  University  of 
Washington  Medical  School;  Physician-in-Chief,  Harborview  Medical  Center,  Seattle 
2:45  Use  of  Newer  Antibiotics  in  Infants  and  Children.  Heinz  F.  Eichenwald,  M.D., 
William  Buchanan,  Professor  and  Chairman,  Department  of  Pediatrics,  The  Univer- 
sity of  Texas  Southwestern  Medical  School  at  Dallas,  Chief  of  Staff,  Children’s 
Medical  Center  of  Dallas,  Dallas 
3:30  Intermission  - Visit  Scientific  and  Technical  Exhibits 

4:00  Urologic  Work-Up  for  Urinary  Tract  Infections.  Robert  L.  Calhoun,  M.D.,  Seattle 
4:15  Rubella  and  Mumps  Immunizations:  Virologic  Basis  of  Current  Recommendations. 

C.  George  Ray,  M.D.,  Associate  Professor  of  Pediatrics,  University  of  Washington 
School  of  Medicine,  Seattle 

4:30  Panel  on  Medical  Management  of  Common  Infections  in  Children:  Otitis  Media, 

Urinary  Tract  Infections,  Pneumonia  and  Meningitis.  Panel  Moderator:  Ralph  R. 
Luce,  M.D.,  Clinical  Professor  of  Pediatrics,  University  of  Washington  School  of 
Medicine,  Seattle.  Panel  Members:  Marvin  Turck,  M.D.,  Seattle;  Heinz  Eichenwals, 
M.D.,  Dallas;  C.  George  Ray,  M.D.,  Seattle 
5:00  Adjourn 

GENERAL  SESSION 

Tuesday,  September  19,  9 a.m.  - 12  noon 
Spanish  Ballroom 

Part  I Session  Chairman  and  Moderator:  Thomas  F.  Sheehy,  Jr.,  M.D.,  Seattle 

9:00  Patient  Care  Appraisal  - A Piece  of  the  Puzzle.  (Panel  Discussion) 

10:00  Intermission 

Part  II  Session  Chairman  and  Moderator:  Robert  L.  VanCitters,  M.D.,  Dean 
School  of  Medicine,  University  of  Washington,  Seattle 

10:30  The  Changing  Role  of  the  Nurse.  Madeleine  Leininger,  R.N.,  Ph.D.,  Dean  and  Profes- 
sor of  Nursing,  University  of  Washington,  Seattle 
10:50  Results  of  the  New  Medical  Curriculum  - University  of  Washington  School  of  Medi- 
cine. Gary  E.  Striker,  M.D.,  Assistant  Dean  for  Curriculum,  University  of  Washing- 
ton School  of  Medicine,  Seattle 

11:10  Graduate  Medical  Education:  Once  for  the  Exceptional,  Now  Essential  for  All. 

August  G.  Swanson,  M.D.,  Director,  Department  of  Academic  Affairs,  Association 
of  American  Medici  Colleges,  Washington,  D.C. 

11:40  Questions  and  Answers 
12:00  Adjourn 
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PAPERS  FROM  MEMBERS  AND  GUESTS 

Orthopedics 

Tuesday,  September  19,  9 a.m.  - 10  a.m. 

Williamsburg  Room 

Session  Chairman  and  Moderator:  To  be  determined 

9:00  Importance  of  Early  Detection  and  Treatment  of  Scoliosis.  Robert  W.  Florence, 
M.D.,  Tacoma 

9:12  Questions  and  Answers 

9:15  Unusual  Problems  Solved  With  the  Closed  Intramedullary  Nailing  Technique.  Robert 
A.  Winquist,  M.D.,  Seattle 
9:27  Questions  and  Answers 

9:30  Treatment  of  Lumbar  Intervertebral  Disc  Lesions  by  Direct  Injection  of  Chymopa- 
pain. Edward  H.  Mills,  M.D.,  Seattle 
9:42  Questions  and  Answers 

9:45  New  Developments  in  the  Use  of  Poly  methyl  Methacrylate  for  Total  Knee  Arthro- 
plasty. F.  Richard  Convery,  M.D.,  Seattle 
9:57  Questions  and  Answers 
10:00  Adjourn 

EYE  SCIENTIFIC  SESSION 

Tuesday,  September  19,  9 a.m.  - 5:15  p.m. 

Colonial  Room 

Session  Chairman:  Melvin  I.  Freeman,  M.D.,  Seattle 

Morning  Session  Moderator:  Louis  J.  Sarro,  M.D.,  Seattle 

Afternoon  Session  Moderator:  Robert  F.  Kaiser,  M.D.,  Bellingham 

9:00  Clinical  Usefulness  of  A-Scan  Ultrasonography.  Otto  G.  Klein,  Jr.,  M.D.,  Seattle 
9:15  The  Use  of  Intraocular  Air  in  the  Management  of  Retinal  Detachment.  Edward  B. 
McLean,  M.D.,  Seattle 

9:30  Movie  — Dacryocystorhinostomy.  James  L.  Hargiss,  M.D.,  Seattle 
9:50  Diseases  of  the  Cornea.  Richard  H.  Keates,  M.D.,  Associate  Professor  of  Ophthal- 
mology, The  Ohio  State  University  College  of  Medicine;  Surgeon  Director,  The 
Ohio  State  University  Hospitals  Eye  Bank,  Columbus,  Ohio 
10:30  Intermission.  Visit  Scientific  and  Technical  Exhibits  (Eye  Section  Luncheon  and 
Business  Meeting  12  Noon) 

2:30  Intraocular  Tumors  in  Children.  Charles  E.  Boylan,  M.D.,  Seattle 
2:45  Pupillary  Responses  to  Mydriatic  Agents  in  Premature  Infants.  Emmett  F.  Carpel, 
M.D.,  Seattle 

3:00  Soft  Contact  Lenses  in  Ocular  Therapeutics.  Richard  H.  Keates,  M.D.,  Columbus, 
Ohio 

3:30  Intermission.  Visit  Scientific  and  Technical  Exhibits 

4:00  Differential  Diagnosis  of  Photopsia.  David  M.  Smith,  M.D.,  Seattle 

4:15  A New  Binocular  Scotometer.  Karl  M.  Illig,  M.D.,  Richland  continued 

COURSE  ON  ELECTROCARDIOGRAPHY 
(Preregistration  Required) 

PART  I:  MONDAY,  SEPTEMBER  18,8:30-  10:30  A.M. 

PART  II:  TUESDAY,  SEPTEMBER  19,8:30-  10:30  A.M. 

Session  Chairmen:  Stephen  R.  Yarnall,  M.D.,  Seattle  Richard  D.  Twiss,  M.D.,  Yakima 

Terrance  P.  Judge,  M.D.,  Spokane  John  L.  Petersen,  M.D.,  Seattle 

Physicians  preregistering  for  the  four-hour  course  should  be  moderately  experienced  electrocardi- 
ographers  as  the  course  is  not  planned  for  the  beginner.  A variety  of  electrocardiograms  will  be  ana- 
lyzed in  the  two-day  session  illustrating  a wide  range  of  practicel  problems.  Printed  material  will  be 
mailed  to  preregistered  physicians  prior  to  the  first  session. 

The  course  is  limited  to  thirty  (30)  preregistered  physicians.  
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4:30  Retinal  Capillary  Abnormalities  in  Retrolental  Fibroplasia.  Gary  L.  Forrest,  M.D., 
Seattle 

4:45  Movie  - Inferior  Aponeurosis  Tucking  for  Senile  Entropion.  James  L.  Hargiss,  M.D., 
Seattle 

4:50  A Case  of  Pupillary  Hemorrhage.  Melvin  I.  Freeman,  M.D.,  Seattle 
5:00  Experiences  in  Indonesia.  Robert  H.  Bedrossian,  M.D.,  Vancouver 
5:15  Adjourn 

HYPERALIMENTATION  (Long-Term  Parenteral  Nutrition) 

Tuesday,  September  19,  2 p.m.-  3:30  p.m. 

Spanish  Ballroom 

Session  Chairman:  Joseph  W.  Eschbach,  M.D.,  Seattle 

Session  Moderator:  Belding  H.  Scribner,  M.D.,  Seattle 

2:00  Hyperalimentation  In  the  Post-Operative  Patient.  Stanley  J.  Dudrick,  M.D.,  Professor 
of  Surgery,  University  of  Pennsylvania  School  of  Medicine,  Philadelphia 
2:30  Hyperalimentation  as  an  Artificial  Gut.  Belding  H.  Scribner,  M.D.,  Professor  of  Med- 
icine, University  of  Washington  School  of  Medicine,  Seattle 
2:50  Clinical  Experience  with  Hyperalimentation.  To  be  determined 
3:10  Questions  and  Answers 
3:30  Adjourn 

THE  RECOGNITION  AND  THERAPY  OF 
DEPRESSION  AND  SUICIDAL  BE  HA  VIOR 

Tuesday,  September  19,  3:30  p.m.  - 5 p.m. 

Williamsburg  Room 

Session  Chairman:  Joseph  W.  Verhey,  M.D.,  Seattle 

Panel  Moderator:  Herbert  S.  Ripley,  M.D.,  Seattle 

3:30  The  Etiology  and  Office  Treatment  of  Depression  and  Suicide.  Theodore  L.  Dorpat, 
M.D.,  Clinical  Associate  Professor  of  Psychiatry,  University  of  Washington  School 
of  Medicine,  Seattle 

3:45  Recognition  and  Management  on  the  Non-Psychiatric  Hospital  Service.  Herbert  S. 

Ripley,  M.D.,  Professor  of  Psychiatry,  University  of  Washington  School  of  Medi- 
cine, Chief  of  Psychiatric  Consultation  Service,  University  Hospital,  Seattle 
4:00  Drugs,  Electric  Shock  and  Indications  for  Psychiatric  Hospitalization.  Frederick 
Lemere,  M.D.,  Clinical  Professor  of  Psychiatry,  University  of  Washington  School 
of  Medicine,  Seattle 

4:15  Depression  in  the  Aging.  Carl  Eisdorfer,  Ph.D.,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Psychiatry,  University  of  Washington  School  of  Medicine,  Psychiatrist-in- 
Chief,  University  Hospital,  Seattle 
4:30  Questions  and  Answers 
5:00  Adjourn 

NEW  TECHNIOUES  IN  THE  MANAGEMENT  OF 
THE  PA  TIENT  IN  SHOCK 

Tuesday,  September  19,  3:30  p.m.  - 5:15  p.m. 

Olympic  Bowl 

Session  Moderator:  Leonard  A.  Cobb,  M.D.,  Head 
Division  of  Cardiology,  Harborview  Medical  Center, 

Professor  of  Medicine,  University  of  Washington,  Seattle 

3:30  Introduction.  Leonard  A.  Cobb,  M.D.,  Seattle 

3:45  Experience  With  Continuous  Pulmonary  Artery  Pressure  Monitoring  in  Critically-Ill 
Patients.  Gary  W.  Archer,  M.D.,  Seattle;  William  G.  Horton,  M.D.,  Seattle;  Leonard 
A.  Cobb,  M.D.,  Seattle 

4:00  Pitfalls  in  the  Treatment  of  Shock.  Gale  E.  Thompson,  M.D.,  Seattle  (Anesthesiol- 
ogist) con  tinned 
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4:15  Intra-aortic  Balloon  Assistance  in  Cardiogenic  Shock.  G.  Hugh  Lawrence,  M.D., 
Seattle  (Cardiovascular  Surgeon) 

4:30  Massive  Pulmonary  Embolic,  Use  of  the  Umbrella  for  Caval  Interruption.  Ralph  B. 

Dilley,  M.D.,  Assistant  Professor  of  Surgery,  University  of  California,  San  Diego 
4:45  Anything  You've  Wanted  to  Know  About  Shock  and  Aren't  Afraid  to  Ask  — A Panel. 

Panel  Moderator:  Leonard  A.  Cobb,  M.D.,  Seattle.  Panel  Members:  Gary  Archer, 
M.D.,  Seattle;  Ralph  B.  Dilley,  M.D.,  San  Diego;  G.  Hugh  Lawrence,  M.D.,  Seattle; 
Gale  E.  Thompson,  M.D.,  Seattle 
5:15  Adjourn 

PAPERS  FROM  MEMBERS  AND  GUESTS 

General 

Wednesday,  September  20,  9 a.m.  - 11:30  a.m. 

Queens  Room 

Session  Chairman  and  Moderator:  To  be  determined 

9:00  God,  Glory  and  Gold:  Medicine  Comes  to  the  Pacific  Northwest.  Charles  W. 

Bodemer,  Ph.D.,  Professor  and  Chairman,  Department  of  Biomedical  History, 
University  of  Washington  School  of  Medicine,  Seattle 
9:30  Witches,  Sex  and  the  Women's  Liberation  Front.  Robert  D.  Anderson,  M.D.,  Bellevue 
10:00  Intermission 

10:30  What  You  Should  Know  About  Aesthetic  Surgery.  Melvin  J.  Sturman,  M.D.,  Seattle 
10:42  Questions  and  Answers 

10:45  Hospital  Acquired  Pneumonia.  Edward  H.  Morgan,  M.D.,  Richard  H.  Winterbauer, 
M.D.,  and  H.  Ward  Bowersox,  M.D.,  Seattle 
10:57  Questions  and  Answers 

11:00  Shoulder  Girdle  Neuritis  — An  Electromyographic  Clarification  of  “Brachial  Neuritis. '' 

George  H.  Kraft,  M.D.,  Associate  Professor,  Department  of  Rehabilitation  Medi- 
cine, University  of  Washington  School  of  Medicine,  Seattle 
11:12  Questions  and  Answers 

11:15  Detection  of  Early  Breast  Cancer.  Willis  J.  Taylor,  M.D.,  Seattle 
11:27  Questions  and  A nswers 
11:30  Adjourn 


PANEL  ON  DIABETES  IN  OB-GYN 

Wednesday,  September  20,  9 a.m.  - 10:30  a.m. 
Colonial  Room 


Session  Chairman:  Wesley  F.  Gabrio,  M.D.,  Seattle 
Session  Moderator:  Glen  E.  Hayden,  M.D.,  Seattle 


9:00  Obstetrical  Care  of  the  Pregnant  Diabetic  Patient.  W.  LeRoy  Heinrichs,  M.D.,  Seattle 
9:15  Medical  Care  of  the  Pregnant  Diabetic  Patient.  Francis  C.  Wood,  Jr.,  M.D.,  Seattle 
9:30  Care  of  the  Newborn  of  a Diabetic  Patient.  Charles  P.  Mahoney,  M.D.,  Seattle 
9:45  Diabetic  Complications  Seen  in  Gynecology.  Robert  J.  Metz,  M.D.,  Seattle 
10:00  Panel  Discussion  and  Questions  from  Audience 
10:30  Adjourn 

COURSE  ON  SPORTS  MEDICINE  - A PANEL 
Everything  You  Wanted  to  Know  About  Knees  but  Were  Afraid  to  Ask 

(No  preregistration  required) 

TUESDAY,  SEPTEMBER  19,  3:30  - 5 P.M. 

Pacific-Evergreen  Room 

Session  Chairmen:  Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle 

Ivar  W.  Birkeland,  Jr.,  M.D.,  Seattle 
Stanley  A.  Mueller,  Jr.,  M.D.,  Tacoma 

The  course  will  consist  of  the  presentation  of  hypothetical  cases  to  a panel  that  will  discuss  the 
diagnosis,  treatment,  and  follow-up  of  various  problems  and  conditions  about  the  knee. 
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CEREBRAL  VASCULAR  PROBLEMS 


Wednesday,  September  20,  9 a.m.  - 10:30  a.m. 

Georgian  Room 

Session  Chairman  and  Moderator:  To  be  determined 

9:00  Diagnostic  and  Immediate  Therapeutic  Approaches  to  Cerebral  Vascular  Problems. 

Robert  H.  Colfelt,  M.D.,  Seattle 
9:20  Questions  and  Answers 

9:30  The  Radiologic  Approach  to  Stroke.  Donald  J.  Hesch,  M.D.,  Seattle 
9:50  Questions  and  Answers 

10:00  A Comprehensive  Stroke  Care  Program  in  the  Community  Hospital.  Oscar  A.  Fodor, 
M.D.,  Donald  J.  Hesch,  M.D.,  Seattle 
10:20  Questions  and  Answers 
10:30  Adjourn 

PAPERS  FROM  MEMBERS  AND  GUESTS 

Cardiac  Aspects 

Wednesday,  September  20,  1 1 a.m.  - 1 1 :45  a.m. 

Colonial  Room 

Session  Chairman  and  Moderator:  To  be  determined 

11:00  Coronary  Artery  Disease  Masquerading  as  Hiatal  Hernia.  Leo  Hughes,  M.D.,  Lucius 
Hill,  M.D.,  Seattle 
11:12  Questions  and  Answers 

11:15  Evolution  and  Surgical  Management  of  Acute  Evolving  Myocardial  Infarctions  With- 
out Shock.  Harry  King,  M.D.,  Jay  C.  Michel,  M.D.,  and  Floyd  A.  Short,  M.D., 
Seattle 

11:27  Questions  and  Answers  continued 


COURSE  ON  PRACTICAL  MANAGEMENT 
OF  ACUTE  RESPIRATORY  INSUFFICIENCY 

(Preregistration  Required) 

PART  I:  MONDAY,  SEPTEMBER  18,  8:30  - 10:30  A.M. 

PART  II:  TUESDAY,  SEPTEMBER  19,8:30-  10:30  A.M. 

PART  III:  WEDNESDAY,  SEPTEMBER  20,  8:30  - 10:30  A.M. 
Pacific-Evergreen  Room 

Session  Chairmen:  Philip  C.  Jolly,  M.D.,  Seattle 

L.  Donald  Bridenbaugh,  M.D.,  Seattle 


PART  I 

1 . Introduction  and  Purpose 

2.  What  is  Acute  Respiratory  Insufficiency? 

A.  Medical  E tio logics  and  Diagnosis 

Wayne  P.  Lowe,  M.D.,  Seattle 

B.  Surgical  Etiologies  and  Diagnosis 

Ralph  B.  Dilley,  M.D.,  Assistant  Professor 
of  Surgery,  University  of  California,  San 
Diego 

3.  Respiratory  Physiology  and  Metabolic  Assess- 

ment 

Questions  and  Discussion 

PART  II 

4.  Practical  Interpretation  of  Blood  Gas  Measure- 

ments. Thomas  F.  Hornbein,  M.D.,  Seattle 


5.  Care  of  the  Airway.  William  G.  Horton,  M.D., 

Seattle 

6.  Oxygen  - Therapy  and  Toxicity.  Peter  M.  Winter, 

M.D.,  Seattle 

7.  Lung  Mechanics.  Ralph  B.  Dilley,  M.D.,  San 

Diego 

PART  III 

8.  Selection  and  Use  of  Ventilators.  Frederick  W. 

Cheney,  Jr.,  M.D.,  Seattle 

9.  Weaning  the  Patient  from  Ventilator.  Ralph  B. 

Dilley,  M.D.,  San  Diego 

10.  Demonstration  of  Ventilators.  Frederick  W. 
Cheney,  Jr.,  M.D.,  Seattle;  Ralph  B.  Dilley, 
M.D.,  San  Diego;  Wayne  P.  Lowe,  M.D., 
Seattle;  Neely  E.  Pardee,  M.D.,  Seattle 
Questions  and  Discussion 
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11:30  Jehovah's  Witnesses'  Contribution  to  Open  Heart  Surgery.  Robert  W.  Kendall,  M.D^ 
George  E.  Duvoisin,  M.D.,  Ralph  Berg,  Jr.,  M.D.,  Spokane 
11:42  Questions  and  Answers 
11:45  Adjourn 


COURSE  ON  FLUID  BALANCE 
(Pre registration  Required) 

PART  I:  MONDAY.  SEPTEMBER  18,9-  10:30  A.M. 

PART  II:  TUESDAY,  SEPTEMBER  19,8:30-  10:30  A.M. 

PART  III:  WEDNESDAY,  SEPTEMBER  20,8:30-  10:30  A.M. 

Rex  Room 

Session  Chairmen:  Robert  M.  Hegstrom,  M.D.,  Seattle 

Richard  R.  Paton,  M.D.,  Seattle 

The  5’/2-hour  refresher  course  will  deal  with  selected  topics  related  to  bedside  management  of  fluid 
balance  problems.  Particular  emphasis  will  be  given  to  problems  of  sodium  and  water  needs. 

The  course  will  consist  of  an  introductory  1 ’/2-hour  session  from  9 to  9:30  a.m.,  Monday,  Septem- 
ber 18,  during  which  case  material  will  be  handed  out  and  the  format  of  the  case  discussions  explained. 
An  example  case  will  be  discussed.  Participants  will  be  expected  to  work  out  on  their  own  time  the 
assigned  case  examples,  which  they  will  then  discuss  during  the  two  2-hour  sessions  on  Tuesday  and 
Wednesday  from  8:30  to  10:30  a.m. 

Course  limited  to  40  participants.  Preregistration  necessary.  No  registration  fee. 


GENERAL  NEWS 


John  Tomlin  Memorial  Cancer  Lectures 


ROBERT  J.  LUKES,  M.D.  BERNARD  PIROFSKY,  M.D.  DONALD  FEINSTEIN,  M.D.  MARY  W.  DENK,  M.D. 


The  annual  John  Tomlin  Memorial  Cancer  Lectures, 
underwritten  by  the  Oregon  Division  of  the  American 


PRE-REGISTRA  TION 
The  John  Tomlin  Memorial  Cancer  Lectures 
Rogue  Valley  Country  Club  — Medford,  Oregon 
August  18-19,  1972 

Name 

(Please  Print) 

Address 

Zip 

Send  to: 

AMERICAN  CANCER  SOCIETY,  INC. 
P.O.  Box  698,  Medford,  Oregon  97501 

Cancer  Society,  are  scheduled  for  August  18-19,  1972, 
at  Rogue  Valley  Country  Club,  Medford,  Oregon. 

Guest  speakers  include  Mary  W.  Denk,  Director  of 
Radiation  Therapy  and  Nuclear  Medicine,  The  Cooper 
Hospital,  Camden,  New  Jersey;  Donald  I.  Feinstein, 
Associate  Professor  of  Medicine,  University  of  South- 
ern California,  Robert  J.  Lukes,  Professor  of  Path- 
ology, head  of  the  Department  of  Hematopathology, 
University  of  Southern  California;  and  Bernard 
Pirofsky,  head  of  the  Division  of  Immunology  and 
Allergy,  University  of  Oregon  Medical  School. 

Other  speakers  will  be  William  Pyrch,  president  of 
the  Oregon  Division  of  the  American  Cancer  Society; 
D.  K.  West,  D.D.,  president  of  Jackson  County  Ameri- 
can Cancer  Society,  Inc.;  and  Yale  Sacks,  chairman  of 
the  1972  lecture  series. 

The  program  will  be  accepted  for  seven  prescribed 
hours  of  credit  by  the  American  Academy  of  Family 
Physicians. 
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Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 

86.7% 

No,  it  would  not  be  useful. 


W)uld  it  be  useful  in  clinical  practiig 
to  have  government  predetermine  ^ 

drugs  of  choice? 


Doctor  of  Medicine 


ferences  in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A W'ill  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


' ' " 

segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


in  practice  can  rea 
determined. 

The  Bureau  of  Dru 
suggested  the  packa| 
sert  as  a possible  me 
communicating  infon  _ 
on  relative  efficacy  offim 
to  the  physician.  I fiijtlii 
objectionable,  since 
not  believe  the  ph 
should  have  to  rely 
source  for  final  sci| 
truth.  There  is  also 
tical  objection:  Sincj 
physicians  actual) 
pense  drugs,  they  s 
see  the  package  i 
any  event,  I would 
tain  that  the  phy 
should  know  what  d 
wants  and  why  with 
pending  on  the  gove: 
or  the  manufacture 
him. 

Undoubtedly,  phy 
are  swamped  by  ex  ah 
numbers  of  drugs  ii'ai 
therapeutic  categoricjAi 
I am  well  aware  thalpu 
drugs  within  such  at( 
gories  could  be  elin  ala 
without  any  loss,  C|Pa 
haps  even  some  pr  1.  h 
the  practice  of  me  dm, 
But,  in  my  opinion,  ijthij 
the  FDA  nor  anyktbil 
single  group  has  thetpe^ 
tise  and  the  wisdom  aasi 
sary  to  determine  t cai 
“drug  of  choice”  i all 
areas  of  medical  pra  ce. 


ictisement 


One  of  a series 


[aker  of  Medicine 


II 


n th  G.Kohlstaedt,M.D., 
jVice  President, 

|(edical  Research, 
ELilly  and  Company 


Wny  opinion,  it  is  not 
e motion  of  any  govern- 
?r|Dr  private  regulatory 
er ' to  designate  a “drug 
cl|  ce.”  This  determina- 
njiould  be  made  by  the 
ivf-ian  after  he  has  re- 
iv|  full  information  on 
e I'operties  of  a drug, 
idj  en  it  will  be  based  on 
s perience  with  this 
u{  ind  his  knowledge  of 
6 dividual  patient  who 
s^:ing  treatment. 

Kin  evaluation  of  com- 
rj've  efficacy  were  to  be 
idf  particularly  by  gov- 
ir  nt,  at  the  time  a new 
ijis  being  approved  for 
ir^ting,  it  would  be  a 
eiidisservice  to  medi- 


le  id  thus  to  the  patient 
•h^mnsumer.  For  exam- 
len  a new  therapeu- 
3mt  is  introduced,  on 
•?  isis  of  limited  knowl- 
?6 1 may  be  considered 
1 more  potent,  more 
le  ive,  or  safer  than 
oi  cts  already  on  the 
ir'd.  Conceivably,  at 
IS  ime  the  new  drug 
'll  be  labeled  “the  drug 
( lice.”  But  as  addi- 
ns clinical  experience  is 
cu  ulated,  new  evidence 
lyDecome  available, 
‘h  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  tbis  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice’’  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


the  truth, 
urge. 

Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 
Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 
Where  it’s  needed.  Helpful  especiall> 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 
Ready  to  use.  Completely  disposabh 
A timesaving  plus  in  nursing  hom( 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dep>endence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdomii 
pain  is  present.  Caution:  Do  not  administer  to  chudren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation 
Specifically  prepared  to  assist  vou  in  providing  your  older 
patients  with  more  detailed  information  about  constipatioi 


its  treatment.  For  copies  simnly  write  to  C.B. FLEET 
P.O.  Box  1 100,  Lynchburg,  Va.  24505. 


Fleet  Enema 

The  professional  aid  t> 
iiipation  relief 


consi 


C.B  FLEETCO.,INC. 
Lynchburg,  Va.  24505 
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continued  from  page  538 

University’s  Department  of  Family  Practice  will  be 
training  in  attitude  rather  than  training  in  a segment 
of  medicine. 

Head  of  the  department  is  Theodore  J.  Phillips, 
who  joined  the  faculty  of  the  medical  school  in 
September  1970.  Also  on  the  department  staff  are 
John  A.  Lincoln,  assistant  professor,  recently  of 
Flemington,  New  Jersey;  C.  Kent  Smith,  assistant 


professor,  who  has  been  in  practice  and  recently  com- 
pleted a residency  in  psychiatry;  and  David  W.  Rabak, 
who  will  spend  half  time  at  the  clinic  and  half  time 
continuing  his  private  practice.  To  Dr.  Rabak,  who 
has  been  a member  of  the  committee  developing  the 
department  since  the  plan  was  first  proposed  in  1963, 
goes  the  distinction  of  having  actually  opened  the 
clinic.  He  examined  patient  number  one. 


Effort  of  Women's  Auxiliary  Pays  Off 


An  American  Medical  Association  Educa- 
tion and  Research  Foundation  check  for 
$8,336  was  presented  recently  to  Robert 
L.  VanCitters  (right).  Dean,  University  of 
Washington  School  of  Medicine.  Peter 
T.  Brooks,  president  of  the  Washington 
State  Medical  Association,  presented  the 
unrestricted  gift,  raised  through  the 
efforts  of  the  Women’s  Auxiliary  to 
the  state  association. 


Graduate  Receives  Cancer  Society  Award 


A check  for  $250  from  the  American 
Cancer  Society,  Washington  division,  was 
presented  recently  to  Leo  Bustad,  Jr.,  a 
fourth-year  student  at  the  University  of 
Washington  Medical  School.  He  was 
cited  by  the  Cancer  Society  as  graduat- 
ing senior  showing  the  greatest  under- 
standing of  the  management  of  cancer. 
Making  the  award  was  Patrick  Lynch,  in 
private  practice  in  Yakima  and  a mem- 
ber of  the  clinical  faculty  in  radiology 
at  the  medical  school.  Dr.  Lynch  is 
involved  in  the  annual  summer  fellowship 
program  in  the  department  of  radiology 
which  sends  medical  residents  to  study 
radiation  therapy  on  a rotating  schedule 
to  hospitals  in  Seattle  and  Yakima. 


Insights  into  the  ulcer- prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  \ 
a business  tycoon.  Both  may  be  ulcer-prone  for  simi 
reasons:  both  may  be  difficult  to  please— both  may 
demanding,  especially  of  themselves.  While  there  ai 
many  types  of  duodenal  ulcer  patients,  it  has  been  no- 
that,  characteristically,  these  individuals  are  not  easi 
satisfied. 


Measuring  oneself  against  one's  own  expectations  ( 
against  those  of  society  may  be  equally  trying— equ. 
anxiety-provoking.  It  is  hard  to  win  when  both  succ 
and  failure  can  demand  a similar  price. 


If  the  ulcer  patient  were  to  modify  his  expectations,  | 
would  experience  less  anxiety— and  perhaps  fewer  li 
attacks.  In  most  cases,  this  would  mean  altering  the  e i 
tire  constellation  of  psychological  attitudes.  Many  arL 
unwilling  to  do  so,  and  many  are  unable.  But  while  tbi 
patient  is  trying  to  make  his  best  adjustment  to  his  ul| 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper  ' 
secretion  and  hypermotility  that  cause  pain  and  spas:> 


*Palmer,  E.  D. : Clinical  Gastroenterology,  ed.  2,  New  York,  Hep 


Medical  Division,  Harper  & Row,  1963,  p.  206. 


Captain  oil 


Industni 
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j)fax  can  relieve  excessive 
|xiety,  thereby  helpins  to  reduce 
I in  and  spasm 

;e  duodenal  ulcer  is  frequently  associated  with 
■ssive  anxiety  and  tension,  therapy  logically  demands 
j f from  both  the  psychic  and  the  somatic  discomfort. 
.ax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
I s in  a single  capsule  both  the  antianxiety  action  of 
hum®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
iiipasmodic  action  of  Quarzan®  (clidinium  Br).  With 
'ax,  the  patient  usually  tends  to  react  less  strongly 
ixiety-provoking  situations,  and  hypersecretion  and 
fjrmotility  are  also  reduced.  A reduction  of  asso- 
5‘d  pain  and  spasm  can  also  be  expected,  and  often 
attacks  become  fewer  and  farther  between ! 

1»  to  8 capsules  daily 
divided  doses 

] mum  therapeutic  response  can  be  achieved  with 
tv'idualization  of  dosage— within  the  range  of  1 or  2 
I ules,  3 or  4 times  daily.  Many  patients  will  respond 
t to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
' a be  relied  on  both  to  help  in  managing  the  acute 
f:k  and  to  help  the  patient  maintain  gains  in  therapy, 
i'ax;  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 

nr  h.s. 

»w-up  therapy,  Rx  #100,  Sig:  cap.-f"  t.i.d.  a.c. 

iifh.s. 
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Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders,-  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  nave  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— -all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 
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Panmycin* 


(tetracycline  HCljUpjohn) 
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• New  nurse  clinic  opens 

• Bellingham  pathologist, 
computer  adviser 
spotlighted 

• Five  hospitals  add  stroke 
nurse  clinicians 

• WAMI  expands  to  U.  of 
Idaho,  WSU 
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I INI-GRANTS’  FUND 
IVlRIED  ACTIVITIES 


I wenty-one  short-term  projects 
|h  e been  funded  from  W ARMP  de- 
|v  Tpmental  or  “mini-grant”  funds  for 
la  tal  of  more  than  $65,000  since  Jan- 
;u  y of  this  year. 


hese  innovative  projects  explore 
p sible  solutions  to  a number  of 
h Ith  care  problems.  They  range 
frn  Sickle  Cell  screening,  the  Dar- 
ri)ton  Nurse  Clinic  and  Emergency 
Pnning  Services  in  Alaska  to  confer- 
e e calls  to  establish  a regional  Poi- 
si  Center.  The  projects  are  either 
c iplete  in  themselves  or  lead  to 
leg-term  projects. 

.n  unusually  large  number  of  ac- 
citable  proposals  for  these  grants 
h been  received,  and  further  pro- 
pjals  must  meet  the  highest 
lAARMP  priorities  to  be  considered. 
T )se  applying  for  these  funds  must 
citact  Donal  Sparkman,  M.D.,  direc- 
tc]  or  Dr.  L.  J.  Sharp,  associate  di- 
T(|tor  of  Research  and  Program  De- 
vijjpment,  prior  to  submitting  them. 
C\itinued  on  page  3 


V\SHON  ISLAND  NURSES  dis- 
eased the  floor  plan  of  the  first 
a nurse  clinic  to  open  on  the  is- 
lid  July  10.  Vashon  residents  are 
ineful  that  the  nurse  practition- 
e will  fill  the  need  for  24-hour 
t ergency  medical  care  and  ease 
¥ health  manpower  shortage. 
f i resourceful  islanders  rented  a 
4/se  in  Burton  for  their  “Vashon 
Ij  ind  Health  Center”  and  are  now 
11  he  process  of  equipping  it,  in 
'i|fe  of  a limited  budget.  From  left 

J Jackie  Robinett,  Merrilyn  Al- 
and Mary  Clark.  (Story  page  2) 


SICKLE  CELL  PROGRAM  GETS  AWARD 


A $70,400  grant  for  a sickle  cell  de- 
tection and  counseling  program  in  the 
Seattle-King  County  area  was  award- 
ed to  the  State  Department  of  Social 
and  Health  Services  by  H.E.W.  early 
in  June. 

The  administration  of  the  program, 
expected  to  begin  July  1,  will  be  sub- 
contracted to  W ARMP  and  addition- 
al state  monies  will  be  allocated  to 
extend  it  throughout  the  state. 

The  grant  includes  $2,000  for  plan- 
ning for  a similar  program  in  Alaska. 

Work  of  the  Seattle-Metropolitan 
Sickle  Cell  Task  Force,  supported 
principally  these  past  six  months  by 
W ARMP,  laid  the  groundwork  for  the 
award.  Some  1600  university  and  com- 
munity college  students  have  already 
been  screened  for  the  sickle  cell  trait 
and  more  than  80  carriers  have  been 
identified. 


The  trait  in  itself  is  not  disabling, 
but  sickle  cell  anemia,  which  affects 
mostly  blacks,  is  a crippling  and  often 
fatal  disease. 

The  program  will  concentrate  on 
reaching  those  members  of  the  black 
community  “most  at  risk,”  according 
to  Glenn  Reece,  field  coordinator  for 
Community  Health  Services,  who  will 
direct  the  new  program. 

“Plans  are  to  reach  young  blacks, 
from  14  years  on  up  through  child- 
bearing age,  so  that  they  can  know 
whether  or  not  they  carry  the  trait  and 
understand  that,  if  they  marry  a per- 
son who  also  carries  the  trait,  their 
children  will  run  the  serious  risk  of 
having  sickle  cell  anemia.” 

A staff  of  four  will  carry  the  pro- 
gram: a community  organizer,  a gen- 
etic counselor,  a blood-drawing  co- 
ordinator and  a clerical  assistant. 


W7ARMP  SPOTLIGHT 


“Computers  are  not  a panacea  for 
all  health  care  delivery  problems,  but 
they  can  solve  a lot  of  them,”  said  Dr. 
Gibb,  Bellingham  pathologist,  who 
speaks  from  expe- 
rience. Since  its 
beginning,  he  has 
chaired  the  advi- 
sory committee  to 
the  BMP  Medical 
Computer  Serv- 
ices Project,  a 
small  group  of 
computer  experts 
who  meet  fre- 
quently to  review 
projects  for  funding  and  evaluate  suc- 
cesses and  failures  of  ongoing  pilot 
studies  in  health  technology. 

Some  of  the  computer  demonstra- 
tion activities  have  been  tested  in 
Bellingham  under  the  ieadership  of 
Dr.  Gibb. 

Automated  medical  histories  were 
evaluated  there,  and  ECG  transmis- 
sion for  computer  analysis  is  being 
tested  as  a 
screening  proce- 
dure. Dr.  Gibb  al- 
so helped  to  initi- 
ate another  ambi- 
tious computer 
project  at  the 
Whatcom  County 
Pathology  Labora- 
tory and  Blood 
Bank  where  he  is 
director. 

Record  keeping  and  billing  for  his 
laboratory  are  now  automated  and 
stored  on  computer  cards.  Informa- 
tion is  processed  in  Spokane  and 
transmitted  via  telephone  lines,  thus 
eliminating  physical  movement  of  pa- 
per and  reducing  data  turnover  time. 

Dr.  Gibb  is  also  updating  the  blood 
bank  program  by  computerizing  the 
donor  information  and  by  reorganiz- 
ing donor  recruitment  in  the  commu- 
nity, in  cooperation  with  the  local 
Jaycees. 

This  program  will 
also  relieve  the  re- 
cipient of  having 
to  replace  the 
blood,  similar  to 
the  system  used  at 
the  King  County 
Blood  Bank. 
Upgrading  labora- 
tory personnel 
skills  by  on-the- 
job  continuing  ed- 
ucation is  another 
of  Dr.  Gibb’s  interests.  He  has  served 
on  the  steering  committee  for  this 
BMP  project  since  it  was  funded  four 


FREDERICK  BELL,  right,  a UW 
MEDEX  graduate,  checked  the 
progress  of  knee  surgery  with  his 
preceptor.  Dr.  Dale  Popp,  Spo- 
kane orthopedist.  Bell,  who  assists 
Dr.  Jesse  Sewell  in  Harrington  and 
Odessa,  is  learning  the  manage- 
ment of  uncomplicated  orthopedic 
problems  in  a twice-a-month  pre- 
ceptorship  arranged  through  RMP. 
He  is  concentrating  on  exam  tech- 
niques, X-ray  interpretation,  han- 
dling of  plaster  and  guidelines  for 
referring  cases.  Dr.  Popp  practices 
in  the  Spokane  Orthopedic  and 
Fracture  Clinic.  (Photo  by  Al 
Huber,  Spokane.) 


years  ago.  He  also  supports  the  Wash- 
ington/Alaska Tumor  Registry. 

Dr.  Gibb  was  active  in  Comprehen- 
sive Health  Planning  and  his  four- 
county  area  was  the  first  CHP  “B” 
agency  to  receive  funding  in  Washing- 
ton State.  He  served  as  its  first  presi- 
dent and  is  still  on  the  Board  of  Trus- 
tees. 

The  Bellingham  specialist  is  presi- 
dent of  the  Whatcom  County  Medical 
Society,  past  president  of  the  Wash- 
ington State  Pathologists,  member  of 
the  RMP  Regional  Advisory  Board 
and  fellow  in  the  American  Society  of 
Clinical  Pathologists  and  College  of 
American  Pathologists. 

A graduate  of  Washington  U.  Med- 
ical School  in  St.  Louis,  Dr.  Gibb 
completed  an  18-month  internal  medi- 
cal internship  at  Yale  New  Haven  Hos- 
pital and  a pathology  residency  at  the 
Mayo  Clinic. 

Dr.  Gibb’s  interest  in  his  profes- 
sion developed  early,  influenced  no 
doubt  by  his  father,  a medical  tech- 
nologist, and  head  of  Virginia  Mason 
Hospital’s  laboratory  in  the  1920’s. 

Dr.  Gibb  and  his  wife  have  seven 
children,  two  of  whom  are  also  follow- 
ing the  medical  pathway.  The  oldest 
daughter  enters  UW  Medical  School 
this  fall  and  another  starts  graduate 
school  there  in  preventive  medicine. 


VASHON  TO  HAVE 
ALL-NURSE  CLINIC 

Three  nurse  practitioners  will  s 
the  Vashon  Island  Health  Center  wl 
it  opens  July  10  to  provide  24-h  i 
medical  coverage  for  the  6,000  Isl.j 
residents.  It  will  be  the  second  riil 
health  center  in  the  state  to  be  stal  j 
by  nurse  practitioners  — one  ans'  r 
to  the  problem  of  doctor  shortagi  n 
rural  areas.  I 

Like  the  Darrington  Nurse  Cljc 
which  opened  in  April,  the  He  h 
Center  is  a community-based  eijrl 
with  an  elected  board  of  trustees 
is  the  result  of  more  than  a ye'i 
work  and  planning  by  residents  th  i- 
selves,  with  an  assist  from  W ARlij's 
Community  Health  Services.  * 

Vashon  Island  has  only  one  ihi' 
dent  physician  and  inhabitants  vf| 
dependent  for  after-hours  servicrfi# 
emergency  runs  by  MAST,  or  on  f'ry 
transportation.  Provision  of  24-t!jr 
emergency  services  and  recruitrnt 
of  a second  physician  were  citeus 
the  most  pressing  needs  in  the  ho  e- 
to-house  health  survey  conducted  st 
year. 

The  three  R.N.s  will  rotate  st:s. 
keeping  the  Center  open  fron"12 
noon  to  8 p.m.  and  being  on  call  or 
the  other  hours.  They  will  \ rk 
closely  with  patients’  own  physic  ns 
and  will  depend  on  Janet  Ho|e. 
M.D.,  for  physician  back-up.  )r. 
Hodge  will  visit  the  Center  two  ys 
a week.  Emergency  medical  coiul- 
tation  is  also  available  from  Haiv- 
view  Medical  Center  and  West  tat- 
tle General  Hospital. 

The  nurse  practitioners  are  pre  nt- 
ly  receiving  nine  weeks  intenve 
training  at  Harborview,  Virginia  la- 
son  and  Children’s  Orthopedic  ar- 
ranged through  RMP. 

Darrington  Clinic  nurses  haveog- 
ged  600  patient  visits  in  the  firs  wo 
months,  have  delivered  one  baby.ind 
ride  with  the  town’s  ambulance  t 'he 
scene  of  logging  accidents  irthe 
woods. 

GRAD  STUDENTS  JO'I 
W ARMP  FIELD  STAF 

Two  more  graduate  studen  in 
health  science  fields  are  workinc'/ith 
Community  Health  Services  d'ing 
the  summer  months. 

I 

John  Mizukawa,  third-year  st  ent 
in  the  School  of  Dentistry  and  a ad- 
uate  of  Brigham  Young  U.  in  Ut , is 
working  in  preventive  dentist  in 
King  County. 

Phyllis  Sawyer,  second-year  stu- 
dent in  the  School  of  Pharmac^and 
a graduate  of  the  U.  of  Wiscon;i,  is 
working  with  the  Vashon  Island  Faith 
Care  Center. 


|V£  JONES,  R.N.  demonstrates  use  of  a walker  for  nurses  learning 
«7s  of  a Stroke  Nurse  Clinician.  From  left  are:  Louise  Lefebvre  with 
Blard  and  Renton  General  hospitals,  Charlotte  Bull  with  Yakima  Valley 
Wmof/a/  and  St.  Elizabeth  hospitals  in  Yakima,  Miss  Jones  and  Maria 
ijde,  Virginia  Mason. 

bsPITALS  ADD  NURSE  SPECIALIST 


hree  nurses  are  learning  the  spe- 
cij  skills  of  a Stroke  Nurse  Clinician 
dieloped  by  Jane  Jones,  R.N.  in  an 
RiP-funded  project. 

[he  role  of  this  new  nurse  special- 
ises to  provide  assistance  and  liaison 
djing  all  phases  of  stroke  nursing 
c.|3,  which  includes  admission  to  the 
hipital  through  discharge  to  an  ex- 
teded  care  facility  or  home.  She  co- 
olinates  and  follows  the  patient’s 
trjitment  and  long-term  management 
p i with  the  physician,  therapists  and 

0 3rs  in  the  stroke  team. 

he  also  helps  with  home  adjust- 
mits  for  stroke  patients  and  their 
fcjiilies,  and  works  with  visiting 
mses  and  staffs  of  voluntary  health 
3!  ncies  in  providing  care. 

hese  duties  were  defined  during  a 
tv -year  pilot  study  conducted  by 
iVI|S  Jones  in  a project  directed  by 

01  David  Fryer,  neurologist  at  The 
li/'son  Clinic  in  Seattle. 

articipating  nurses  are  Louise 
- 3bvre,  whose  services  will  be 
sired  by  Ballard  General  and  Ren- 
te General  hospitals  in  Seattle; 
Cirlotte  Bull,  who  will  divide  her 
Hu  between  St.  Elizabeth  and  Ya- 
kia  Valley  Memorial  hospitals  in 
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Yakima,  and  Maria  Linde,  who  is  em- 
ployed by  Virginia  Mason  Hospital. 

Hospitals  pay  75%  of  the  nurses’ 
salaries  during  the  first  year  of  train- 
ing and  RMP  pays  the  remainder. 

The  training  program  consists  of  a 
two-week  preceptorship  with  Miss 
Jones,  a rehabilitation  nurse  course  at 
Good  Samaritan  Hospital  in  Puyallup, 
an  advanced  stroke  nursing  course  at 
the  UW  and  frequent  follow-up  visits 
to  the  nurses’  hospitals  by  Miss  Jones 
during  the  year. 

FIVE  ELECTED  TO  RAB 

Five  new  members  were  elected  to 
the  Regional  Advisory  Board  in  June. 

From  Seattle  are:  William  R.  Stone- 
braker,  Director,  Veterans  Hospital; 
and  Derril  D.  Meyer,  administrator. 
King’s  Garden  Senior  Citizen  Com- 
munity. 

From  Alaska  are:  Harry  Porter,  Fair- 
banks businessman  and  George  A. 
Longenbaugh,  M.D.,  Sitka. 

Betty  Cohen,  R.N.,  nursing  super- 
visor, Department  of  Social  and 
Health  Services  in  Olympia, was  also 
elected. 

Jess  B.  Spielholz,  M.D.,  Olympia  re- 
mained on  the  Board  as  a nominee 
from  the  Washington  Division  of  the 
American  Cancer  Society. 

Retiring  members  are:  Isaac  Banks, 
Jack  R.  Cluck  and  Walter  Ricker, 
M.D.,  all  of  Seattle;  Mrs.  Hilda  Rob- 
erts, R.N.,  Spokane  and  Drs.  Walter 
Soboleff  and  William  R.  Wood  of 
Alaska. 


‘MINI-GRANTS’ 

continued  from  page  1 

In  Alaska,  “mini-grants”  made  pos- 
sible: a two-day  workshop  for  individ- 
ual ambulance  operators  on  Emer- 
gency Medical  Planning  to  identify 
problem  areas  in  Southeast  Alaska; 
travel  to  18  Alaskan  hospitals  to  sur- 
vey needs  for  health  sciences  infor- 
mation and  resources;  a 32-hour 
emergency  trauma  training  class  for 
public  safety  service  personnel;  and 
pulmonary  disease  workshops  for 
community  hospital  staffs. 

Other  developmental  projects 
funded  include:  a series  of  chaplains’ 
seminars  throughout  the  state  to  in- 
troduce hospital  personnel  and  com- 
munity chaplains  to  patients’  spiritual 
needs;  provision  of  health-related  ex- 
periences for  Medex  trainees  in  so- 
cial aspects  of  health  care;  produc- 
tion of  a short  film  illustrating  the  ar- 
chitectural problems  of  the  paraple- 
gic; development  of  a continuing  edu- 
cation program  in  all  five  dental  hy- 
gienist programs  in  the  state  to  train 
instructors  to  teach  expanded  skills 
made  possible  by  a new  state  law;  and 
assistance  for  Spokane  Health,  in 
which  the  Spokane  Medical  Society 
will  build  a base  for  an  improved 
health  referral  system. 

NUTRITION,  DENTAL 
PLAN  FOR  MIGRANTS 

Children  of  migrant  workers  in  the 
Whatcom-Skagit  Valley  area  are  re- 
ceiving free  dental  care  in  an  eight- 
week  nutrition  education  program 
which  began  this  June  in  the  Day 
Care  Center  at  Mt.  Vernon. 

Aimed  at  Mexican-American  fam- 
ilies in  three  labor  camps,  the  pro- 
gram involves  about  100  children  be- 
tween the  ages  of  five  and  eight  and 
their  mothers. 

Children,  who  receive  a noon  lunch 
at  the  Center,  have  a 40-minute  daily 
lesson  in  nutrition  and  their  mothers 
have  weekly  hour-long  lessons,  in- 
cluding consumer  education,  in  labor 
camps  in  the  evening.  The  dental  pro- 
gram includes  cavity  prevention  and 
dental  hygiene  as  well  as  treatment. 

The  U.S.  Department  of  Agriculture 
awarded  a grant  to  the  area’s  Rural 
Opportunities  Council.  The  local 
branch  of  Church  Women  United  pro- 
vided additional  funds  and  transpor- 
tation and  counseling  volunteers. 

The  grant  will  also  test  the  use  and 
effectiveness  of  a bilingual  basic  food 
chart,  which  was  developed  by  Chi- 
cane mothers  working  with  W/ARMP. 
RMP  supported  the  proposal  for  grant 
funds  and  laid  the  groundwork  for  it 
with  a preliminary  developmental 
grant. 
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WAMI  EXPANDS  SCOPE 

WAMI,  the  UW  Medical  Schools’  pi- 
oneering program  to  regionalize  edu- 
cation, is  where  the  action  is. 

The  program  received  a $1.5  mil- 
lion dollar  grant  from  the  federal  Bu- 
reau of  Health  Manpower  Education 
in  May,  and  two  more  state  universi- 
ties and  two  community  clinical 
teaching  units  will  participate  this  fall 
in  the  training  of  medical  students. 

First-year  students  will  enter  the  U. 
of  Idaho  in  Moscow  and  Washington 
State  U.  in  Pullman  this  fall  for  the 
first  time.  Here  they  will  take  two  quar- 
ters of  basic  science  and  complete 
their  studies  at  the  UW. 

Nine  students  finished  their  first 
phase  of  training  in  May  at  the  U.  of 
Alaska  in  Fairbanks. 

The  WAMI  plan  also  includes  six 
weeks  of  training  in  family  practice 
clinics  or  with  individual  practicing 
physicians  in  rural  areas. 

Anacortes  physicians  who  will  be- 
gin teaching  WAMI  students  this  year 
are:  Drs.  Harold  R.  Clure,  Thomas  P. 
Brooks,  William  V.  Long  and  James  A. 
Ostiund. 

The  Whidbey  Island  community 
clinical  unit  will  consist  of  Drs.  John 
D.  Teays,  Harry  K.  Bailey,  Mark  L. 
Gabrielson,  Robert  L.  Goetz,  Warren 
B.  Howe,  Larry  E,  Nacht  and  Don  D. 
Purdy. 

The  Family  Medical  Center  in  Omak 
and  the  Yakima  Valley  Clinic  in 
Grandview  were  the  first  participants 
in  the  WAMI  program,  which  even- 
tually plans  to  have  12  clinical  units 
in  Washington,  Alaska,  Idaho  and 
Montana. 


DR.  CHARLES  EVANS,  chairman 
of  the  UW  Microbiology  Dept.,  left, 
made  a point  at  a press  confer- 
ence for  the  Fred  Hutchinson  Can- 
cer Research  Center  last  month  in 
Seattle.  Chief  announcement  came 
from  Sen.  Warren  G.  Magnuson  in 
Washington,  D.C.  that  $5  million 
had  been  officially  released  to 
W/ARMP  to  construct  a regional 
cancer  center  in  Seattle.  William 
B.  Hutchinson,  M.D.,  next  to  Dr. 
Evans,  told  newsmen  that  local 
matching  funds  as  required  by  law, 
were  way  over  the  mark  with  $1,- 
070,000  contributed  to  date.  The 
regional  facility,  which  will  house 
150  cancer  researchers,  will  serve 
as  a focal  point  for  basic  and  clin- 
ical research  in  Washington,  Alas- 
ka, Idaho,  Montana  and  Oregon. 
Right  is  Dr.  Thomas  Car  I He,  direc- 
tor of  radiology,  Virginia  Mason 
Hospital  and  next  to  him  Is  Dr. 
Donal  Sparkman,  RMP  director. 


DENTAL  ASSISTANTS  enable  dentists  to  increase  their  patient  lo 
at  the  Odessa  Brown  Children’s  Clinic  in  Seattle.  Assisting  Dr.  Pel 
Domoto,  dental  director,  are  Claudia  Netterville  from  North  Dakota,  cn 
ter,  and  Glenda  Wilson  from  Alaska.  Both  girls  recently  completed  I 
expanded  duties  course  at  Mt.  Edgecumbe. 


TEAM  DENTISTRY  THRUST  OF  CLINI 


Dr.  Peter  Domoto,  dental  director  of 
the  Odessa  Brown  Children’s  Clinic  in 
Seattle,  is  faced  with  a problem  — too 
many  patients  to  serve  and  not 
enough  dentists. 

A diminishing  Model  Cities  budget, 
which  supports  the  Central  Area  clin- 
ic, adds  to  his  problem. 

He  thinks  one  answer  is  to  expand 
the  capabilities  of  the  two  Clinic  den- 
tists by  utilizing  auxiliary  personnel  to 
the  fullest  that  the  law  allows. 

Recently,  he  added  two  more  den- 
tal assistants  to  his  staff  who  were 
trained  by  the  Alaska  Native  Service 
at  Mt.  Edgecumbe  in  an  “Expanded 
Duties  Dental  Assistant”  course,  one 
of  three  in  the  nation. 

These  specially  trained  girls  may 
enable  the  Clinic  to  double  its  patient 


load  by  September,  said  Dr.  Dome,. 
The  assistants  and  hygienists  ) 
much  of  the  routine  procedures  whii 
frees  the  dentist  to  diagnose  and  tr  t 
more  patients. 

But  Dr.  Domoto’s  problems  are  1 
solved.  Salary  funds  for  the  two  rV 
assistants  will  be  exhausted  at  5 
end  of  this  month.  He  is  hopeful  t|t 
private  and  public  resources  will  cce 
to  his  aid. 

Dr.  Domoto  feels  that  the  teamf- 
fort  in  dentistry  is  the  best  way  to  c e 
with  increasing  patient  loads.  Tfe 
are  10,000  persons  in  the  Clinic’s 
vice  area,  and  currently  the  mon  y 
patient  visits  total  300.  Immediate  (3l 
is  to  concentrate  on  the  3,000  chilcin 
who  are  under  seven  years  of  age 
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EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


Appointments  Made  by  Governor 


Governor  Cecil  D.  Andrus  has  appointed  an  official 
of  the  U.S.  Department  of  Health,  Education  and  Wel- 
fare to  be  administrator  of  the  Idaho  State  Depart- 
ment of  Environmental  Protection  and  Health  (for- 
merly the  State  Department  of  Health)  effective  June 
19.  The  appointee  is  James  A.  Box,  Ph.D.,  35,  pre- 
sently Commissioner  for  the  Community  Services  Ad- 
ministration of  HEW.  The  new  administrator  succeeds 
Terrell  O.  Carver,  who  resigned.  He  will  receive  a 
$31,000  salary,  a sum  that  puts  him  at  the  level  of  the 
university  presidents  and  slightly  above  the  Governor’s 
income.  Before  joining  HEW,  Dr.  Bax  served  as  Secre- 
tary of  Health  and  Rehabilitation  Services  in  Florida. 
Neither  the  Association’s  Public  Health  Committee 


Physicians  Seek 

John  A.  Edwards,  Council,  has  announced  his  can- 
didacy for  a fourth  term  as  State  Representative  from 
District  9A.  A highly  respected  legislator.  Dr.  Edwards 
has  served  on  the  House  Health  and  Welfare  Commit- 
tee, and  as  chairman  of  a subcommittee  working  on 
school  funding.  While  in  the  legislature,  Dr.  Edwards 
has  staffed  the  association’s  legislative  dispensary. 


nor  the  Idaho  Medical  Association  was  contacted  by 
the  Chief  Executive’s  office  for  consultation  prior  to 
the  appointment  of  Dr.  Bax. 

Governor  Andrus  has  announced  the  appointment 
of  Lyle  M.  Stanford,  Ph.D.,  Caldwell,  to  the  State 
Board  of  Health.  Dr.  Stanford  will  fill  the  position 
created  by  the  resignation  of  Mr.  Fred  Humphreys, 
Boise.  Dr.  Stanford  is  a professor  at  the  College  of 
Idaho.  Also  appointed  to  the  Board  was  Miss  Margot 
Tregoning,  Wardner,  a nurse  and  a member  of  the 
Idaho  House  of  Representatives  who  has  announced 
that  she  will  not  seek  re-election. 


Legislative  Posts 

Charles  A.  Terhune,  Burley,  has  announced  he  will 
seek  the  Republican  nomination  for  State  Senator 
from  Legislative  District  No.  26  in  the  August  Primary 
Election.  Dr.  Terhune,  long  active  in  organized  medi- 
cine, retired  from  his  surgical  practice  in  Burley  on 
January  1,  1972.  Dr.  Terhune  is  a past-president  of 
the  Idaho  Medical  Association  and  a former  chairman 
of  the  Idaho  State  Board  of  Medicine. 


Industrial  Medical  Committee  Studies  Fees 


Members  of  the  association’s  Industrial  Medical 
Committee  met  May  12  in  Boise  in  an  effort  to  negoti- 
ate a unit  value  for  a relative  value  study  as  the  basis 
for  payment  of  medical  fees  by  the  Industrial  Accident 
Board.  Sureties  would  agree  to  no  more  than  a $5 
unit.  For  anesthesia,  they  agreed  to  allow  a charge  on 
the  basis  of  12 -minute  increments  rather  than  15- 


minute  increments.  They  also  agreed  to  annual  rene- 
gotiation. The  committee  agreed  to  present  this  pro- 
posal to  the  House  of  Delegates  for  acceptance  or 
rejection.  Members  of  the  committee  are  Russell 
Tigert,  Jr.,  Chairman,  Soda  Springs;  David  W.  Heusink- 
veld,  Lewiston;  Richard  P.  Sutton,  Burley;  Donald  R. 
Bjornson,  Idaho  Falls,  and  Claude  W.  Barrick,  Boise. 
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Graeber  Now  Medical  Education  Director 

Fred  O.  Graeber,  Boise,  who  resigned,  effective 
May  15,  after  five  years  as  Director  of  the  Idaho 
Office  of  the  Mountain  States  Regional  Medical  Pro- 
gram, has  joined  the  Office  of  Higher  Education  of 
the  State  Department  of  Education  as  the  first  Associ- 
ate Director  for  Medical  Education. 


Welcome  New  Members 

The  following  physicians  have  been  elected  to  mem- 
bership in  their  component  medical  societies: 

Ada  County  Medical  Society:  Donald  B.  Sinkey, 
Boise,  transfer  from  the  Oregon  Medical  Association. 

Southwestern  Idaho  District  Medical  Society:  Glen 
E.  Wegner,  Nampa,  and  William  M.  Doyle,  Caldwell. 


Advisory  Board  Members  Chosen 

Seven  physicians  have  been  named  as  a Medical 
Advisory  Board  to  the  Southwest  District  Health 
Department.  They  are:  Eugene  M.  Brown  and  Charles 
P.  Bockenstette,  Nampa;  R.  George  Wolff,  Caldwell; 
Eugene  G.  Carroll,  Payette;  John  A.  Edwards,  Council; 
Richard  J.  Giever,  Weiser;  and  Harmon  E.  Holverson, 
Emmett. 


lAFP  Holds  Annual  Meeting  in  Burley 

The  Idaho  Academy  of  General  Practice  officially 
changed  its  name  to  the  Idaho  Academy  of  Family 
Physicians  at  its  annual  meeting,  April  29,  in  Burley. 

Elected  as  new  officers  of  the  Academy  were. 
President,  Lauren  M.  Neher,  Jerome;  President-Elect, 
Zach  A.  Johnson,  Salmon;  Secretary-Treasurer,  J.  B. 
Marcusen,  Nampa;  Delegates,  American  Academy  of 
Family  Practice,  Harmon  E.  Holverson,  Emmett,  and 
Merrill  J.  Sharp,  Pocatello;  Alternates,  Fred  E.  Mari- 
enau,  Sandpoint,  and  Wayne  F.  Allen,  McCall;  Dele- 
gate, Idaho  Medical  Association,  Lauren  M.  Neher; 
Directors,  A.  E.  Miller,  Jr.,  Blackfoot;  Walter  R. 
Petersen,  Burley ; Sydney  A.  Horrocks,  Pocatello;  Fred 
E.  Marienau,  Sandpoint.  Filling  unexpired  terms  as 
Directors  are  Joseph  W.  Marshall,  Twin  Falls,  and 
James  L.  Hoopingarner,  Boise. 


Personals 

Michael  T.  Phillips,  Twin  F'alls,  has  been  named 
President-Elect  of  the  Idaho  Health  Association.  Mov- 
ing to  the  presidency  this  year  was  Mr.  Merle  Maxwell, 
Boise. 

Miss  Nancy  S.  Ridinger,  Boise,  has  been  appointed 
Executive  Director  of  the  Idaho  Nurses  Association  to 
succeed  Mrs.  Betty  Daley,  who  resigned. 

Victor  H.  Duke,  Ph.D.,  formerly  professor  of  phar- 
macology at  the  University  of  Montana,  has  been 
named  as  the  first  Dean  of  the  School  of  Health 
Sciences,  which  will  come  into  existence  July  1,  1972, 
at  Boise  State  College.  It  is  the  sixth  school  authorized 
by  the  Board  of  Education  at  the  College,  and  will 
assume  responsibility  for  health  occupation  courses 
being  offered. 


Officers  Elected 

New  officers  for  1972-73  in  the  Southeastern  Idaho 
District  Medical  Society  are:  President,  Lloyd  S.  Call, 
Pocatello;  President-Elect,  James  S.  Sullivan,  Pocatello; 
and  Secretary-Treasurer,  E.  Burton  Webb,  Pocatello. 

New  officers  of  the  Idaho  Society  of  Anesthesiol- 
ogists for  1972-73  are:  President,  Robert  D.  Jenkins, 
Boise;  Vice-President,  Lyle  Wonderlich,  Twin  Falls; 
Secretary -Treasurer,  Thomas  D.  Turner,  Boise;  and 
Delegate  to  the  Idaho  Medical  Association,  Robert  D. 
Jenkins. 


Board  of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Board  offices  in  Boise  July  9-1 1, 
1972,  to  consider  licensure  applications,  disciplinary 
matters  and  routine  business.  Dan  E.  Stipe,  Lewiston, 
is  chairman;  G.  Curtis  Waid,  Idaho  Falls,  is  vice- 
chairman.  Other  members  are  Fred  H.  Helpenstell, 
Nampa;  Ben  E.  Katz,  Twin  Falls;  Quentin  L.  Quick- 
stad,  Boise;  John  E.  Rockwell,  Grangeville;  Arthur  S. 
Cudmore,  Boise;  and  Commissioner  of  Law  Enforce- 
ment, Mr.  John  Bender,  Boise. 

Applications  for  renewal  of  licenses  to  practice 
medicine  and  surgery  for  1972-7  3 have  been  mailed. 
A total  of  1,154  physicians,  5 3 osteopaths,  and  61 
physical  therapists  are  registered  with  the  State  Board 
of  Medicine.  Renewal  fee  is  $20. 

Temporary  licenses  were  granted  to  the  following 
physicians  during  May:  Robert  H.  LeBow,  Nampa. 

Graduate,  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  June  14,  1966.  Internship,  U.S.  Pub- 
lic Health  Service  Hospital,  San  Francisco,  1966-67; 
Residency,  U.S.  Public  Health  Service  Hospital,  Nor- 
folk, Virginia,  1967-69;  Johns  Hopkins  Hospital  1971- 
72.  Granted  TL-528,  May  5,  1972.  Preventive 
Medicine  (Community  Health  Clinics). 

William  J.  Farrell,  Boise.  Graduate,  St.  Louis  Uni- 
versity School  of  Medicine,  St.  Louis,  June  3,  1961. 
Internship,  San  Francisco  General  Hospital,  1961-62. 
Residency,  Long  Beach  Veterans  Hospital,  1964-67. 
Granted  TL-529,  May  19,  1972.  Dermatology. 
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Hugh  H.  Worsley,  Sandpoint.  Graduate,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
California,  May  31,  1942.  Internship,  Ravenswood 
Hospital  Medical  Center,  Chicago,  1941-42.  Resi- 
dency, V.  A.  Hospital,  Hines,  Illinois,  1946-48. 
Granted  TL-530,  May  25,  1972.  General  Surgery. 

Steven  M.  Brena,  Lewiston.  Graduate,  Faculty  of 
Medicine  and  Surgery  of  the  University  of  Turin, 
Turin,  Italy,  July  1939.  Internship,  Major  Hospital  of 
St.  John  the  Baptist  and  of  the  City  of  Torino,  1945- 
46.  Residency,  American  Hospital,  Paris,  France, 
1948;  Tacoma  General  Hospital,  Tacoma,  1956-57; 
King  County  Hospital,  Seattle,  1966-67;  University 
Hospital,  Seattle,  1967-72.  Granted  TL-5  3 1,  May  31, 
1972.  Anesthesiology. 

Stephen  C.  Green,  Twin  Falls.  Graduate,  Tulane 
University  School  of  Medicine,  New  Orleans,  May  30, 
1966.  Internship,  St.  Paul  Hospital,  Dallas,  1966-67; 
Residency,  St.  Paul  Hospital,  Dallas,  1967-70.  Granted 
TL-532,  June  3,  1972.  Obstetrics  and  Gynecology. 
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The  negative  power  of  clinically  significant  anxiet 
in  angina  pectoris... 


During  anginal  attacks,  patients  may  suffer  intense 
pprehension.  More  frequently,  however,  they  experience  a 
:ontinuing  sense  of  less  severe  but  nonetheless  dispropor- 


ionate  anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
mportant,  since  undue  emotional  stress  may  precipitate 
I urther  anginal  episodes. 
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idjmictive  Librium  (chlordiazepoxide  HCl)  may  be 
specially  suitable  for  relief  of  clinically  significant 
nxiety  and  emotional  tension  in  anginal  patients 
ecause  of  its  generally  prompt  therapeutic  effective- 
ess  and  wide  margin  of  safety.  In  a recent  double-blind 
andomized  study,*  Librium  (chlordiazepoxide  HCl) 
/^as  administered  for  relief  of  moderate  anxiety  in  20 
nginal  patients  seen  in  office  practice  over  a 20-week 
eriod.  Symptoms  of  emotional  distress  related  to 
nxiety  were  rated  at  base-line,  one  week,  two  weeks 
nd  monthly  thereafter.  Relief  was  obtained  notably 
arly  in  therapy.  The  clinical  results  demonstrated  that 
dbrium  offers  the  coronary  patient  an  antianxiety  drug 
lat,  in  the  author’s  opinion,  is  both  effective  and  safe, 
n general  use,  the  most  common  side  effects  reported 
ave  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
jmmary  of  prescribing  information.) 

Abrium  (chlordiazepoxide  HCl)  is  used  concomitantly 
nth  certain  specific  medications  of  other  classes  of 
rugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
ertensive  agents,  whenever  anxiety  is  clinically  signifi- 
ant.  The  drug  should  be  discontinued  after  anxiety  has 
een  reduced  to  appropriate  levels. 


The  positive  power  of 
adjunctive 

Lihrium' 


(chlordiazepoxide  HCl) 

K)-mg;  25 -mg  capsules 
up  to  100  mg  daily 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {.e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.;  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 


for  moderate 
to  severe  anxiety 
iccompanying  angina  pectoris 


A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50.  ' 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  10th  of  the  month  preced- 
ing date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETRICIAN-GYNECOLOGIST- Board  certified  or 

eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  S36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


GENERAL  PRACTICE  OPPORTUNITY  - Oregon 
coast.  Well  established.  Fully  equipped  office  for  lease  or 
sale.  Retiring  for  health  reasons.  G.  W.  Lemery,  M.D.,  505 
Tomlinson  Road  W.,  Tillamook,  Oregon  97141. 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified 
or  eligible,  wanted  by  July  1,  1972.  Eight-man  multi-specialty 
group  with  excellent  reputation.  Drawing  area  of  65,000,  on 
southwestern  Oregon  Coast.  Good  community  with  fine 
schools,  including  two-year  Junior  College.  Wonderful  out- 
door area,  beaches,  lakes,  boating,  fishing  and  hunting,  with 
mild  year-round  climate.  1 50-bed  hospital  under  construction. 
Attractive  salary  and  benefits;  full  partnership,  two  years  to 
immediate.  Contact  Mr.  W.  P.  Walsh,  Manager,  Bay  Clinic, 
295  S.  10th  St.,  Coos  Bay,  Ore.  97420.  Call  (503)  267-7091 
collect  day  or  evening. 


EXCEPTION  AL  OPPORTUN  ITY  — for  physician  who 

would  like  to  reside  and  practice  in  a rare  and  beautiful  com- 
munity of  800  active,  retired,  happy,  busy  people.  Present 
resident  physician  is  retiring,  leaving  well-equipped  office  and 
well-established  practice.  This  unique  community  is  caUed 
Panorama  City.  It  has  everything  a retired  person  could  desire: 
comfortable,  well-equipped  cottages  and  apartments;  a 106- 
bed  Convalescent  and  Rehabilitation  Center  adjoining  the 
doctor’s  office;  a beautiful  dining  room  serving  buffet  or  to- 
order  food;  lovely  tree-covered  “campus”  with  a nine-hole 
pitch  and  putt  golf  course  and  a lawn  bowling  green;  and  wind- 
ing access  roads.  Some  cottages  have  lake  frontage.  Residents 
are  not  sick  people,  but  active  with  gardening,  games  and 
organized  entertainment.  Retiring  physician  reports  substan- 
tial income.  No  small  children  live  here,  so  practice  would  be 
largely  geriatric.  Well-equipped  pharmacy,  with  licensed 
pharmacist,  near  doctor’s  office.  Panorama  City  must  be  seen 
to  be  believed.  It  is  situated  just  south  of  Lacey,  Washington, 
about  4 miles  north  of  Olympia,  within  two  miles  of  a new, 
modern  general  hospital.  Write  or  telephone  Panorama  City, 
150  Circle  Drive,  Lacey,  Washington  98503.  (206)  456-0111. 
Descriptive  booklet  will  be  furnished,  together  with  all  desired 
information. 


EMERGENCY  ROOM  PHYSICIAN  - Position  available 
in  an  80-bed  JACH-accredited  hospital  in  progressive  Tri- 
Cities  community  of  65,000  in  southeastern  Washington. 
Guaranteed  annual  income,  plus  opportunity  for  private  prac- 
tice in  free  office  facilities  within  hospital.  Other  income 
opportunities  available  also.  Contact  Sister  Albert  Mary  Rebel, 
Administrator,  or  Mark  Campbell,  M.D.,  Chief  of  Staff,  Our 
Lady  of  Lourdes  Hospital,  520  North  Fourth  Avenue,  Pasco, 
Washington  99301.  (509)  547-7704. 


GENERAL  PRACTITIONER  — needed  for  100  Mile 
House,  B.C.  Three  other  G.P.’s  in  small  town  located  200 
miles  north  of  the  border,  serving  lovely  ranching  area.  Con- 
tact Frederick  Gloeckner,  M.D.,  Box  280,  100  Mile  House, 
B.C.,  or  phone  (604)  395-2128,  days. 


THE  PERMANENTE  CLINIC  — Portland,  Oregon,  has 
staff  vacancies  in  allergy,  emergency  room,  internal  medicine, 
obstetrics-gynecology,  and  otolaryngology.  Full  partnership 
after  two  years.  All  facilities  for  the  practice  of  medicine  fur- 
nished. Liberal  insurance  benefits,  including  an  excellent 
retirement  program.  Send  all  details  in  the  first  letter  to: 
Norman  W.  Frink,  M.  D.,  5055  North  Greeley  Ave.,  Portland, 
Oregon  97217. 


GENERAL  PRACTICE  OPPORTUNITY  - To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


FAMI  LY  PRACTICE  —Two-man  partnership  needs  associ- 
ate for  very  busy  office.  Excellent  opportunity  for  one  with 
residency  in  surgery.  Newly  remodeled  clinic  in  Greater 
Seattle  area  with  choice  of  hospital  facilities.  Write  Box  38-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


REAL  ESTATE 


DIRECTOR  OF  NURSING  SERVICE  - 210-bed  com- 
munity hospital.  Expansion  program  recently  completed 
with  post-acute-care  facilities.  This  key  position  immediately 
available.  Hospital  located  in  Pacific  Northwest  community 
of  39,000  near  Seattle  and  Tacoma.  Candidates  must  have 
administrative  experience.  Masters  degree  preferred.  Salary 
negotiable.  Please  send  resume  to  Mr.  R.  W.  Bradley,  Adminis- 
trator, Harrison  Memorial  Hospital,  P.O.Box  2077  — Harrison 
Park  Station,  Bremerton,  Washington  98310. 


SITUATION  AVAILABLE 


PSYCHIATRIST-  31,  married,  completing  military  serv- 
ice July  1973,  desires  position  in  private  practice,  with  associ- 
ate, or  group,  in  Seattle  or  Portland  area.  Excellent  training 
and  references.  Contact  A.  J.  Maletsky,  M.D.,  140  S.W.  146th 
St.,  Seattle,  Wa.,  98166.  Phone  (206)  CH  4-7111,  ext.  69. 


EQUIPMENT 


VERIFAX  CAVALCADE  COPIER  - by  Kodak.  Good 
condition.  SIOO.  Phone  (206)  MA  3-0379,  or  write  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wa.  98121. 


CARDIOVERTER/D.C.  DEFIBRILLATOR  - Ameri- 
can Optical  Model  10760,  purchased  in  1965.  Unit  is  in  excel- 
lent operating  condition.  Will  sell  for  S560.  Contact  Purchas- 
ing Department,  Virginia  Mason  Hospital,  1111  Terry  Avenue, 
Seattle,  Wn.  98101. 
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OFFICE  SPACE 


LAKE  HILLS  MEDICAL-DENTAL  CLINIC-  Medical 

and  dental  suites  in  well-established  clinic  in  populous  com- 
munity east  of  Seattle.  600-,  800-,  and  1200-square-foot 
spaces  available,  with  full  range  of  professional  electric  and 
pneumatic  utilities.  Excellent  location  for  new  practice.  Con- 
tact Mr.  Showers  at  (206)  MA  41 122. 


LEASE  LARGE  SUITE  — in  new,  contemporary,  4-unit 
pro.  bldg.  Close  Woodland  Park  Hospital,  Gateway,  N.E. 
Portland.  1800  sq.  ft.  on  ground  floor,  sep.  entrance,  off- 
street  parking.  Designed  for  2 men  in  orthopedics;  ample  for 
3 men  in  urology,  internal  medicine,  general  surgery,  general 
practice,  etc.  For  appointment,  (503)  227-0820. 


MEDICENTER  BELLEVUE-  next  to  Overlake  Hospital, 
near  Seattle,  has  820  sq.  ft.  office  space  available  now,  and 
1,031  sq.  ft.  medical  office  space  available  October  1.  Call  Mr. 
D.  M.  McAusland,  (206)  GL  4-3335,  or  write  10210  NE  8th, 
Bellevue,  Washington  98004. 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1 037,  Twin  Falls,  Idaho  83301. 


DE  LUXE  MEDICAL  OFFICE  - for  lease.  Attractive 
clinic  near  hospital,  Edmonds,  Washington.  Carpeting,  drapes, 
cabinets,  air-conditioning.  Phone  (206)  778-2205  evenings. 


Oregon  News  continued  from  page  529 

Society  also  developed  an  intra-society  educational 
program. 

OMA/UOjMS  liason  committee  report 

The  report  of  the  OMA-UOMS  Liaison  Committee 
contained  the  recommendation  that  the  OMA  endorse 
the  proposed  Private  Practice  Plan  as  devised  by  the 
Dean  and  faculty  of  the  University  of  Oregon  Medical 
School 

After  considerable  discussion  a motion  was  made, 
seconded  and  passed  to  refer  the  recommendation 
back  to  the  Committee  with  a notation  that  no  formal 
vote  was  taken  on  the  recommendation  but  there  was 
a generally  negative  reaction  to  the  recommendation 
by  the  Board. 
report  of  Board  of  Health 

Edward  Press,  State  Health  Officer,  presented  the 
report  of  the  Board  of  Health.  He  stated  that  surveys 
have  shown  that  physicians  were  not  administering  ru- 
bella vaccine  to  susceptible  postparum  women.  He  said 
that  HI  tests  are  expensive,  and  if  the  results  of  tests 
were  not  stimulating  the  immunization  of  susceptible 
women,  they  would  be  discontinued.  He  also  said  that 
if  rubella  vaccine  were  not  given  to  a susceptible  post- 
partum woman,  and  she  developed  German  Measles 
during  pregnancy,  it  could  be  cause  for  litigation. 


report  of  Oregon  Physicians’  Service 

The  Annual  Meeting  of  the  Board  was  recently 
held  and  new  officers  elected.  They  are:  Leonard 

Hanson,  McMinnville,  Chairman;  C.  H.  Hagmeier, 
Portland,  Vice-Chairman;  and  James  C.  Davies,  Bend, 
Secretary. 

report  of  Woman ’s  Auxiliary 

Mrs.  Bill  Ferguson,  President,  announced  that  the 
bylaws  of  the  Auxiliary  were  amended  so  as  to  con- 
duct the  Auxiliary  Annual  Meeting  in  the  spring, 
including  election  of  officers.  She  also  stated  th^t  the 
Auxiliary  had  purchased  a copy  of  the  VD  film  en- 
titled “A  New  Focus,”  which  will  be  made  available  to 
schools  and  other  groups. 

The  Auxiliary  report  contained  a multiple-choice 
questionnaire  which  Mrs.  Ferguson  asked  Trustees  to 
complete  and  return  to  her,  so  the  Auxiliary  will  have 
a clear  sense  of  direction  in  its  projects. 

new  business 

A motion  was  made,  seconded  and  passed  to  au- 
thorize the  Quality  of  Patient  Care  and  Peer  Review 
Committee  to  invite  Congressman  Al  Ullman  to  ob- 
serve a Peer  Review  meeting  during  the  summer  session 
at  the  discretion  of  the  committee  chairman. 
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women  still  believe  that  a 
i^he  is  a cure-all  for  vaginal 
Stionsand  malodor.  Mother 
daughter  and  the  myth  is 
tttuated. 

&er  cosmetic  products  are  not 
pi  better.  Though  they  may  be 
e;ive  in  some  minor  infections, 
i]:annot  touch  the  real  medical 
Diem,  which  very  often  is 
t()monal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  orctanic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  ilecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  "weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed. The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 

For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts  are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  ot  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl'  (nnetronicjazole) 


(77—71  Manufactured  by  SEARLE  & CO 
I I San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl 

/brand  of  , • • 1 \ 

(metronidazole) 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients:  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis: 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias.  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check:  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car.  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  ma]ority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  heme  \ 
lytic  anemia,  anemia  due  to  blood  loss  including  , » 

occult  G.l.  bleeding,  thrombocytopenia,  pancytoF  K < 
leukemia,  leukopenia,  bone  marrow  depression,  s;  i 
dium  and  chloride  retention,  water  retention  and  edi  j.  i 
plasma  dilution,  respiratory  alkalosis,  metabolic  | d 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  y I 
or  may  not  be  prominent),  petechiae,  purpura  witr ' ( 

thrombocytopenia,  toxic  pruritus,  erythema  node*',  x 
erythema  multiforme,  Stevens-Johnson  syndrome.  i d 
LyelTs  syndrome  (toxic  necrotizing  epidermolysis  'd 
exfoliative  dermatitis,  serum  sickness,  hypersensi  1 
angiitis  (polyarteritis),  anaphylactic  shock,  urticar, 
arthralgia,  fever,  rashes  (all  allergic  reactions  req , 
prompt  and  permanent  withdrawal  of  the  drug),  pr,i 
teinuria,  hematuria,  oliguria,  anuria,  renal  failure  i' 
azotemia,  glomerulonephritis,  acute  tubular  necro* 
nephrotic  syndrome,  bilateral  renal  cortical  neerp 
renal  stones,  ureteral  obstruction  with  uric  acid  c| 
tals  due  to  uricosuric  action  of  drug,  impaired 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  rri  ' 
cle  necrosis,  perivascular  granulomata,  aggravatii.  i 
temporal  arteritis  in  patients  with  polymyalgia  rhe 
matica,  optic  neuritis,  blurred  vision,  retinal  her- 
rhage,  toxic  amblyopia,  retinal  detachment,  heari 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic 
association  of  hyperthyroidism  and  hypothyroidiSi 
(causal  relationship  not  established),  agitation,  c 
fusional  states,  lethargy;  CNS  reactions  associatt 
with  overdosage,  including  convulsions,  euphoria 
psychosis,  depression,  headaches,  hallucination 
giddiness,  vertigo,  coma,  hyperventilation,  insom  , 
ulcerative  stomatitis,  salivary  gland  enlargement,  j 
(B)98-146-800-E  ] 

For  complete  details,  including  dosage,  please  ■ 
lull  prescribing  intormation. 
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IGPOCCS  tablets 

s therapy 

/ith  balanced,  high  potency 
-complex  and  C vitamins, 
lo  odor. 

irtually  no  aftertaste, 
owest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bu. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 1 0 


U Grade  H diabetic  retinopathy  is  revealed 
^ by  the  small  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 
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Whats 

on  your 
patients 
face... 

may  be  more  important  than 
his  chief  complaint 


"he  lesions  on  his  face  may 
)e  solar/actinic  — so-called 
ienile”  keratoses...  and 
hey  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
jsually  can  be  identified  by  the  following  character- 
stics;  the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
jrownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
md  sharply  defined.  They  commonly  occur  as  multiple 
esions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T*  seen  on  3129167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
mrgical  procedures. 


Sequence  of  therapy/ 
electivity  of  response 


After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
srythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6112167,  seven  weeks  after  discon- 
tinuation of  59(-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxy  propyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex^ 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 

/ \ Roche  Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley.  N.J,  07110 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Arbitrary  Insurance  Company  Decisions 


Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

My  hair  bristled  when  I first  read  the  seemingly 
litigation-encouraging  letter  which  Aetna  Life  and 
Casualty  has  been  sending  to  some  of  its  clients.  A 
reasoned  re-evaluation,  however,  suggests  that  Aetna 
has  a legal  right  and  an  economic  interest  in  question- 
ing when  a specific  fee  significantly  “exceed(s)  the 
prevailing  level  of  fees  charged  by  a majority  of  physi- 
cians for  the  procedure  in  question.”  Though  “pre- 
vailing level  etc.”  and  “usual  and  customary  or  reason- 
able” are  not  synonomous  terms,  they  will  be  consid- 
ered so  for  the  sake  of  this  comment.  If  the  patient 
has  the  right  to  question  whether  or  not  a specific  fee 
is  usual  and  customary  or  reasonable  (I  think  that 
most  would  agree  that  he  should  have  that  right),  then 
the  company  which  has  contracted  to  assume  liability 
for  the  fee  may  assume  the  patient’s  rights  through 
the  legal  mechanism  of  subrogation.  The  ultimate 
and  theoretically  most  impartial  arbiter  is  the  court. 
If  the  court  finds  that  the  questioned  fee  is  neither 
usual  and  customary  nor  reasonable,  then  the  patient 
should  not  pay  the  excess.  If  the  court  finds  that  the 
questioned  fee  is  either  usual  and  customary  or  reason- 
able, then  the  patient  and,  therefore,  his  insurer  should 
pay  the  fee.  It  is  irrelevant  whether  it  is  the  patient  or 
the  insurance  company  which  pays  the  court  costs 
and  attorney  fees. 

On  calm  reflection  I realized  that  my  initial  irrita- 
tion with  the  letter  evolved  from  the  totality  of  my 
contacts  with  Aetna  Life  and  Casualty  and  from  the 
innuendo  of  coercion  which  I feel  from  those  contacts. 
Aetna’s  personally  communicated  “inability”  to  pro- 
file certain  common  procedures,  or  its  lack  of  candor 
in  doing  so,  makes  me  question  all  of  the  company’s 
statements.  Aetna’s  statement  that  it  is  Aetna  that 
will  decide  what  treatments  and  services  are  medically 


necessary  or  desirable  and  its  readiness  to  disallow 
patient  reimbursement  for  certain  medical  expenses 
are  self-serving. 

I believe  that  physicians  have  the  right  and  the  duty 
to  protect  patients  and  physicians  from  arbitrary, 
insurance  company  decisions. 

The  physician  should  encourage  his  state  legislature 
to  require  that  a clause  be  written  in  every  health 
insurance  policy  guaranteeing  that  the  insurance  com- 
pany pays  the  court  costs  and  the  patient’s  attorney 
fees  if  the  patient  prevails  in  a suit  against  either  the 
insurance  company  or  the  physician  if  the  issue  is 
whether  or  not  a fee  is  usual  and  customary  or  reason- 
able, or  if  the  issue  is  whether  or  not  a particular 
treatment  or  service  is  reasonably  necessary.  The  legis- 
lature should  allow  a judge,  in  his  discretion,  to  assess 
a small  but  significant  penalty  against  the  insurance 
company  for  the  benefit  of  the  patient  if  he  finds  a 
patent  lack  of  merit  in  the  insurance  company’s  denial 
of  patient  benefits. 

The  physician  regularly  should  ask  his  patients  if 
their  insurance  companies  are  treating  them  fairly.  He 
should  take  an  active  interest  in  determining  the  ele- 
ments of  fair  treatment.  And  he  should  make  himself 
available  without  charge  if  his  patients  sue  insurance 
companies  for  benefits  unjustly  denied  to  them. 

Yours  truly, 

RUSSELL  N.  SACCO,  M.D. 

There  is  widespread  confusion  about  relationships, 
and  confusion  was  apparent  at  the  AMA  meeting  in 
San  Francisco,  in  June,  where  the  issue  created  a great 
deal  of  discussion.  Delegates  from  many  states  re- 
ported objections  to  insurance  company  acts.  It 
seems  likely  that  confusion  has  arisen  because  physi- 
cians have  assumed  relationships  with  insurance  com- 
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Welcome  Doctor^ 

We  have  what  youVe  been  looking  for... 


...medical  building  office  space.  We  know  we 
can  meet  your  needs  because  Careage  specializes 
in  medical  buildings.  Choose  your  facilities  now 
'Tom  several  existing  Careage  professional  centers 
n Bellingham,  Boise,  Vancouver,  Centralia,  Seattle  or 
nany  other  locations  presently  available.  If  we  don't 
lave  the  building  you  want  we  will  design  and  build  to 
5uit  your  personal  and  professional  needs.  Our  total 
package  approach  includes  financing,  design,  con- 
struction and  leasing.  We  even  guarantee  the 
project  price!  For  the  answer  to  your  office 
space  needs  contact  Careage,  the  medi- 
cal facility  specialists. 


Corporation 

Your  one-stop  health  development  professionals 


The  Careage  Corporation 
P.O.  Box  580 


Bellevue,  Washington  98009 
Telephone  (206)  455-4990 
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parties  to  be  similar  to  those  with  Blue  Shield  plans. 
There  is  no  similarity.  Physicians  have  an  agreement 
with  Blue  Shield  to  accept  fees  as  scheduled.  They 
have  no  such  agreement  with  insurance  companies. 
The  relationship  was  outlined  in  the  June  editorial 
that  stimulated  Dr.  Sacco’s  letter.  The  significant 
paragraph  is  repeated  here: 

When  a person  who  is  ill,  injured,  or  distraught 
seeks  the  advice  of  a physician,  or  puts  himself  in  the 


physician's  hands  for  treatment,  each  has  a responsi- 
bility. The  physician  is  responsible  for  providing  the 
best  medical  care  of  which  he  is  capable.  The  patient 
has  an  obligation  to  pay  a reasonable  fee  for  the  care 
provided.  If  the  patient  has  an  agreement  with  an 
insurance  company,  that  agreement  is  not  a legal  basis 
for  concern  of  the  physician  unless  he  also  has  an 
agreement  with  the  insurance  company. 

Ed. 


AMA  Position  Clarified 


Chicago,  Illinois 

Editor,  NORTHWEST  MEDICINE: 

As  requested  by  the  House  of  Delegates,  we  are 
sending  to  you  immediately  a copy  of  the  Substitute 
Resolution  adopted  in  lieu  of  Resolutions  3,  55  and 
105.  These  resolutions  addressed  a claims  processing 
procedure  utilized  in  certain  group  health  insurance 
policies  sold  by  the  Aetna  Life  and  Casualty  Company. 
Under  these  policies,  Aetna  agrees  to  pay  all  or  a 
specified  percentage  of  physician  charges  up  to  a level 
determined  by  the  “prevailing  fee”  for  the  service, 
the  prevailing  fee  having  been  obtained  from  data  in 
Aetna’s  files. 

SUBSTITUTE  RESOLUTION: 

Resolved,  That,  in  contracts  where  benefits  include 
physicians'  fees,  the  AMA  make  it  unequivocally  clear 
that  management,  labor  and  third  party  carriers  shall 
consult  with  duly  constituted  representatives  of  organ- 
ized medicine  before  determining  "usual,  customary 
and  reasonable"  fees;  and  be  it  further 
Resolved,  That  wherever  peer  review  mechanisms 
exist,  it  is  essential  that  third  parties  make  use  of 
them  as  a primary  method  of  resolving  differences 
prior  to  threats  of  litigation;  and,  in  turn,  that  peer 
review  mechanisms  be  utilized  when  dispute  exists 


between  patient,  physicians  and  third  parties  referable 
to  the  quality  of  medical  care  rendered,  professional 
fees  or  the  medical  necessity  for  hospitalization;  and 
correspondingly  that  the  medical  profession  continue 
to  actively  support  the  development  of  peer  review 
mechanisms  where  they  do  not  exist;  and  be  it  further 
Resolved,  That  the  medical  profession  will  not  con- 
done or  tolerate  action  on  the  part  of  any  third  party 
that  would  encourage  or  promulgate  litigation  in  the 
settlement  of  any  such  dispute;  and  be  it  further 
Resolved,  That  all  medical  insurance  carriers  and 
health  plans  be  informed  of  this  policy;  and  be  it 
further 

Resolved,  That  the  Council  on  Medical  Service  meet 
with  representatives  of  Aetna  Life  and  Casualty  Insur- 
ance Company  to  satisfactorily  resolve  the  current 
problem;  and  be  it  further 

Resolved,  That  the  AMA  remind  physicians  that  they 
have  the  right  to  enter  into  prior  agreement  with  pa- 
tients regarding  the  fee  for  services  to  be  rendered. 

Sincerely, 

J.  FRANK  WALKER,  M.D. 

Speaker,  AMA  House  of  Delegates 

TOM  E.  NESBITT,  M.D. 

Vice  Speaker,  AMA  House  of  Delegates 


Scholarly  Correction 


Everett,  Washington 
Editor,  NORTHWEST  MEDICINE: 

There  is  an  article  in  NORTHWEST  MEDICINE,  Vol- 
ume 71,  Number  5,  May  1972  on  page  413  — Bonica 
honored  in  Europe. 

In  the  text  there  is  an  error  in  Latin:  “He  is  the 
first  American  to  have  received  the  degree  of  HONOR- 


EM  CAUSA  from  the  University  of  Siena.”  The  cor- 
rect term  is  HONORIS  CAUSA.  Honoris  is  genitivus 
as  CAUSA  MORTIS  (more  known  in  medical  circles). 

As  NORTHWEST  MEDICINE  is  also  a teaching  jour- 
nal I felt  it  useful  to  call  attention  to  this  observation. 

Cordially, 

IMRICH  BOR,  M.D.,  Ph.D. 
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jhoose  the  topicds 
hat  your  patient- 


s)road  antibacterial  activity  against 
,.usceptibleskin  invaders 
«o\A/ allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 
NcOSPOrin  ointment 

polymyxin  B-bacitracin-neomycin) 

!ach  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 

,inc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
iieomycin  base);  special  white  petrolatum  q.  s. 
n tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  cre. 

polymyxin  B-neomycin-gramicidin)j 

iach  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
inits;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 

■ramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
:ream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
)etrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
X)lyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%| 
nethylparaben  as  preservative, 
n tubes  of  1 5 g. 

'JEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  ia 
mpetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  mav^ 
esult  in  overgrowth  of  nonsusceptibie  organisms  and/or  fungi.  Appreciate 
neasures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
iterature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
leomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind, 
Zontraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  Isl 
jerforated.  These  products  are  contraindicated  in  those  individuals  whoi 
lave  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


SPECIAL  ARTICLE 

Health  Insurance  in  Canada 

H.  D.  ROBERTS,  M.D.,  St.  Johns,  Newfoundland 


H.  D.  ROBERTS,  M.D. 


Q 

kJome  form  of  health  insurance  appears  to  be  inevit- 
able in  your  country'  and  1 am  certain  that  you  have 
much  to  gain  b\'  sharing  our  experiences  in  Canada  in 
developing  a medicare  scheme.  1 am,  therefore,  going 
to  give  you  a thumbnail  sketch  of  health  insurance  in 
Canada  and  the  difficulties  we  have  encountered  in 
making  it  work. 

It  has  not  been  an  easy  time.  There  has  been  sus- 
picion and  antagonism  and  a great  deal  of  misunder- 
standing. As  physicians  who,  like  you,  w’ere  brought 
up  and  educated  in  an  environment  of  free  enterprise 
and  professional  individuality',  we  have  not  found  it 
easy  to  adjust  and  to  reorganize  our  patterns  of 
practice. 

Despite  this,  however,  and  despite  all  the  problems, 
it  would  be  difficult,  if  not  impossible,  to  take  it  away 
from  either  the  public  or  our  profession.  What  I 
should  like  to  do  is  to  describe  to  you  where  we  have 
been,  where  we  are  going,  our  priorities,  and  why  — 
despite  the  many  new  controls  we  have  to  live  with  — 
we  can  feel  optimistic  about  the  future.  But  just  let 


Given  at  the  80th  Annual  Meeting  of  Idaho  Medical  Asso- 
ciation, at  Sun  Valley,  June  30,  1972. 

Dr.  Roberts  is  the  immediate  Past-President  of  the  Cana- 
dian Medical  Association,  having  served  as  President  from 
June  1971  to  June  1972. 


me  set  out  some  ground  rules  so  you  may  better 
understand  our  system,  how  it  differs  from  yours  on 
the  one  hand  and  is  similar  on  the  other. 


"When  I talk  about  medicare  I mean  a com- 
pulsory, universal,  comprehensive  program 
that  provides,  in  most  provinces,  first  dollar 
coverage  for  hospital  and  medical  care  needs 
of  close  to  95  percent  of  our  population." 


Let  me  clarify  one  focal  point  — when  I talk  about 
medicare  I mean  a compulsory,  universal,  comprehen- 
sive progra?n  that  provides,  in  most  provinces,  first 
dollar  coverage  for  the  hospital  and  medical  care  needs 
of  close  to  95  percent  of  our  population. 

Basically,  it  is  divided  into  two  parallel  programs, 
one  dealing  with  hospital  insurance,  the  other  with 
hospital  and  medical  insurance.  These  programs  have 
been  developed  in  Canada  during  the  past  15  years  to 
some  considerable  degree  according  to  the  pilot  pro- 
jects established  by  voluntary  agencies  like  yours.  To 
ensure  that  you  are  able  to  appreciate  the  significance 
of  these  Canadian  developments  and  to  determine  the 
validity  of  comparisons  between  the  United  States 
and  Canada,  1 believe  it  necessary  that  we  briefly  re- 
view Canadian  medical  traditions  and  Canadian  legisla- 
tion on  both  a national  and  provincial  basis  as  they 
pertain  to  the  field  of  medical  care  and  health  services. 

In  Canada,  the  private  practice  of  medicine,  in 
hospital  and  out,  had  traditionally  been  performed  on 
a fee-for-service,  private  enterprise  basis.  There  are 
some  e.xceptions.  In  my  home  province  of  Newfound- 
land, for  example,  we  have  inherited  a system  of 
salaried  physicians  who  provide  medical  care  in  spar- 
sely populated  areas.  In  all  provinces  those  physicians 
providing  diagnostic  services  in  hospitals  usually  work 
on  a contractual  basis.  Some  work  on  a salary,  others 
on  a percentage  of  income,  and  some  on  a fee-for- 
service  basis,  but  all  have  specific  contracts  with  their 
own  hospitals.  As  well,  physicians  providing  medical 
care  in  institutions  for  the  treatment  of  tuberculosis 
and  mental  illness  usually  work  on  a salary  basis. 

Our  hospitals  are  almost  all  public  general  hospitals 
rather  than  proprietary  or  private  institutions.  Tradi- 
tionally all  levels  of  government  — municipal,  federal 
and  provincial  — have  made  substantial  contributions 
to  the  cost  of  hospital  construction  and  maintenance. 
Nonetheless,  in  the  pre-1957  era,  hospitals  were  al- 
ways hard-pressed  to  finance  mounting  deficits.  Care 
of  the  indigent  had  become  very  costly  and  some 
municipalities  were  less  munificent  than  others. 
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Canada  is  a federation  of  provinces,  very  similar  in 
character  to  your  federation  of  states.  Certain  fields 
of  interest  are  reserved  for  provincial  authority  and 
others  are  the  sole  responsibility  of  the  federal  govern- 
ment. Health  has  always  been  a provincial  responsibil- 
ity. However,  because  provincial  revenues  have  not 
been  sufficient  to  meet  increasing  expenditures,  fed- 
eral financial  assistance  in  the  health  field  was  courted 
by  most  provinces. 

Today,  in  Canada,  almost  all  citizens  in  all  ten  prov- 
inces are  covered  for  basic  ward  care  by  a comprehen- 
sive plan  of  hospital  care  insurance  initiated  and  sub- 
stantially financed  by  the  federal  government  but  ad- 
ministered by  the  respective  provincial  governments. 
The  extent  of  coverage  varies  slightly  from  province 
to  province  but  basically  approximates  that  previously 
provided  by  Blue  Cross,  with  these  important  differ- 
ences — there  are  no  waiting  periods  and  no  restric- 
tions on  cost  of  drugs  or  length  of  stay  other  than 
medical  necessity. 

This  program  is  financed  by  a pooling  of  federal 
and  provincial  funds.  The  hospitalization  program 
was  initiated  by  a liberal  government  and  implemented 
by  a conservative  government.  It  has  won  wide-scale 
public  approval.  The  legislation  was  the  subject  of  an 
extended  debate  in  parliament  and  it  is  worthy  of  note 
that  the  majority  of  the  adverse  comments  related  to 
the  inadequacy  of  the  benefits  proposed.  The  bill  was 
finally  adopted  without  a dissenting  vote. 

Attitude  of  the  hospitals  is  favourable.  The  Cana- 
dian Hospital  Association,  with  some  minor  reserva- 
tions, is  on  record  as  approving  the  program.  Most 
doctors  consider  that  it  is  a wholly  desirable  develop- 
ment that  is  of  the  utmost  assistance  to  their  patients 
and  that  materially  aids  the  practice  of  medicine. 

This  is  the  history  of  our  hospital  insurance  pro- 
gram. The  introduction  of  medicare  was  more 
traumatic. 

Most  of  you  will  remember  the  confrontation  in 
Saskatchewan  in  1962  when  the  government  tried  to 
introduce  a medicare  program  that  would  have  reduced 
members  of  our  profession  to  the  status  of  civil  serv- 
ants. The  stubborn  resistance  of  our  Saskatchewan 
confreres  resulted  in  a compromise  that  allowed  each 
doctor  to  decide  whether  he  wished  to  work  within 
the  program  or  whether  he  wished  to  deal  directly 
with  his  patients.  This  hard-won  principle  established 
a pattern  for  each  province  once  the  Canadian  govern- 
ment formalized  a national  program  of  medicare.  The 
sole  exception  was  Quebec  and  this  set  the  stage  for 
the  confrontation  in  that  province  in  1970.  Our  Que- 
bec colleagues  did  not  win  their  point.  A combination 
of  very  unfortunate  local  circumstances  suggested  to 
them  that  they  must  return  to  their  practices  to  assist 
in  ensuring  the  health  and  safety  of  their  patients. 
While  some  improvements  in  their  program  resulted 
subsequently,  it  is  nonetheless  the  only  province  in 
Canada  where  a physician  is  virtually  forced  to  prac- 
tice under  the  program.  If  he  chooses  to  work  outside 
the  program,  he  may  bill  his  patients  but  the  patient 
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is  unable  to  obtain  reimbursement  from  the  health 
insurance  program. 

Quebec  is  an  e.xception  in  this  respect.  In  every 
other  province  in  Canada,  the  physician  has  the  right 
to  work  within  or  without  the  program.  If  he  chooses 
to  work  outside,  he  may  bill  his  patients  and  the 
patients  will  be  reimbursed  by  the  provincial  plan  at 
the  same  level  of  payment  as  would  have  been  made  if 
the  physician  had  been  working  within  the  program. 
There  are  no  private  insurance  programs  covering  the 
basic  health  services  though  these  companies  do  pro- 
vide coverage  for  additional  services  over  and  above 
the  primary  plans. 

Having  won  this  right  in  all  provinces  except 
Quebec,  I must  admit  that  relatively  few  doctors 
choose  to  work  outside  the  medicare  plans.  Guaran- 
teed payments  and  minimal  collection  costs  make  it 
attractive  for  physicians  to  submit  all  their  accounts 
to  the  provincial  medicare  commissions  and,  in  most 
instances,  to  accept  the  plan  payment  as  payment  in 
full  for  their  services.  The  number  of  doctors  who 
work  outside  the  plan  varies  from  province  to  prov- 


"In  British  Columbia,  with  a total  physician 
population  of  more  than  3,000,  there  are  three 
doctors  currently  working  outside  the  plan." 


ince.  In  British  Columbia,  with  a total  physician  pop- 
ulation of  more  than  3,000,  there  are  three  doctors 
currently  working  outside  the  plan  on  their  own  voli- 
tiofrr  In  my  owm  province,  about  a dozen  doctors 
choose  to  bill  their  patients  directly  out  of  a total  of 
170  practising  physicians.  In  other  provinces,  this 
proportion  will  vary  between  three  and  seven  percent 
of  the  medical  population.  I would  point  out,  how- 
ever, that  the  right  to  opt  out  of  the  program  is  jeal- 
ously regarded  as  an  important  right  for  doctors,  even 
by  those  who  currently  choose  to  submit  all  their 
accounts  directly  to  the  paying  agency. 

.Medicare  plans  in  Canada  provide  a broad  range  of 
coverage  on  a first  dollar  basis.  The  only  exclusions 
are  some  types  of  cosmetic  surgery,  insurance  examin- 
ations, pre-school  examinations,  etc.  In  general,  there 
is  no  barrier  to  a patient  receiving  medical  care  if  and 
when  he  or  she  desires  to  seek  the  attention  of  a doc- 
tor. In  other  words,  the  discussion  of  finance  between 
doctor  and  patient  is  removed. 

Some  problems  have  arisen  as  a result  of  medicare 
and  I should  like  to  quote  from  my  own  inaugural 
address  as  President  of  the  Canadian  Medical  Associa- 
tion in  June  1971. 

“Medicare,  now  nationally  instituted  in  Canada,  has  led  to 
problems  of  operation,  but  who  will  deny  that  it  has  been  a 
great  benefit  to  our  citizens?  We  entered  it  in  our  provinces 
with  a fee  schedule  not  designed  for  total  payment,  or  even 
90  percent  of  it.  As  a result,  medical  incomes  have  increased 
considerably  and  with  great  disparity  in  our  various  disciplines. 

“Inequities  of  incomes  between  different  specialty  groups 
pose  problems  tbat  the  profession  itself  must  solve.  In  pre- 
medicare days,  fee  schedules  were  designed  to  provide  an 


adequate  income  for  physicians  after  taking  into  account  the 
uncollectable  bad  debts  and  ward  (or  indigent)  work.  The 
proportion  of  bad  debts  varied  widely  from  one  province  to 
another.  Let  me  explain: 

“All  of  our  provinces  had  some  coverage  by  private  insur- 
ance (Blue  Cross,  etc.).  However,  there  were  others,  in  addi- 
tion to  our  indigents,  who  could  pay  for  house  or  office  calls 
and  some  minor  procedures  but  who  could  not  afford  to  pay 
for  major  surgery  or  catastrophic  illness.  They  are  “the  medic- 
ally indigent.”  Therefore,  fee  schedules  were  designed  so  that 
sp>ecialists  (especially  those  in  general  surgery  and  its  subdivi- 
sions) could  obtain  an  adequate  income  from  those  who 
could  pay  — the  Robin  Hood  Principle.  I should  mention  that 
fee  schedules  — the  suggested  rates  for  specific  procedures  — 
have  traditionally  been  worked  out  separately  by  each  pro- 
vincial medical  association.  Since  the  advent  of  medicare 
these  schedules  have  been  developed  in  consultation  with  the 
government  health  services  agency,  and  often  on  a basis  of 
appropriate  cost  of  living  or  wages  and  salaries  indices. 

“The  introduction  of  medicare  completely  eliminated  bad 
debts  as  well  as  covering  payment  for  services  to  the  “medic- 
ally indigent”  and  indigent.  As  a result,  the  incomes  of  my 
surgical  colleagues  have  risen  at  a much  faster  pace  than  those 
of  general  practitioner  and  other  medical  specialists.  The  in- 
equities which  result  can  only  be  corrected  by  the  profession, 
but  must  be  corrected  to  ensure  fair  treatment  for  all  our 
doctors. 

“Perhaps  one  of  the  most  significant  and  obvious  effects 
of  this  health  care  revolution  has  revolved  about  the  relation- 
ships between  government  and  the  medical  profession.  I don’t 
exaggerate  when  I say  that  these  relationships  have  been  vol- 
canic at  times.  Tbe  introduction  of  universal  medical  care 
insurance  has  had  quite  a dramatic  effect  on  physicians’  in- 
comes in  this  country. 


"We  are  concerned  that  governments  have 
tended  to  use  the  profession  as  a scapegoat." 


“We  have  been,  and  are,  concerned  that  governments  have 
tended  to  use  the  profession  as  a scapegoat.  They  failed,  de- 
spite many  warnings  by  us,  to  anticipate  the  financial  conse- 
quences of  universal  first-dollar-coverage,  medical-care  insur- 
ance. The  methods  of  financing  they  have  utilized  — over- 
whelmingly from  general  tax  revenues  — have  aggravated  the 
increase  of  cost  and  at  the  same  time  have  made  it  more  dif- 
ficult for  governments  to  raise  the  money  necessary  to  finance 
the  programs  they  initiated. 

“Similarly,  we  don’t  like  some  of  the  tactics  used  to  keep 
the  profession  in  line,  such  as  the  public  disclosure  of  gross 
payments  made  to  physicians  from  medical  care  insurance 
programs.  Disclosures  have  served  little  or  no  useful  purpose. 
Treatment  of  this  information  by  the  mass  media  has  led  the 
general  public  to  believe  the  figures  quoted  are  the  take-home 
pay  of  physicians  in  Canada.  Is  it  any  wonder  that  the  general 
public  bas  reacted  unkindly  to  information  that  led  them  to 
believe  the  take-home  pay  of  physicians  often  exceeded 
$100,000  to  $200,000  per  year? 

“In  some  provinces  the  governments  have  decided  they 
have  a right  to  tell  us  what  we  should  be  earning  in  respect  to 
our  various  specialties.  “High  earners  and  inequities”  have 
become  favorite  government  terms. 

“1  consider  the  great  income  disparities  between  various 
segments  of  our  profession  to  be  matters  of  the  highest  prior- 
ity. I realize  there  is  considerable  risk  that  we  might  be  ac- 
cused of  being  obsessed  with  matters  of  finance,  for  some- 
times it  seems  that’s  our  favorite  subject.  Make  no  mistake, 
we  are  being  watched,  and  we  are  being  judged.  Tbe  way  we 
handle  ourselves  during  this  period  of  transition  will  reflect  on 
the  profession  for  a very  long  time. 

“The  advent  of  medicare  forced  major  changes  upon  the 
way  we  practice  and  upon  our  relationships  with  our  patients. 
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Whether  we  like  it  or  not  we  will  have  to  learn  to  live  with  the 
system  — a system  which  simply  will  not  allow  the  kind  of 
abuses  I referred  to  when  I spoke  of  the  need  to  curb  the 
unsupportably  high  earnings  of  some  physicians. 

“I  believe  now,  as  1 have  said  many  times,  that  the  over- 
whelming majority  of  physicians  earn  every  damned  nickel 
they  get,  but  I also  believe  we  must  be  realistic  enough  to 
accept  the  fact  that  fee  schedules  devised  in  another  era,  for 
another  purpose,  are  inadequate  for  our  present  system. 


"A  fee  schedule  that  perpetuates  the  growing 
gap  in  incomes  between  the  dedicated,  hard- 
working physicians  at  the  bottom  end,  and  the 
specialists  at  the  top,  cannot  be  tolerated." 


“A  fee  schedule  that  only  perpetuates  the  growing  gap  in 
incomes  between  the  dedicated,  hard-working  physicians  at 
the  bottom  end,  and  the  specialists  at  the  top,  cannot  be 
tolerated.  Tbe  public  won’t  tolerate  it,  and  neither  can  we. 

“The  whole  problem  of  earnings  is  a distressing  one  to  us. 
That  is  why  I commend  our  provincial  medical  associations 
for  wrestling  so  tenaciously  with  it. 

“It  has  required  more  than  a little  courage  to  take  some  of 
the  actions  you  have  taken.  But  I must  emphasize  that  medi- 
care has  forced  us  all  to  live  in  glass  houses.  The  way  we  prac- 
tice, the  way  we  conduct  our  affairs,  are  more  than  ever  open 
to  public  scrutiny.  But  this  is  as  it  should  be  — like  it  or  not. 
When  we  fight  amongst  ourselves,  especially  over  matters  of 
income  and  fee  schedules,  we  can  expect  little  sympathy  from 
persons  that  make  considerably  less  money  than  we  do ! 

“I  believe  the  public  and  tbe  government  also  have  a re- 
sponsibility to  realize  that  we  are  going  through  a major  trans- 
ition and  we  have  problems  to  sort  out,  changes  to  make,  if 
we  meet  these  responsibly.  I believe  we  will  merit  the  support 
of  the  public  and  thus  we  will  be  allowed  to  follow  through. 

“If  not,  and  we  continue  to  be  characterized  as  squab- 
bling, money-hungry  mercenaries,  rather  than  dedicated,  hard- 
working healers  trying  to  do  a difficult  job,  then  we  had  bet- 
ter get  prepared  for  losing  what  little  remains  of  control  over 
our  own  practices. 

“Probably  more  than  any  issue  in  the  past  year,  the  cost 
of  health  care  has  plagued  our  profession  and  most  of  our 
deliberations.  There  is  no  question  that  the  cost  of  health 
care  is  high.  Too  high?  We  can’t  determine  that.  The  public 
must.  The  public  knows  what  it  wants  to  pay  in  return  for 
what  it  receives. 

“But  our  priority  in  this  health  cost  debate  is  to  control 
that  which  we  have  the  power  to  control.  We,  as  physicians, 
must  determine  more  accurately  what  costs  we  do  generate, 
how  we  can  tighten  up  on  these  costs,  and  ultimately  give  the 
public  the  best  return  for  its  money. 

“We  do  have  a responsibility  in  health  costs  but  so  do 
others.  So  do  you,  so  do  hospitals,  so  does  the  public.  Let’s 
not  put  all  the  blame  on  any  one  of  these  sectors,  but  let’s  put 
things  in  perspective. 

“Let’s  consider  this  example  — it’s  not  only  independent, 
individual  doctors  whose  costs  are  rising.  Government  too  is 
responsible  for  its  own  doctors’  incomes,  and  these  are  rising 
faster  than  are  the  net  incomes  of  men  in  the  field.  Is  this 
wrong?  I won’t  make  that  judgment  — but  I suggest  we  con- 
sider that  well  before  branding  the  physician  whose  time  is 
devoted  to  patients  as  the  sole  culprit  in  our  cost  rise.  Again, 
let’s  keep  things  in  perspective.’’ 

Some  of  you  in  the  United  States  may  feel  that  our 
problems  are  overwhelming.  Others  may  feel  that  we 
should  be  classified  as  silent  socialists  who  quietly 
acquiesce  to  government  demands.  The  truth  is  some- 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


• When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam) 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually ' 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


Valium*  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 

Dosage:  Individualize  for  maximun 
beneficial  effect.  Adults:  Tension,  anxiet 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to 
2^2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 
(See  Precautions.)  Children-.  1 to  2^2  mf 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 
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where  in  between.  We  must,  however,  measure  our 
successes  or  failures  within  the  area  that  is  politically 
possible  to  attain. 


"I  must  refer  to  certain  basic  differences  in 
governmental  power,  policy  and  function  be- 
tween your  country  and  mine." 


To  explain  this  statement,  I must  refer  to  certain 
basic  differences  in  governmental  power,  policy  and 
function  between  your  country  and  mine.  In  Canada, 
a government  is  elected  to  power  when  it  secures  a 
working  majority  of  elected  representatives  in  the 
legislature.  It  has  a maximum  tenure  of  office  (unless 
re-elected)  but  has  no  minimum.  The  life  of  the  gov- 
ernment ceases  when  it  fails  to  command  a majority 
to  support  any  government-sponsored  bill.  In  theory, 
any  member  of  the  House  can  propose  legislation. 
In  practice,  however,  any  but  the  most  innocuous  bill 
must  be  government-sponsored  to  obtain  a majority 
vote.  This  tradition  is  ensured  by  the  application  of  a 
stringent  form  of  party  discipline.  To  vote  against 
your  party  is  tantamount  to  political  suicide. 

This  places  the  real  power  of  Parliament  in  the 
hands  of  the  Cabinet  which  bears  only  a superficial 
resemblance  to  your  Executive  Branch.  Each  cabinet 
member  is  an  elected  member  of  Parliament  and,  with 
rare  exception,  he  has  obtained  his  post  because  he  is 
an  important  and  influential  member  of  his  party.  The 
Cabinet,  in  effect,  operates  as  would  the  board  of 
directors  of  a large  corporation,  with  this  important 
difference:  It  refers  measures  which  it  chooses  to 

sponsor  to  a caucus  of  its  elected  supporters  to  gauge 
the  political  implications,  and  then  by  party  disci- 
pline ensures  a majority  vote  to  enact  the  necessary 
legislation. 

This  system  of  government  has  worked  well  in 
Britain  for  many  centuries.  It  ensures  that  the  elected 
government  can  carry  out  the  mandates  given  by  the 
majority.  It  does  not  necessarily  mean  that  the  process 
produces  the  right  answer.  It  does,  however,  produce 
the  answer  that  is  acceptable  to  most  people. 

This  political  process  resulted  in  the  introduction 
of  hospital  insurance  and  medicare  because  most  of 
the  public  obviously  wanted  these  legislative  programs. 
Doctors  are  obviously  a minority  group  that  could 
not  influence  the  overall  deeisions.  We  have,  however, 
been  reasonably  successful  to  date  in  influencing  the 
design  of  the  programs  to  minimize  the  problems 
which  result. 

The  medical  profession  in  Canada  is  proud  of  its 
record  of  cooperation  with  Government  in  implement- 
ing these  programs  of  real  service  to  the  public.  How- 
ever, the  attitude  of  medicine  in  the  future,  as  in  the 
past,  must  be  to  guide  developments  to  ensure  that 
the  application  of  insurance  techniques  does  not  result 
in  a deterioration  of  the  quality  of  medical  care  or 
interfere  with  the  progress  in  medicine  which  has 
meant  so  much  to  the  profession  and  the  public  alike.* 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Bactocill 

(sodium  oxacillin) 

'capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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GENERAL  NEWS 


Report  of  AMA 

C) f the  many  events  during  the  AMA  meeting  at 
San  Francisco  there  were  three  of  major  interest,  all 
during  meetings  of  the  House  of  Delegates,  and  one  of 
minor  interest  because  it  didn’t  happen.  The  minor 
interest  concerned  the  kind  of  demonstration  that  has 
been  evident  at  AMA  meetings  in  recent  years.  This 
time  there  was  a parade  of  sorts,  but  no  interference 
within  the  Hilton  Hotel.  Demonstrations  seem  to 
have  gone  out  of  style  in  San  Francisco. 

The  most  interesting  event  was  a program  arranged 
by  the  Auxiliary,  noting  the  fiftieth  anniversary  of  its 
founding.  Appropriately  introduced  by  Mrs.  G. 
Prentiss  Lee,  Auxiliary  President,  of  Portland,  it  was  a 
talk-song-slide  show,  picking  up  events  and  scenes 
from  1922  to  the  present.  Theme  song  was  “Open  a 
New  Window.”  Three  projectors  were  used,  filling 
three  sections  of  a wide  screen,  and  the  scenes  ap- 
peared rapidly  in  random  order.  This  portion  of  the 
program  was  followed  by  introduction  of  many  past 
presidents  of  the  Auxiliary  and  many  past  presidents 
of  AMA.  Mrs.  Lee  then  presented  an  Auxiliary  con- 
tribution of  $740,388  to  the  Education  and  Research 
Foundation,  bringing  the  total  of  such  gifts  to 
$5,487,399.  The  Sheen  award,  in  recognition  of  out- 
standing contributions  to  medicine,  was  presented  to 
Paul  Dudley  White.  He  received  a plaque  and  check 
for  $10,000. 


Annual  Meeting 

The  other  two  events  were  of  special  interest 
largely  because  highly  emotionally  charged.  Both 
resulted  from  introduction  of  resolutions.  There  were 
three  resolutions  concerning  the  attitude  of  Aetna 
Life  and  Casualty  Company.*  When  discussion  opened 
in  reference  committee  there  was  a long  line  waiting 
at  the  microphones  for  more  than  an  hour  as  delegate 
after  delegate  complained  bitterly  about  the  interfer- 
ence with  physician-patient  relationships.  Officers  of 
the  insurance  company  were  present.  One  read  a long 
statement  that  was  ignored  and  forgotten  in  the 
heated  comment  that  followed.  The  reference  com- 
mittee brought  a revised  and  softened  resolution  to 
the  floor,  but  even  this  did  not  satisfy  the  delegates, 
and  again  an  hour  or  more  was  taken  for  discussion 
and  for  consideration  of  several  substitute  resolutions. 
The  amended  resolution  that  finally  passed  did  not 
name  Aetna  but  placed  the  AMA  firmly  in  opposition 
to  any  third  party’s  promotion  or  support  of  litigation 
over  a disputed  bill.  The  resolution  also  called  atten- 
tion to  existing  mechanisms  for  settling  such  disputes 
fairly  and  amicably. 

The  third  event,  also  resulting  from  a resolution 
touching  sensitive  nerves,  was  stimulated  by  a resolu- 


* Editorial,  Aetna  attempts  to  control  physicians’  fees, 
Northwest  Med  71:452-453,  June  1972. 


Presenting  the  Thomas  G.  Sheen  Award  to  Paul  Dudley  White, 
center,  are  Wesley  W.  Hall,  AMA  president,  and  Carl  A.  Hoffman, 
AMA  president-elect. 


As  a tribute  to  the  Woman’s  Auxiliary’s  50th  anni- 
versary, Wesley  W.  Hall,  AMA  president,  presents  a 
commemorative  plaque  to  Mrs.  G.  Prentiss  Lee, 
Auxiliary  president. 
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I 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
jOpen  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

iContains;  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension: 
jalso  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-; 
abate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


tion  that  would  have  put  AMA  on  record  as  favoring 
gun  control  legislation.  This,  too,  took  a great  deal  of 
time  in  reference  committee  and  on  the  floor.  It  was 
rejected,  in  spite  of  a fervent  appeal  for  it  by  Milton 
Helpern,  of  New  York.  Oddly,  and  perhaps  out  of 
respect  for  his  many  contributions  as  a forensic  path- 
ologist, no  one  pointed  out  the  failure  of  the  Sullivan 
Law  that  has  not  stopped  the  kind  of  crimes  Dr. 
Helpern  referred  to  as  occurring  repeatedly  in  New 
York. 

The  news  media,  as  could  have  been  anticipated, 
made  much  of  another  resolution  of  considerable 
interest.  It  called  for  legalization  of  marijuana  but 
the  premature  announcement  about  AMA  approving 
use  of  marijuana  was  not  confirmed  when  the  dele- 
gates passed  a statement  that  production,  sale,  and  use 
of  the  drug  could  not  be  condoned.  The  statement, 
however,  recommended  that  possession  of  insignificant 
amounts  should  not  brand  the  possessor  as  a criminal. 

The  House  established  a policy  of  not  recommend- 
ing employment  of  physicians’  assistants  in  hospitals, 
stating  that  physicians’  assistants  should  be  directly 
responsible  only  to  physicians  and  should  work  under 
the  supervision  of  physicians. 

To  the  accompaniment  of  many  witty  remarks,  the 
House  passed  a resolution  discouraging  smoking  during 
its  sessions.  A few  rugged  individualists  continued  to 
smoke  in  spite  of  the  ban. 

AMA  structure  was  given  considerable  attention. 


A resolution  endorsing  the  organization  as  a federa- 
tion, with  delegate  representation  proportionate  to 
membership,  was  adopted.  The  Council  on  Long 
Range  Planning  and  Development  was  instructed  to 
investigate  methods  for  obtaining  more  input  from 
specialty  societies.  Vote  on  terms  of  office  of  trustees 
was  deferred  until  the  1972  clinical  session. 

Much  to  his  credit,  Wesley  Hall,  in  retiring  from  the 
presidency,  dropped  his  unpopular  demand  for  a con- 
stitutional convention  and  reorganization.  In  his  ad- 
dress to  the  House  he  recommended  careful  study  of 
manpower  needs,  better  liaison  with  medical  schools, 
a national  speakers’  bureau,  improved  liaison  with 
constituent  and  component  societies,  and  a report  of 
membership  from  states  at  intervals  of  four  months. 
Opinions  vary,  but  many  of  the  delegates  seemed  to 
feel  that  the  changes  he  sought  will  be  achieved  by 
orderly  development  without  the  upheaval  that  would 
have  occurred  following  a convention. 

Participants  in  the  scientific  program  included; 
Frank  Perlman,  Clifford  V.  Allen,  Joseph  B.  Trainer, 
Rogers  J.  Smith,  Clarence  V.  Hodges,  and  Howard  P. 
Lewis,  Portland;  L.  Donald  Bridenbaugh,  King  K. 
Holmes,  Paul  J.  Wiesner,  H.  Hunter  Handsfield,  Robert 
E.  Kellum,  John  E.  Stewart,  Donald  R.  Gunn,  Julian 
S.  Ansell,  and  J.  Tate  Mason,  Seattle;  and  Paul  H. 
Daines,  Montpelier,  Idaho. 

Participants  in  the  scientific  exhibits  included: 
H.  Rowland  Pearsoll,  Edward  H.  Morgan,  Richard  H. 


Featured  on  the  14th  Annual  AMA-ASHA  Program  on  School  Health  Sunday  evening  were,  from  left,  Morris  E.  Chafetz, 
National  Institute  of  Alcohol  Abuse  and  Alcoholism;  Carl  A.  Hoffman,  AMA  president-elect;  Leonard  Jacobson,  Eugene, 
Oregon;  Vernelle  Fox,  Long  Beach  General  Hospital,  Long  Beach,  California;  and  Hester  Bland,  HsD,  president-elect, 
American  School  Health  Association. 
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This  year’s  donation  of  the  Woman’s  Auxiliary  to  AMA’s  Education  and  Research  Foundation  was  $740,388.  Waiting  to 
accept  the  check  at  the  opening  session  of  AMA’s  House  of  Delegates  from  Mrs.  G.  Prentiss  Lee,  Auxiliary  president,  was 
John  M.  Chenault,  right,  AMA-ERF  president. 


Winterbauer,  Kenneth  R.  Wilske,  Robert  Kellum, 
Frank  Parker,  Robin  R.  Johnston,  R.  C.  K.  Higgins, 
Gale  E.  Thompson,  G.  Hugh  Lawrence,  T.  Ghavamian, 
Robert  E.  Stack,  James  B.  Maclean,  Roy  J.  Correa, 
Willis  J.  Taylor,  J.  Tate  Mason,  and  Robert  P.  Gibbons, 
Seattle;  Charles  T.  Hotter,  Josef  Rosch,  and  Arthur  J. 


Seaman,  Portland;  and  Ralph  L.  Epstein,  Tacoma. 

Among  officers  of  the  section  councils  were:  John 
Arthur  May,  Edward  Press,  Rogers  J.  Smith,  and  J. 
Scott  Gardner,  Portland;  and  Paul  P.  VanArsdel,  Jr., 
Clarence  Pearson,  James  R.  McCarroll,  and  Harold  T. 
Dodge,  Seattle. 


Oregon  Executive  Named  Chairman 


Mr.  Robert  H.  Eisner,  Portland,  executive  director 
of  the  Multnomah  County  Medical  Society,  has  been 
named  1972-7  3 chairman  of  the  Continuing  Educa- 
tion Committee  of  the  American  Association  of  Medi- 
cal Society  Executives,  a national  organization  of 
nearly  500  executives  of  local,  state  and  national 
medical  organizations. 

Mr.  Eisner  has  served  on  the  AAMSE  Board  of 


Directors  for  the  past  four  years.  In  his  capacity  as 
chairman  of  the  Continuing  Education  Committee, 
he  will  be  responsible  for  various  educational  seminars 
for  medical  society  executives.  These  include  regional 
meetings,  a New  Medical  Executives  School  held  each 
spring  in  Chicago,  an  annual  Senior  Medical  Executives 
Conference,  and  graduate  and  business  seminars  prior 
to  the  June  197  3 AMA  convention  in  New  York. 


Genetic  Disease  Study  Center 


Arno  Motulsky,  of  the  University  of  Washington 
School  of  Medicine,  has  been  awarded  a grant  of 
$958,207  for  study  of  sickle  cell  anemia  and  heredi- 
tary lipid  patterns  in  heart  disease.  The  grant  will 


establish  a center  for  the  study  of  genetic  diseases.  It 
is  the  largest  of  seven  recently  designated  .by  the 
National  Institutes  of  Health. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


here  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manges  most  of  the 


Inadecjuate  drainage,  Can  be  taken'before,  with,  or 

tonic  rhinitis,  allergy,  exposure  after  meals 

0 temperature  extremes,  and  other  ! ' The  total  absorption  of 

aetors  can  delay  recovery  from  Cleocin  is  virtually  unaffected  by 

cute  sinusitis.  the  presence  offood  in  the  Gltract.^ 

It’s  helpful  to  have  an  anti-  Cleodn  thus  can  be  administered 
fotic  like  Cleocin  HCl  (clindamycin  as  pre^nbed  vwthout  mterfenng 
ICl  hydrate,  Upjohn)  that  can  take  with  the  patient  s mealtimes.  ^ 
are  of  most  of  the  gram-positive  Useful  in  patients  faypersensitiye 
lacterial  problems  related  to  to  penicillin 

he  disease.  Cleocin’s  chemical  structure 

As  one  study*  of  52  out-  bears  no  relationship  to  penicillin 
atients  showed,  acute  maxillary  the  cephalosporms.  Cl^m 
inusitis  was  associated  with  therefore  may  be  especially  useful 

tephylococci  in  50«  of  the  group,  m patients  with  acute  sinusitis  who 
nth  pneumococci  in  25%,  and  with  re^rt  a history  of  hypCT^^  ^ 

treptococci  and  various  other  these  antibiotics.  iUthough 

rganisms  (chiefly  gram-negative)  hypersensitivity  reactions  have 

1 the  remainder.  Significantly,  been  uncommon  with  Cleocin  it 
ne-half  of  these  staphylococcal  should  be  u^d  cautiously  in  atopic 
ifections  were  resistant  to  both  individuals.  Cleocin  is  not 
enicillin  and  tetracycline  (all  were  recommended  m the  Imcomycm- 
ensitive  to  e^thromycin  and 
fhloramphenicol).  Although  not  a 
* art  of  this  study,  many  other 

linical  and  bacteriologic  reports^ 
ave  shown  that  such  gram-positive 
acteria,  Which  most  often  are 
ssociated  with  acute  sinusitis,  are 
sually  susceptible  to  Cleodn. 


clindamycin  HCl  hydrate,  Upjohn 

'<  5,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 

a 1 file.  Medical  Research  Department,  The  Upjohn  Company  ©1971  The  Upjohn  Com  par; 


beiibiuve  pdLiem. 


Please  see  following  page  for 
further  prescribing  information. 


aeoeiriHcf 


I 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were- 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observec 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instance 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therap 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococc 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vamiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reparted.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  hove 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections— 8 to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es— Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  |Xg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 


consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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SPECIAL  ARTICLE 


Patient  Care  Appraisal  — II 

An  Explanation  of  the  WSMA's  Medical  Education  Program 

WILLIAM  R.  JOHNSON,  Ed.D.,  Seattle,  Washington 


ashington  State  Medical  Association,  recognizing 
continuing  medical  education  as  a professional  activity 
separate  from  other  areas  of  professional  concern,  has 
chosen  to  advocate  the  Patient  Care  Appraisal  (PCA) 
system. 

Having  accepted  the  professional  obligation  to  keep 
their  knowledge  and  skills  at  a maximum  level,  mem- 
bers of  the  medical  profession  find  that  PCA  has  sev- 
eral distinctive  features  that  recommend  it  as  a pre- 
ferred system  of  continuing  medical  education: 

It  is  practice  oriented,  occurring  at  the  level  of 
bsopital  medical  care,  and  potentially  involving  all 
physicians. 

The  educational  activities  are  selected  for  their  rel- 
evance and  utility. 

The  system  is  local,  and  does  not  require  the  par- 
ticipating physician  to  give  up  time  that  could  be 
devoted  to  patient  care. 

It  can  easily  be  adapted  to  the  resources  of  the 
local  hospital  and  staff. 

It  is  demonstrably  effective  as  an  educational 
method.  (A  criticism  of  traditional  programs  is  that 
they  are  difficult  to  evaluate.) 

It  is  entirely  controlled  by  the  physician  partici- 


pants, and  thus  cannot  become  a captive  program  of 
outside  interests. 

The  main  purpose  of  PCA  is  education. 

PCA  is  a hospital-based  educational  system 

Patient  Care  Appraisal  is  a system  of  continuing 
medical  education  based  on  modern  theories  of  edu- 
cational design.  It  is  a simple  system  that  can  be 
implemented  in  most  hospitals.  Although  PCA  uses  a 
retrospective  audit  of  selected  medical  practices,  its 
purpose  and  methods  make  it  distinctive.  Behavioral 
objectives  are  specified,  in  advance,  by  the  learners; 
such  objectives  are  formulated  to  meet  a demonstrated 
learner  need;  tbe  educational  program  is  designed  to 
accomplish  the  goals  specified  by  the  objectives;  learn- 
ers are  involved  in  appropriate  patient  care  activities 
that  provide  an  immediate  feedback  on  the  success  of 
new  behavior;  and  the  educational  program  is  evalu- 
ated for  success  in  the  attainment  of  its  objectives. 

The  PCA  system  has  other  characteristics  which 
should  make  it  attractive  to  physicians.  It  is  hospital- 
based,  making  it  convenient;  activities  occur  as  part  of 
tbe  regular  hospital  routine;  and  education  is  based 
directly  on  local  patient  care  practices.  While  directed 
by  the  participating  physicians,  it  does  not  require 
laborious  chart  review  by  physicians. 


BASIC  REQUIREMENTS  FOR  A 
SUCCESSFUL  PCA  PROGRAM 


staff  participation 

The  fundamental  prerequisite  for  a successful  PCA 
program  is  the  participation  of  every  staff  physician. 
Although  the  number  of  hours  required  from  each 
staff  member  is  small,  lack  of  participation  will  doom 
the  program  to  failure. 

Since  the  various  phases  of  the  PCA  program  re- 
quire a division  of  labor  in  which  planning,  teaching, 
learning,  and  evaluation  are  distributed  equitably 
among  the  staff,  efficient  organization  is  required.  A 
hospital  staff  should  have  no  difficulty  allocating  re- 
sponsibility for  educational  programs  if  the  hospital 
already  has  a functioning  executive  committee  and 
departmental  chiefs. 

The  steps  of  a PCA  program  are  based  on  two 
principles  of  learning.  The  first  is  that  the  learner 
must  choose  his  own  educational  objectives.  The  sec- 


ond is  that  the  learner  must  actively  engage  in  the 
learning  process,  and  have  timely  feedback  on  his  suc- 
cess. The  program  guidelines  are  flexible  enough  to 
allow  adaptation  to  local  circumstance. 

organization 

PCA  requires  two  committees.  T\ac  Executive  Com- 
mittee should  be  centrally  located  in  the  hospital 
organization,  and  have  access  to  the  staff  through 
monthly  or  quarterly  meetings.  It  may  be  a commit- 
tee already  functioning  as  an  executive,  department, 
or  education  committee.  It  should  be  a standing  com- 
mittee, and  should  have  well-established  lines  of  com- 
munication with  the  staff  and  administration.  The 
function  of  the  Executive  Committee  should  be  to  co- 
ordinate, plan,  and  oversee  the  educational  program. 

The  PCA  Subcommittee  is  a temporary  committee 
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whose  members  are  chosen  by  the  Executive  Commit- 
tee on  a rotating  basis.  It  should  be  small,  of  from 
three  to  five  members,  and  should  reflect  expert 
opinion  and  staff  representation.  The  Subcommittee 
should  meet  only  as  long  as  it  takes  to  plan  methods 
of  achieving  the  educational  objectives  of  a single 
activity.  The  educational  objectives  are  expressed  as 
criteria  for  patient  care.  These  criteria  become  the 
basis  for  the  PCA  activity. 

The  PCA  Subcommittee  reports  its  work  to  the 
Executive  Committee,  which  in  turn  presents  results 
to  the  staff.  A new  subcommittee  should  be  chosen 
by  the  Executive  Committee  for  each  PCA  activity. 

choosing  a topic 

Each  PCA  activity  is  planned  around  a specific 
topic  chosen  by  the  Executive  Committee.  The  educa- 
tional program  will  relate  to  this  topic,  although  not 
as  an  exhaustive  review.  Since  the  program  should  be 
of  real  interest  to  a large  proportion  of  the  staff,  a 
topic  should  reflect  at  least  some  of  the  following 
considerations: 

It  should  concern  one  of  the  conditions  seen  com- 
monly in  practice,  and  should  be  a condition  produc- 
ing some  degree  of  preventable  disability. 

Existing  problems  inpatient  care  may  be  known  or 
suspected.  Good  educational  practice  demands  that 
such  problems  have  a high  probability  of  solution  by 
educational  methods. 

PAS-.WAP  data,  if  available,  can  aid  in  the  choice. 

The  most  important  consideration  is  a high  level  of 
staff  interest  and  involvement. 

PCA  Subcommittee:  what  makes  it  tick 

The  time  spent  serving  on  the  PCA  Subcommittee 
is  the  only  extra  time  required  of  the  staff  for  PCA 
activities.  This  time  should  be  used  efficiently,  inter- 
estingly, and  usefully. 

Committee  members  will  find  it  necessary  to  de- 
vote about  five  one-hour  periods  to  this  activity.  They 
should  not  be  asked  to  serve  a second  time,  until 
other  staff  members  have  also  served. 

The  Executive  Committee  should  consider  the 
composition  of  the  subcommittee  with  some  care.  A 
variety  of  viewpoints  should  be  represented,  to  allow 
vigorous  debate.  Common  barriers  to  group  inter- 
action should  be  avoided,  such  as  the  inclusion  of  a 
dominant  expert  who  will  not  tolerate  the  opinions  of 
others.  Interns  and  residents  should  serve  on  the 
committee  if  there  is  a graduate  education  program. 

Good  committee  work  depends  on  the  progress 
made  by  the  committee  toward  its  goal.  Committee 
members  who  do  not  perceive  progress,  or  who  see 
that  their  efforts  are  not  useful,  lose  interest  rapidly. 
It  is  good  practice  to  provide  each  PCA  Subcommittee 
with  a staff  assistant  who  can  see  that  a place  is  pro- 
vided for  each  meeting,  and  that  committee  members 
receive  timely  notice  of  meetings,  along  with  records 
of  work  accomplished  and  remaining. 


The  work  of  the  committee  provides  an  intense 
educational  experience  for  its  members.  Attention  to 
principles  of  group  dynamics,  and  good  staff  work, 
will  enhance  this  experience. 

PCA  Subcommittee:  what  it  does 

The  PCA  Subcommittee  defines  educational  objec- 
tives in  behavioral  terms  by  applying  its  collective 
expertise  to  the  definition  of  patient  care. 

It  narrows  the  definition  of  the  topic  provided  by 
the  Executive  Committee  to  behavior  pragmatically 
important  to  doctors  in  the  care  of  patients. 

It  produces  two  documents  to  be  used  in  the  edu- 
cational program:  The  PCA  Worksheet,  and  the  PCA 
Summary  Sheet. 

It  submits  these  documents  to  the  Executive  Com- 
mittee, which  presents  them  to  the  staff  for  criticism, 
revision,  and  approval. 

A good  educational  objective  can  be  expressed  in 
an  explicit  statement  that  tells  a learner  what  he  is 
expected  to  do.  Such  objectives  as,  “Carry  on  proper 
antibiotic  therapy,”  or,  “Take  an  adequate  history,” 
are  not  sufficiently  specific  to  guide  a learner.  State- 
ments such  as  “Obtain  culture  for  sensitivity,”  or 
“Record  duration  of  present  symptoms,”  are  behavior- 
ally  stated,  and  much  more  helpful. 

Fortunately,  the  medical  record  is  a pragmatic 
document  in  which  actual  physician  behavior  is  record- 
ed. When  the  point  of  reference  for  questions  relevant 
to  patient  care  is  the  medical  record,  the  questions 
can  be  used  as  behavioral  objectives.  Thus,  the  task  of 
the  PCA  Subcommittee  is  to  construct  a list  of  prag- 
matically important  questions  that  can  be  answered 
by  a review  of  medical  records,  and  that  define  good 
patient  care. 

PCA  Worksheet,  Figure  1.  The  list  of  questions 
constructed  by  the  PCA  Subcommittee  will  become 
the  PCA  Worksheet,  to  be  used  by  the  medical  records 
librarian  to  retrieve  information  from  each  of  the 
records  to  be  surveyed. 

Since  the  worksheet  must  be  brief,  and  not  require 
the  librarian  to  make  medical  judgment,  the  subcom- 
mittee must  consider  at  length  what  is  truly  important 
to  quality  care,  and  phrase  its  questions  without 
ambiguity.  For  example,  if  age  is  an  important  con- 
sideration, the  subcommittee  must  determine  why  it 
is  important,  and  ask  a readily-answered  question  that 
reflects  the  importance  of  age,  such  as,  “Is  the  patient 
older  than  60  years?”  Questions  that  can  be  an- 
swered with  a simple  yes  or  no  are  better  than 
questions  that  merely  collect  data. 

The  PCA  Subcommittee  is  not  committed  to  a 
comprehensive  definition  of  patient  care  as  it  con- 
structs the  questions  to  be  placed  on  the  worksheet. 
Each  question  should  be  subject  to  rigorous  debate  as 
to  its  importance.  If  members  of  the  subcommittee 
cannot  defend  the  significance  of  the  question,  it 
probably  should  not  be  asked. 

Although  many  external  guidelines  for  patient  care 
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exist,  the  subcommittee  should  not  resort  to  their 
uncritical  adoption.  The  subcommittee  represents 
the  attending  physician,  and  its  resolution  of  differ- 
ences of  opinion  is  likely  to  be  accepted  by  the  staff. 
A consensus  reached  at  the  University  of  Michigan 
may  not  be  as  well  received. 

Summary  Sheet,  Figure  2.  The  Summary  Sheet  is 
a reordering  and  rephrasing  of  the  questions  on  the 
worksheet  to  present  results  of  the  survey.  Data 
gathered  by  each  question  on  the  worksheet  are 
expressed  as  a percentage  on  the  summary  sheet.  In 


addition,  the  summary  contains  a column  of  the  per- 
centages “expected”  by  the  PCA  Subcommittee  if 
the  care  given  at  their  hospital  is  of  acceptable  quality. 
These  expected  percentages  are  commonly  called 
“standards,”  though  this  usage  is  misleading.  The 
percentages  reflect  the  judgment  of  the  subcommittee 
as  to  what  would  constitute  realistic  objectives  in 
improvement  of  patient  care  in  their  hospital.  They 
provide  a basis  for  determining  whether  a need  for 
education  exists. 

Decisions  about  what  expected  care  should  be  is 


Fig.  1 


PCA  WORKSHEET 


PT.  NO. 

PNEUMONIA 


Not 

Yes  No  Recorded 

1.  Was  Pneumonia  primary  dx.? 

If  no,  list  primary  dx. 


2.  Death? 

3.  Age:  Above  55? 

Below  10? 

4.  Temperature  over  99°  recorded? 

5.  Antibiotic  sensitivity  present? 

If  yes,  name  antibiotic 


6.  Chest  findings  from  physical 

exam  positive? 

7.  Chest  X-ray  performed? 
Chest  X-ray  positive? 

8.  Sputum  culture  sensitivity 

performed? 

Sputum  culture  organism 
reported? 

If  yes,  name  organism 


9.  Was  antibiotic  started  on  same 
day,  or  later  than  culture 
order?  

10.  Was  patient  hypersensitive 

to  antibiotici^  

11.  Positive  diagnostic  findings; 

Temperature  above  99°  

Chest  X-ray  positive  

Chest  findings  positive  

Sputum  culture  positive  

How  many  findings  above  were  positive? 
1 2 3 4 
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PCA  SUMMARY  SHEET 


PNEUMONIA 

Objective 

Expected 

Care 

% 

Actual 

Care 

% 

1. 

Pneumonia  was  the  primary  diagnosis 

100 

100 

2. 

Temperature  recorded 

100 

100 

3. 

Highest  temperature  was  greater  than  99 

100 

80 

4. 

Chest  findings  on  physical  exam  were  recorded 

100 

100 

5. 

Chest  findings  were  positive 

90 

80 

6. 

Chest  X-ray  recorded 

100 

93 

7. 

Chest  X-ray  positive 

90 

80 

8. 

Sputum  culture  sensitivity  done 

100 

72 

9. 

Sputum  culture  organism  reported 

100 

72 

10. 

Appropriate  diagnosis: 

a.  At  least  3 of  the  following  4 were  indicated 

50 

60 

1.  Highest  temperature  greater  than  99 

2.  Chest  X-ray  positive 

3.  Chest  findings  positive 

4.  Sputum  culture  positive 

b.  At  least  2 of  the  above  4 were  indicated 

100 

80 

11. 

Hypersensitivity  to  antibiotics  determined 

100 

75 

12. 

Culture  was  ordered  on  or  before  the  day  on  which 
the  antibiotic  was  started 

75 

88 

13. 

Patient  was  not  hypersensitive  to  antibiotic  given 

100 

100 

the  hardest  task  faced  by  the  subcommittee,  and  gen- 
erates the  most  heated  discussion  and  compromise.  If 
the  expected  percentages  are  unrealistic,  the  staff  will 
probably  not  be  motivated  to  learn  in  the  resulting 
educational  program. 

Both  the  PCA  Worksheet  and  the  Summary  Sheet, 
with  the  expected  percentages,  are  submitted  to  the 
staff  through  the  Executive  Committee. 

INVOLVING  THE  STAFF 

The  target  of  the  PCA  educational  program  is  the 
staff.  In  any  educational  experience,  the  motivation 
of  the  learner  has  to  be  high  if  he  is  to  benefit.  Staff 
motivation  is  no  exception,  and  will  depend  on  in- 
volvement. Decisions  of  the  Executiv'e  Committee 
and  the  PCA  Subsommittee  should  not  be  regarded  as 
final  until  the  staff  has  had  the  opportunity  to  review, 
criticize,  and  alter  those  decisions. 

When  the  PCA  Worksheet  and  Summary  Sheet  are 
completed,  and  before  they  are  used  to  collect  data, 
copies  should  be  presented  to  the  staff  for  review  dur- 
ing a regularly  scheduled  staff  meeting.  Members  of 
the  Executive  Committee  and  the  PCA  Subcommittee 
should  be  present,  and  should  be  prepared  to  encour- 
age vigorous  debate  over  their  decisions.  This  staff 
meeting  should  be  no  rubber-stamp  affair.  The  hotter 
the  debate,  the  more  intense  the  participation,  the 
more  successful  the  PCA  program  is  likely  to  be.  It  is 
the  resultant  learning  that  is  important. 


Data  are  collected  only  after  all  issues  are  resolved. 
They  should  be  collected  and  presented  at  the  next 
staff  meeting  before  an  educational  program  has  been 
planned  or  presented.  Staff  suggestions  and  challenges 
should  be  heard  and  acted  upon,  for  they  represent 
the  staff  participation  in  the  design  of  their  personal 
program  of  continuing  education. 

retrieving  data 

Actual  data  gathering  is  done  by  medical  record 
room  personnel.  They  use  one  worksheet  for  each 
record,  but  do  not  include  the  worksheet  in  the  rec- 
ord. The  100  or  so  most  recent  records  that  are  appro- 
priate to  the  topic  are  reviewed.  The  hospital  medical 
records  librarian  is  an  expert  on  data  retrieval,  and  her 
suggestions  on  the  form  of  the  questions  (not  the 
content)  should  be  heeded.  She  and  her  staff  possess 
superior  skills  in  data  retrieval  and  can  accomplish 
chart  review  more  efficiently  than  physicians  can. 
Physicians  need  not  be  burdened  with  this  time- 
consuming  task. 

The  librarian  provides  a summary  tally  of  her 
results,  which  is  presented  to  the  staff. 


This  discussion  will  be  continued  in  Patient  Care 
Appraisal  III,  in  the  September  issue  of  NORTHWEST 
MEDICINE. 
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rompt  relief  of  pain  is  a lot  of  what  the  practice  o 
edicine  is  all  about... East  or  West. 

I much  of  the  Far  East,  the  analgesic  efficacy  of 
npirin®  Compound  with  Codeine  would  prob- 
)ly  be  measured  against  acupuncture,  an  ancient 
id  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
r oral  analgesia,  that  it  has  become  a criterion  in 
rms  of  which  other  major  oral  analgesics  are  most 
ten  measured. 

Synthetic  and  other  oral  analgesics  may 


etion,  and  where  state  law  permits,  a pre- 
ription  for  Empirin  Compound  with 
odeine  may  now  be  refilled  up  to  five 
mes  in  six  months. 

Empirin  Compound  with  Codeine 
0.  5 contains  codeine  phosphate* 

2.4  mg.)gr.  i/^.  No.  4 contains  codeine 
hosphate*  (64.8  nig.)  gr.  1.  *(Warning— 
ay  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 

V \\  Mm^^^gr-3V2,phen- 

acetin  gr. 
21/2,  caf- 
feine  gr.y^. 
Bottles 
100  and  1 00^ 


iut  for  relief  of  Western  pai 


irroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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EDITORIAL  I 

Lesson  from  Canada 


Lyompulsory  health  insurance  is  working  well 
in  Canada,  and  its  adoption  in  the  United 
States  appears  to  be  inevitable.  These  are  the 
conclusions  of  Harry  D.  Roberts  expressed 
without  qualification  in  the  special  article  ap- 
pearing in  this  issue.  He  read  the  address  at 
Sun  Valley  June  30.  His  remarks  must  not  be 
taken  lightly. 

To  understand  the  importance  of  what  he 
says  it  is  necessary  to  know  something  about 
Dr.  Roberts  and  something  about  the  changes 
that  have  occurred  in  Canada.  Harry  Roberts 
is  a surgeon  who  graduated  from  Dalhousie 
University  in  1936.  He  has  a rugged  body,  a 
keen  mind,  and  a fine  contempt  for  subterfuge 
or  deceit.  He  goes  quickly  to  the  heart  of  a 
problem  and  forms  his  opinions  on  the  basis 
of  truth.  He  is  proud  of  his  profession  but  he 
does  not  hesitate  to  criticize  it  when  he  sees  a 
defect.  He  is  anything  but  a social  do-gooder, 
yet  he  endorses  the  plan  now  in  operation  in 
Canada.  He  would  not  do  so  if  it  were  in  any 
way  injurious  to  his  profession  or  his  patients. 

The  other  thing  that  must  be  understood  is 
the  significant  change  in  attitude  of  Canadian 
physicians.  It  is  best  illustrated  by  what  has 
happened  in  British  Columbia.  In  1936  the 


British  Columbia  parliament  passed  a law  set- 
ting up  a complete,  compulsory  health  insur- 
ance system  for  the  province.  It  has  never 
been  repealed.  But  it  never  became  operative 
because  the  physicians  of  British  Columbia, 
almost  to  a man,  refused  to  have  anything  to 
do  with  it.  Oddly  enough,  in  the  intervening 
thirty-six  years  there  has  been  a complete  re- 
versal. Then,  two  physicians  refused  to  join 
their  fellows  who  were  resisting  a take-over  by 
government.  Today,  all  but  three,  as  reported 
by  Dr.  Roberts,  are  cooperating  happily  with 
the  government. 

From  this  significant  report  from  Canada  it 
seems  that  only  one  conclusion  can  be  drawn. 
Government  will  be  providing  complete  medi- 
cal care  and  hospital  service  for  all  citizens  in 
the  United  States  very  soon.  The  medical  pro- 
fession will  not  be  able  to  prevent  that  devel- 
opment. Influence  of  physicians  should  there- 
fore be  exerted  in  the  direction  of  making  the 
scheme  work  so  that  neither  patients  nor  the 
profession  will  be  harmed.  If  that  can  be  done 
in  Canada,  it  seems  reasonable  to  expect  that 
it  can  be  done  in  the  United  States. 

H.  L.  //. 


Prescription 

A 

-Cx  competent  pharmacist  undoubtedly  knows 
more  about  therapeutic  drugs  than  a compe- 
tent physician.  He  should.  It’s  his  business  to 
know,  and  he  spends  his  life  in  the  business. 
This  does  not  mean  that  the  pharmacist  should 
do  the  prescribing.  He  is  currently  prohibited, 
by  law,  from  doing  so,  but  the  American 
Pharmaceutical  Association  is  trying  to  move 
in  that  direction  by  way  of  repealing  laws 
prohibiting  substitution. 

The  move  is  badly  timed,  and  it  should  be 
resisted  in  the  interest  of  better  professional 
relationships.  They  are  on  the  way,  and  will 
benefit  the  public  and  both  professions,  if  the 
current  APhA  activity  is  not  allowed  to  alter 
the  trends  that  have  been  apparent  during  the 
past  few  years. 

A pharmacist  is  no  longer  a drug  store  clerk; 
he  is  a professional  who  has,  in  most  cases, 
spent  more  time  in  professional  education  than 
a physician  spends  to  obtain  his  degree,  and  all 


Responsibility 

of  it  in  studying  drugs.  Obviously,  the  gradu- 
ate from  a school  of  pharmacy  knows  a very 
great  deal  more  about  drugs  than  the  graduate 
from  a school  of  medicine.  His  knowledge  of 
disease,  however,  is  secondary  to  his  interest 
in  the  action  of  drugs. 

Education  of  the  medical  school  graduate  is 
exactly  opposite.  His  knowledge  of  drugs  is 
secondary  to  his  interest  in  disease.  It  is  un- 
fortunate that  the  opportunities  provided  by 
these  circumstances  have  been  largely  over- 
looked — by  physicians,  by  the  public,  and 
now  by  the  American  Pharmaceutical  Associa- 
tion. It  is  the  legal  obligation  and  moral  re- 
sponsibility of  the  physician  to  control  medi- 
cation for  the  patient.  In  doing  so  he  needs 
and  should  use  the  advice  and  assistance  of  the 
pharmacist  in  choosing  the  drug  that  will  pro- 
duce the  physiologic  change  he  desires  for  his 
patient.  It  is  in  physiologic  change  that  the 
physician  and  pharmacist  meet  on  common 
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ground,  and  the  meeting  cannot  fail  to  be  in 
the  best  interests  of  the  patient.  There  will  be 
no  such  common  ground  if  the  physician  dele- 
gates final  choice  of  drugs  to  the  pharmacist. 

Progressive  loss  of  confidence  of  physicians 
in  the  pharmaceutical  manufacturing  industry 
has  been  observed  over  the  last  few  years. 
Physicians  do  not  have  a great  deal  of  confi- 
dence in  pharmaceutical  advertising  and  tend 
to  discount  claims.  Surveys  by  this  journal 
have  demonstrated  decreasing  reliance  on  the 
detail  man  as  a source  of  information  on  drugs. 
The  best  place  to  turn  for  unbiased  inform- 
ation on  the  actions  of  specific  drugs  is  to  the 
professional  pharmacist.  This  trend  has  great 
possibilities  and  it  is  just  beginning.  If  there  is 
any  doubt  about  the  best  drug,  consultation 


with  a professional  pharmacist  can  be  most 
helpful.  It  will  also  protect  both  physician 
and  pharmacist  in  event  of  unfavorable  or 
unanticipated  action.  But,  after  the  consulta- 
tion, the  final  selection  is  a medical  decision, 
not  a pharmaceutical  one. 

Blanket  permission  to  substitute  should 
never  be  granted,  and  unauthorized  substitu- 
tion should  be  reported  to  authorities.  The 
best  current  discussion  of  this  problem  can  be 
found  in  an  Editorial  in  the  May  8 issue  of  the 
Journal  of  the  American  Medical  Association, 
“The  Plea  of  a Jacksonville  Druggist.”  It’s 
recommended  reading. 

H.  L.  H. 


Corporate  Delivery  of  Medical  Care 


L egislation  designed  to  permit  operation 
of  health  maintenance  organizations  may  be 
opening  a new  era  of  corporate  delivery  of 
medical  care  using  salaried  physicians  respons- 
ible to  corporation  management  rather  than  to 
patients.  The  possibility  is  apparent  in  a news 
release  issued  last  month  by  a financial  rela- 
tions firm  in  New  York: 

Huntington  Health  Services,  Inc.  (AMEX)  an- 
nounced today  that  its  subsidiary.  Care  Maintenance 
Systems,  Inc.,  has  entered  into  a joint  venture  agree- 
ment with  Interservices,  Inc.,  Miami,  a subsidiary  of 
Corporate  Enterprises,  Inc.,  to  develop  prepaid  health 
services  in  the  state  of  Florida. 

The  move  follows  the  Florida  legislature's  enact- 
ment earlier  this  year  of  legislation  authorizing  estab- 
lismnent  of  state-wide  organizations  which  would 
offer  a broad  range  of  health  services  for  a fixed 
monthly  or  annual  prepaid  premium. 

In  making  the  announcement,  Irving  N.  Alpern, 
Huntington  Health  Services  president,  noted  that  the 


Florida  legislation  permits  a unique  centralization  of 
total  health  care.  "Under  the  new  law,"  Mr.  Alpern 
said,  "a  qualified  Health  Maintenance  Organization  — 
'HMO'—  may  employ  doctors  and  para-medicals,  may 
own  and  operate  general  hospitals,  medical  clinics  and 
other  health  care  facilities,  and  may  provide  a variety 
of  other  ancillary  health  services  as  well.  These  are 
the  areas  in  which  we  intend  to  become  very  much 
involved." 

Huntington  Health  Services,  Inc.,  operates  general 
hospitals,  extended  care  facilities,  care  facilities  for 
the  mentally  retarded,  residences  for  the  retired,  medi- 
cal laboratories,  rehabilitation  and  inhalation  therapy 
companies  and  pharmacies. 

Presumably,  a well-managed  corporation 
can  provide  an  efficient  mechanism  for  deliv- 
ery of  medical  care  and  health  services.  It  re- 
mains to  be  seen  whether  efficient  business 
control  of  medicine  will  work  in  favor  of  the 
patient  or  of  the  stockholders. 

H.  L.  H. 
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Maximal  QS2-Interval Shortening  in 
Acute  Coronary  Syndromes: 

Experience  with  a Simple  Method  in  Fifty  Patients 

WAYNE  R.  ROGERS,  M.D.,  Portland,  Oregon 


QS 2-interval  shortening  in  35  of  51  acute  coronary  patients  was  documented  by  a coro- 
nary care  unit  nursing  staff  using  a simple,  safe  technique.  This  measurement  provided  a 
useful  prognostic  sign,  as  the  degree  of  abbreviation  correlated  with  the  clinical  severity 
and  prognosis  for  survival.  Thirty-five  percent  of  patients  who  had  pronounced  QS2  short- 
ening (by  10  percent  or  greater)  died,  while  90  percent  who  had  lesser  QSj  abbreviation 
survived.  Serial  observations  are  required  because  of  the  considerable  day-to-day  variation 
of  QS2  in  the  acutely  ill  person,  and  because  of  its  alteration  by  therapy  with  digitalis  or 
inotropic  amines. 


kjeveral  recent  reports  have  indi- 
cated that  the  rate-corrected  QS2- 
interval  and  left  ventricular  ejection 
time'"^  are  usually  shortened  while 
pre-ejection  period'”^  changes  little 
during  the  first  few  days  following 
myocardial  infarction.  The  values 
tend  to  return  to  normal  over  the 
next  two  weeks. Mechanism  of 
these  alterations  is  uncertain,  and 
their  relation  to  the  left  ventricular 
dysfunction  of  infarction  has  been 
questioned.^  A possible  connection 
to  the  concomitant  increase  in  plas- 
ma and  urine  norepinephrine  activ- 
ity has  been  suggested. The  value 
of  obtaining  these  intervals  for  pa- 
tient management  remains  to  be 
clarified.  This  fact  prompted  the 
present  study. 

method 

Fifty  patients  admitted  to  the 
Coronary  Care  Unit  of  Good  Samar- 
itan Hospital  and  Medical  Center 
because  of  acute  chest  discomfort 
during  the  summer  and  winter  of 
1970  were  randomly  assigned  to  the 
study.  Ages  ranged  from  40  to  92 
years;  one  half  were  65  or  older,  and 
36  were  men.  One  patient  was  re- 
examined during  a second  CCU  ad- 
mission. All  were  followed  for  6 to 
12  months;  during  that  time  1 1 died. 
None  had  complete  left  bundle 
branch  block. 


Phonocardiograms  were  obtained 
daily  while  in  the  unit,  usually  in  the 
evening,  while  comfortable  in  the 
semi-recumbent  position,  and  dur- 
ing quiet  expiration.  The  Hewlett- 
Packard  phonocardiograph,  model 
number  1506  A was  used,  obtaining 
first  electrocardiographic  lead  II, 
then  left  sternal  border  phonocardi- 


ogram,  then  a mixture  of  the  two  — 
all  at  50  millimeters  per  second 
paper  speed.  Figure  1.  The  speed 
was  checked  electronically  near  the 
beginning  and  end  of  the  study,  and 
was  always  found  to  be  accurate 
within  0.1  percent. 

A total  of  224  recordings  were 
made  by  the  nursing  staff.  Three 


QS2  INTERVAL  IN  ACUTE  MYOCARDIAL  INFARCTION 
0.36 


Fig.  1.  A typical  set  of  electrocardiographic  and  phonocardiographic  record- 
ings is  shown.  The  normal  QS2  interval  for  heart  rate  of  74  per  minute  is  0.38  sec., 
so  the  degree  of  QS2  shortening  in  this  patient  is  6 percent. 
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were  discarded  as  technically  inade- 
quate. The  remaining  221  tracings 
were  analyzed,  without  knowledge 
of  the  clinical  status  of  the  patient, 
and  by  the  nurses.  The  distance  from 
onset  of  QRS  to  onset  of  S2  'vas 
measured  in  five  consecutive  cardiac 
cycles.  The  results  seldom  varied 
more  than  0.01  second  which  is  near 
the  technical  limits  of  accuracy  of 
the  method.  The  obtained  QS2  was 
divided  by  the  rate-adjusted  normal 
QS2  as  given  by  Toutouzas  et  al,^ 
and  the  percent  deviation  in  the  pa- 
tient’s QS2  was  thereby  derived. 

results 

Shortening  of  the  QS2  interval 
by  more  than  3 percent  was  found 
in  35  acute  coronary  episodes  in  34 
patients.  Of  the  remaining  16  pa- 
tients, 3 had  slight  prolongation  of 
Q.S2,  7 had  exactly  normal  QS2 , and 
6 had  QS2  shortening  by  3 percent 
or  less. 

The  degree  of  maximal  QS2 
shortening  is  correlated  with  the 
type  of  acute  coronary  syndrome  in 
Figure  2.  Most  of  the  patients  with 


acute  coronary'  failure  or  uncompli- 
cated myocardial  infarction  had  a 
normal  (in  38  percent  of  the  two 
groups)  or  slightly  shortened  QS2 
(in  26  percent).  But  the  majority 
of  those  whose  infarction  was  com- 
plicated by  congestive  failure  or 
shock,  or  both,  had  moderate  or 
severe  QS2  abbreviation,  and  the 
same  was  true  of  those  w’ho  died. 
These  differences  in  degree  of  QS2 
shortening  could  in  part  be  attrib- 
uted to  digitalis  effect.  This  drug 
was  being  administered  to  patients 
having  moderate  to  severe  (10  per- 
cent or  greater)  QS2  reduction  as 
follows:  to  4 of  12  with  coronary 

failure  or  uncomplicated  infarction 
and  to  10  of  12  patients  with  com- 
plicated infarction.  Digitalis  was  not 
being  received  by  any  patient  who 
had  slight  QS2  shortening  (of  9 per- 
cent or  less). 

Maximal  QS2  shortening  did  not 
correlate  with  abnormal  rises  in  se- 
rum levels  of  creatine  phosphokin- 
ase,  lactic  dehyrogenase  and  glutam- 
ic oxalacetic  transaminase  enzymes 
in  the  34  patients  with  uncompli- 


cated coronary  episodes.  Thus  the 
14  individuals  who  had  coronary 
failure  with  little  or  no  enzyme 
changes  had  the  same  amount  of 
QS2  shortening  as  the  20  patients 
with  enzyme  elevations  indicative  of 
myocardial  infarction. 

The  interval  between  onset  of 
the  cardiac  pain  of  infarction  and 
the  nadir  of  the  QS2  is  plotted  in 
Figure  3 for  the  28  patients  in  whom 
data  were  available.  The  nadir  came 
at  an  interval  of  1 to  14  days,  with 
a median  of  three  days  after  onset 
of  infarction.  Of  those  five  persons 
w'hose  ma.ximaIQS2  reduction  came 
later  than  one  week  after  onset  of 
infarction,  three  were  receiving  digi- 
talis or  inotropic  amines,  or  both,  to 
which  this  late  nadir  might  be  attrib- 
uted, and  two  had  probably  insuffi- 
cient phonocardiographic  observa- 
tions early  in  the  course. 

The  moderate  variability  in  serial 
QS2  results  is  shown  in  Figure  4. 
The  differences  between  the  first 
and  second  QS2  recording  (nearly 
always  taken  24  hours  apart)  is  tab- 
ulated for  the  46  patients  in  whom 
data  were  available.  For  example,  if 
the  first  QS2  result  was  -3  percent 
and  the  second  was  -9  percent,  an 
entry  was  made  in  the  column  of  -6 
percent.  The  median  increment  in 
QS2  shortening  was  3 percent  and 
the  mean  2.5  percent  during  the  24 
hour  interval.  This  change  is  reflec- 
ted by  the  progressive  QS2  narrow- 
ing during  the  first  few  days  follow- 
ing the  coronary  attack,  as  shown 
in  Figure  3.  Of  the  seven  patients 
who  had  greater  than  10  percent 
decrease  in  QS2  between  the  first 
two  recordings,  the  shortening  could 
have  been  related  to  digitalization  in 
two  and  to  the  administration  of 
pressor  amines  in  two,  while  this 
change  in  the  remaining  three  pa- 
tients appeared  to  be  a feature  of 
the  severity  of  the  heart  attack. 
Three  of  the  seven  died. 

The  lack  of  correlation  between 
maximal  QS2  shortening  and  age, 
sex,  presence  of  diabetes  mellitus  or 
arterial  hypertension  or  cardiomeg- 
aly,  with  past  history  of  coronary 
disease,  or  with  cardiac  symptoms 
following  the  acute  attack  is  shown 
by  the  figures  in  Table  1.  But  the 
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Fig.  2.  The  number  of  patients  who  had  maximal  QS2  shortening  at  given 
intervals  after  onset  of  myocardial  infarction  is  shown  in  this  graph. 
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Fig.  3.  The  incidence  of  maximal  QS2  shortening  among 
various  categories  of  acute  coronary  syndromes  is  shown. 
Ml  means  myocardial  infarction. 


Fig.  4.  The  number  of  coronary  patients  showing  different 
degrees  of  change  between  the  first  and  second  QS2  measure- 
ment is  shown  in  this  graph. 


TABLE  1 


CLINICAL  FACTORS  IN  QS2  SHORTENING 
IN  51  ACUTE  CORONARY  EPISODES 


Sub  Group 

Patients 

Coronary  Failure 

14 

Uncomplicated  Ml  * 

20 

Complicated  Ml 

17 

Recurrent  Ml 

10 

Angina  Prior  to  Ml 

10 

Women 

15 

Men 

36 

Age  thru  50  years 

11 

Age  51-65  years 

15 

Age  over  65  years 

25 

Diabetes  mellitus 

9 

Systolic  BP  >140 

12 

Diastolic  >90 

11 

Cardiomegaly  (by  x-ray) 

28 

Normal  Heart  Size 

16 

Alive  to  1 2 months 

23 

Dead  by  12  months 

11 

Alive  with  symptoms 

16 

* Ml=  myocardial  infarction 

Degree  of  Maximal  OS2  Shortening 


-10%  or 


± 3%  (16) 

-4  to  -9%  (11) 

over  (24) 

Patients 

Patients 

Patients 

5 

4 

5 

8 

5 

7 

3 

2 

12 

3 

2 

5 

2 

1 

7 

5 

1 

9 

11 

10 

15 

3 

2 

6 

6 

1 

8 

7 

8 

10 

3 

2 

4 

4 

1 

7 

3 

2 

5 

8 

4 

16 

4 

4 

8 

8 

6 

9 

1 

2 

8 

7 

3 

6 

Various  clinical  features  exhibited  by  patients  with  acute  coronary  syndromes 
are  correlated  with  degree  of  maximal  QS2  shortening  in  this  table.  The  only 
correlation  which  approaches  statistical  significance  is  that  between  death  and 
pronounced  QS2  shortening. 


correlation  between  moderate  to 
severe  QS2  reduction  (10  percenter 
more)  and  a fatal  outcome  neared 
statistical  significance  (p=0.07),  as 
9 died  among  23  patients  with  severe 
QS2  shortening,  while  3 died  in  the 
group  of  27  individuals  with  slight 
QS2  abbreviation. 

discussion 

QS2 -interval  shortening  has  been 
found  to  be  a useful  prognostic  indi- 
cator in  acute  coronary  episodes  as 
the  degree  of  shortening  eorrelated 
with  the  severity  of  the  attack.  Thus 
24  of  27  patients  with  uncompli- 
cated episodes  had  9 percent  or  less 
maximal  QS2  abbreviation  and  three 
died.  In  contrast,  12  of  17  indi- 
viduals with  shock  or  heart  failure, 
or  both,  had  QS2  reduction  of  10 
to  31  percent,  and  eight  died. 
These  observations  confirm  those  of 
others^"^  and  are  strengthened  by 
the  fact  that  QS2  shortening  was 
not  significantly  affected  by  age, 
sex,  history  of  previous  coronary 
attack,  cardiomegaly,  or  presence  of 
diabetes  mellitus  or  hypertension. 
The  degree  of  QS2  reduction,  how- 
ever, must  be  interpreted  in  light  of 
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cardiac  drug  therapy  which  may  pro- 
long or  abbreviate  QS2*;  and  serial 
observations  are  needed  for  there  is 
considerable  day  to  day  variation  in 
QS2,'  and  the  nadir  may  not  be 
reached  for  several  days  after  onset 
of  infarction. 

The  usefulness  of  QS2  measure- 
ment is  augmented  by  the  ease  and 
safety  with  which  it  may  be  ob- 
tained. The  present  study  demon- 
strated this  point  as  the  nursing  staff 
of  the  Coronary  Care  Unit  readily 
acquired  the  ability  to  record  QS2 


with  a simple  apparatus  and  to  com- 
pute the  interval  after  moderate 
training. 

Some  physicians  may  prefer  to 
monitor  left  ventricular  ejection 
time,^  since  its  reduction  in  acute 
infarction  is  the  principal  factor  in 
QS2  shortening.*”^’*  Simple  equip- 
ment is  available  for  getting  this 
interval  from  the  indirect  carotid 
pulse,  but  greater  technical  diffi- 
culty is  apt  to  be  encountered  in 
obtaining  this  record  from  the  ill 
patient.*  Pre-ejection  period  (PEP) 


alteration  in  acute  coronary  disease 
has,  overall,  been  minor  in  extent, 
shortening  in  the  uncomplicated 
case  and  lengthening  in  congestive 
failure.*  Therefore  it  is  question- 
able whether  for  routine  clinical 
purposes  one  can  justify  presently 
employing  the  more  elaborate  3-  or 
4-channel  phonocardiograph  which 
is  necessary  to  gain  PEP. 

1014  Medical  Dental  Building 
(97205) 
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The  Powers  of  the  Commonwealth 

Though  in  a constituted  commonwealth,  standing  upon  its  own  basis  and  acting  accord- 
ing to  its  own  nature,  that  is,  acting  for  the  preservation  of  the  community,  there  can  be 
but  one  supreme  power  which  is  the  legislative,  to  which  all  the  rest  are  and  must  be  sub- 
ordinate, yet,  the  legislative  being  only  a fiduciary  power  to  act  for  certain  ends,  there 
remains  still  in  the  people  a supreme  power  to  remove  or  alter  the  legislative  when  they 
find  the  legislative  act  contrary  to  the  trust  reposed  in  them;  for  all  power  given  with  trust 
for  the  attaining  an  end  being  limited  by  that  end;  whenever  that  end  is  manifestly  ne- 
glected or  opposed,  the  trust  must  necessarily  be  forfeited  and  the  power  devolve  into  the 
hands  of  those  that  gave  it,  who  may  place  it  anew  where  they  shall  think  best  for  their 
safety  and  security.  And  thus  the  community  perpetually  retains  a supreme  power  of  sav- 
ing themselves  from  the  attempts  and  designs  of  anybody,  even  of  their  legislators  when- 
ever they  shall  be  so  foolish  or  so  wicked  as  to  lay  and  carry  on  designs  against  the  liberties 
and  properties  of  the  subject. 

John  Locke,  The  Second  Treatise  of  Government,  1690 
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Methotrexate-Associated  Liver  Disease 
in  Psoriatic  Patients 


F.  A.  GRIESMAN,  M.D.,  Olympia,  Washington,  CHARLES  J.  HAMMER,  M.D.,  and 
L.  FREDERICK  FENSTER,  M.D.,  Seattle,  Washington 


Hepatic  abnormalities  associated  with  methotrexate  (MTX)  therapy  of  psoriasis  are  be- 
ing recognized  with  increasing  frequency.  This  retrospective  study  of  12  patients,  plus  a 
review  of  67  patients  previously  reported  in  the  literature,  demonstrates  that  cirrhotic  pa- 
tients have  in  general  been  given  MTX  in  higher  average  doses  and  over  a longer  mean  peri- 
od of  time  than  those  patients  without  cirrhosis.  While  there  is  no  single  liver-function  test 
that  consistently  predicts  histologic  abnormality,  measurement  of  sulfobromophthalein 
excretion  and  serum  glutamic  oxaloacetic  transaminase  is  helpful  in  screening  patients  for 
significant  hepatic  damage.  Psoriatic  patients  receiving  MTX  who  develop  abnormal  BSP 
or  SCOT  values  should  undergo  needle  biopsy  of  the  liver  as  a guide  to  possible  discon- 
tinuation of  the  drug  prior  to  development  of  significant  fibrosis  or  cirrhosis. 


a of  folic  acid  antagonists  in 
the  treatment  of  psoriasis,  suggested 
in  1951,  has  received  wide  accept- 
ance in  the  past  decade.’  Although 
the  effectiveness  of  methotrexate 
(MTX)  has  been  well  demonstrat- 
ed,^’^ reports  of  hepatic  dysfunc- 
tion secondary  to  this  drug  are  be- 
ing published  with  increasing  fre- 
quency.'’’’^ The  relationship  be- 
tween total  MTX  dosage  and  the 
duration  and  m.ethod  of  therapy  to 
the  degree  of  liver  damage,  as  well 
as  the  reliability  of  liver-function 
tests  in  detecting  histologic  liver  ab- 
normality, have  become  important 
considerations. 

This  paper  describes  our  findings 
in  12  severely  psoriatic  patients  who 
received  varying  amounts  of  MTX 
and  underwent  liver  biopsy.  Early 
in  the  study,  patients  were  selected 
because  of  a clinical  suspicion  of 
liver  injury,  but  as  increasing  num- 
bers of  reports  were  published  indi- 
cating a high  frequency  of  histologic 
liver  damage,  all  patients  on  long- 
term MTX  therapy  for  psoriasis  were 
studied  whenever  possible.  We  have 
attempted  to  correlate  total  dose  of 
MTX,  liver-function  values  and  his- 
tologic liver  abnormalities.  A signi- 
ficant incidence  of  functional  and 
histologic  abnormalities  was  found, 
indieating  a need  for  great  caution 


and  careful  follow-up  when  admin- 
istering this  drug. 

methods 

Twelve  severely  psoriatic  patients 
were  studied.  All  had  at  least  one 
set  of  liver-function  tests,  and  all 
had  at  least  one  liver  biopsy.  The 
patients  were  placed  in  three  groups 
based  on  the  histologic  picture  as 
interpreted  by  one  of  us  (LFF) 
in  a random  fashion  as  unknowns. 
Group  1 (four  patients)  consisted  of 
frankly  cirrhotic  patients.  Group  2 
(five  patients)  included  all  those 
with  abnormal  tissue  but  without 
cirrhosis.  Group  3 (three  patients) 
had  normal  livers.  No  pretreatment 
control  biopsies  were  performed 
although  it  is  recognized  that  un- 
treated psoriatic  patients  may  have 
abnormal  liver  tissue.^’’”’’ ^ Total 
MTX  dosage,  duration  of  MTX  dos- 
age, duration  of  MTX  intake,  etha- 
nol intake  and  liver-function  tests 
were  then  tabulated.  Because  of  the 
small  number  of  patients  studied, 
statistical  analysis  was  not  attempt- 
ed. Records  of  total  MTX  dosage 
were  incomplete  in  some  cases  and 
stated  values  reflect  known  MTX 
intake.  No  consideration  was  given 
to  the  method  of  MTX  administra- 
tion. Serum  alkaline  phosphatase. 


sulfobromophthalein  (BSP)  excre- 
tion, serum  glutamic  oxaloacetic 
transaminase  (SGOT),  total  serum 
proteins  (TP),  and  serum  albumin 
(ALB)  were  measured  in  the  major- 
ity of  these  patients.  Liver-function 
values  were  obtained  immediately 
prior  to  liver  biopsy,  usually  within 
the  preceding  week.  Where  repeat 
prebiopsy  liver-function  tests  were 
determined,  an  average  value  is 
stated.  Ethanol  consumption  was 
rated  as  follows:  O — no  ethanol 

intake;  1+  — occasional  or  social 
ethanol  intake;  2+  — daily  ethanol 
intake,  up  to  four  hard  drinks;  3+  — 
more  than  four  hard  drinks  daily. 

results 

The  clinical  and  laboratory  data 
and  histologic  findings  are  summar- 
ized in  Table  1.  There  were  no  pa- 
tients with  diabetes  mellitus  in  the 
series,  nor  was  any  patient  taking 
drugs  (other  than  MTX)  known  or 
thought  to  be  bepatotoxic.  Where- 
as most  of  the  patients  with  abnor- 
mal histologic  patterns  (Groups  1 
and  2)  used  alcohol,  at  least  one 
patient  with  cirrhosis  (DS)  did  not. 
Although  there  was  overlap  between 
the  three  groups  of  patients,  two  of 
the  four  patients  with  cirrhosis  re- 
ceived a higher  total  dose  of  MTX 
than  any  other  patients  in  the  series. 
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TABLE  1 - PRESENT  SERIES 
Clinical  and  Laboratory  Data  and  Histologic  Findings 

Metho-  Duration 

Ethanol  trexate  of  % Tissue 


Pt 

Age 

Sex 

Intake 

Dose 

Therapy 

BSP  SCOT 

AP 

Bin 

ALB 

GLOB 

Diagnosis 

Group  1 

DS 

49 

M 

0 

5069  mg 

5 yrs 

11 

25 

130 

2.2 

4.0 

3.1 

Cirrhosis 

Cirrhotic 

RS 

39 

M 

2+ 

797  mg 

4.5  yrs 

- 

77 

106 

2.7 

2.1 

4.5 

Cirrhosis 

FZ 

50 

M 

^ + 

2500  mg 

2 yrs 

11 

28 

111 

0.3 

— 

— 

Early  focal 
cirrhosis 

EB 

52 

F 

^ + 

4500  mg 

5 yrs 

11 

112 

156 

1.5 

2.6 

4.0 

Cirrhosis 

Mean  values 

47 

3216  mg 

4.1  yrs 

11 

60 

126 

1.7 

Group  2 

JM 

59 

M 

1 160  mg 

2 yrs 

12 

20 

114 

0.2 

Mod  fatty 

“Abnormal" 

MG 

46 

F 

2+ 

1 300  mg 

2 yrs 

3.4 

46 

70 

0.4 

4.2 

3.8 

infiltration 
Mod  fatty 
infiltration 

JS 

45 

F 

3+ 

3000  mg 

3 yrs 

5 

17 

35 

0.3 

— 

— 

Min  fatty 
infiltration 

DL 

32 

M 

^ + 

400  mg 

1 yr 

10 

25 

69 

0.3 

— 

— 

Mod  fatty 
infiltration 

WR 

47 

F 

— 

1 200  mg 

1 .5  yrs 

9 

28 

73 

0.1 

4.0 

3.4 

Fatty 

infiltration 

Mean  values 

46 

1412  mg 

1 .9  yrs 

8 

27 

72 

0.26 

Group  3 
Normal 

BC 

33 

F 

0 

1400  mg 

5 yrs 

3 

18 

51 

0.4 

4.3 

2.9 

Normal 

JN 

24 

M 

2+ 

1460  mg 

2.5  yrs 

2 

15 

78 

0.1 

3.9 

2.6 

Normal 

DP 

26 

F 

0 

2400  mg 

4 yrs 

5 

1 1 

35 

0.2 

— 

— 

Normal 

Mean  values 

28 

1 753  mg 

3.8  yrs 

3.3 

15 

55 

0.23 

Normals  <20  25-90 

lU/L  lU/L 


and  three  of  the  four  cirrhotic  pa- 
tients had  a longer  duration  of  ther- 
apy than  all  but  one  in  the  other 
groups.  Thus,  there  was  a trend  to- 
wards a correlation  between  dose 
and  duration  of  therapy  and  ad- 
vanced liver  injury.  All  cirrhotic 
patients  showed  abnormal  BSP  ex- 
cretion, SCOT  and  alkaline  phospha- 
tase values. 

Not  included  in  the  tables  are 
the  follow-up  liver-function  tests  on 
three  of  these  four  patients  (RS,  FZ 
and  EB),  all  of  whom  discontinued 
MTX  therapy.  Over  a follow-up  pe- 
riod of  one  to  two  years,  BSP  excre- 
tion remained  essentially  unchanged 
and  SCOT  levels  decreased  in  all 


three  patients.  Serum  bilirubin,  ini- 
tially elevated  in  two  of  the  three 
patients,  returned  to  normal. 

discussion 

Treatment  of  psoriasis  with  MTX, 
a folic  acid  antagonist,  was  suggested 
by  Gubner  in  1951.  Various  dosage 
schedules  have  been  employed  in 
an  effort  to  reduce  side  effects 
while  effecting  regression  of  skin 
lesions.''*’*^  Toxic  effects  on  the 
hematologic  and  gastrointestinal  sys- 
tems have  been  well  recognized; 
hepatic  dysfunction  secondary  to 
MTX  is  now  being  found  with  in- 
creasing frequency.  Folic  acid  antag- 
onists — inhibitors  of  cellular  repro- 


duction — suppress  the  action  of  di- 
hydrofolate reductase,  an  enzyme 
necessary  in  the  reduction  of  folate 
and  dihydrofolate  to  tetrahydrofolic 
acid.*^  A methyl  group,  normally 
made  available  by  this  reduction 
and  necessary  in  the  de  novo  synthe- 
sis of  DNA,  is  thus  unavailable.  Al- 
though a selective  action  on  neo- 
plastic cells  predominates,  toxic  ef- 
fects on  normal  cell  lines  have  been 
well  documented.  The  exact  mech- 
anism of  liver  toxicity  is  not  known. 
Certainly  a toxic  rather  than  hyper- 
sensitivity effect  seems  likely,  as 
most  patients  are  affected,  the  reac- 
tion tends  to  be  dose-related,  and 
the  effects  are  cumulative.*’ 
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Attempts  to  correlate  dosage  of 
MTX  with  degree  of  hepatic  abnor- 
mality have  been  frustrating.  While 
Hersh,  et  al,  have  suggested  that 
liver  abnormalities  are  dose  depend- 
ent,'^ Roenigk,  et  al,  have  found  no 
close  correlation  between  total  dose 
of  MTX  and  degree  of  hepatic  ab- 
normality.^ Dahl,  et  al,  have  re- 
cently demonstrated  a correlation 
between  duration  (as  opposed  to 
total  dose)  of  MTX  therapy  and  se- 
verity of  liver  damage,"  and  Price 
has  suggested  that  daily  low  dosage 
of  MTX  is  nearly  always  more  toxic 
than  intermittent  high  dosage.'^ 
Our  relatively  small  experience  does 
not  settle  this  question,  although 
three  of  our  four  cirrhotic  patients 
had  received  the  drug  for  a mean 
duration  of  4.8  years  before  diag- 
nosis. 

All  our  cirrhotic  patients  showed 
abnormal  BSP  excretion,  SCOT  and 
alkaline  phosphatase  values;  com- 
pletely normal  liver-function  tests 
were  found  in  the  three  patients 
with  normal  biopsies.  Of  more  inter- 
est, however,  are  the  liver-function 
tests  in  the  Group  2 patients  — those 
with  abnormal  but  noncirrhotic  liv- 
ers. It  is  in  this  group  of  patients 
that  one  would  hope  to  find  a high 
incidence  of  abnormal  liver-function 
tests  at  a time  when  the  liver  process 
has  not  yet  led  to  cirrhosis  and, 
therefore,  is  presumably  still  revers- 
ible. Serum  alkaline  phosphatase 
levels  proved  to  be  the  least  helpful; 
80  percent  were  normal.  Sulfobro- 
mophthalein  excretion  and  SGOT 
levels,  when  taken  as  individual  tests, 
were  similarly  unrewarding;  40  per- 
cent of  BSP  values  in  this  group  were 
normal,  as  were  40  percent  of  SGOT 
levels.  However,  when  BSP  excre- 
tion and  SGOT  values  were  consid- 
ered together,  a somewhat  more 
helpful  picture  was  found  — that  is, 
four  of  the  five  patients  with  abnor- 
mal but  noncirrhotic  livers  had  an 
abnormal  result  from  one  of  these 
two  tests. 

Case  reports  of  67  psoriatic  pa- 
tients were  reviewed,  all  of  whom 
received  MTX  and  had  liver  biop- 
sies.^~"'’"~*^  These  patients  were 
placed  in  three  similar  groups,  based 
on  the  reported  histologic  findings: 


TABLE  2 - REVIEWED  SERIES 
Methotrexate  Dosage  and  Duration 


Group  1 
Cirrhotic 

Group  2 
"Abnormal” 

Group  3 
Normal 

Number  of  patients 

13 

28 

9 

Methotrexate  - 
Mean  total  dose 

2902  mg 

2269  mg 

1777  mg 

Methotrexate  - 

Mean  duration  of  therapy* 

3,9  yrs 

3.2  yrs 

3.5  yrs 

* Information  regarding  duration  of  therapy  was  available  in  28  patients 

TABLE  3 - REVIEWED  SERIES 
BSP  and  SGOT  Values 

Group  1 
Cirrhotic 

Group  2 
"Abnormal" 

Group  3 
Normal 

Number  of  patients 

14 

36 

11 

BSP  (mean) 

21% 

11% 

6% 

BSP  (%  abnormal) 

66 

63 

40 

SGOT  (mean) 

75  lU/L 

52 lU/L 

36  lU/L 

SGOT  (%  abnormal 

71 

45 

18 

SGOT  and/or  BSP 

(%  abnormal) 

86 

81 

45 

Group  1 — Cirrhotic  (14  patients); 
Group  2 — “Abnormal,”  Noncirrho- 
tic* (42  patients);  Group  3 — Nor- 
mal (11  patients).  Information  re- 
garding total  MTX  dosage,  duration 
of  therapy,  and  liver-function  values, 
available  in  the  majority  of  patients, 
is  recorded  in  Tables  2 and  3. 

The  results  were  generally  in 
agreement  with  those  of  our  series. 
Again,  Group  1 (cirrhotic)  patients 
received  the  highest  mean  total  dos- 
age of  MTX  and  received  the  drug 
over  a longer  period  of  time  than 
did  patients  of  the  other  two  groups. 
Similarly,  Groups  1 and  3 had,  re- 
spectively, the  highest  and  lowest 
incidence  of  abnormal  liver-function 
tests.  Liver-function  tests,  when 
taken  as  single  tests,  were  unreliable 

* The  majority  of  these  patients  demon- 
strated fatty  infiltration  of  the  liver; 
other  biopsies  were  read  as  triaditis,  hepa- 
titis, portal  fibrosis,  focal  necrosis  or 
hepatocellular  change. 


in  predicting  histologic  abnormal- 
ities in  the  abnormal,  noncirrhotic 
group.  However,  as  in  the  present 
series,  BSP  excretion  and  SGOT 
values,  when  considered  together, 
proved  to  be  of  predictive  value  in 
that  one  or  the  other  was  abnormal 
in  29  of  36  (81  percent)  of  these 
patients.  Furthermore,  when  all  pa- 
tients with  normal  liver-function 
tests  and  an  abnormal  bu  t noncirrho- 
tic tissue  were  considered,  one-half 
showed  only  minimal  histologic  ab- 
normalities and  none  demonstrated 
portal  fibrosis. 

In  conclusion,  it  seems  reason- 
ably well  established  that  long-term 
MTX  therapy  of  psoriasis  may  cause 
hepatic  damage.  Although  a wide 
range  of  total  MTX  dosage  has  been 
associated  with  different  histologic 
pictures,  ranging  from  completely 
normal  to  frankly  cirrhotic,  in  gen- 
eral those  patients  with  advanced 
liver  disease  have  received  MTX  in  a 
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Fig.  1.  Photomicrograph  of  liver  biopsy  specimen  showing  minimal  necrosis, 
moderate  inflammation,  and  disruption  of  hepatic  parenchyma  by  fibrous  septa. 
X 85. 


higher  mean  total  dosage  and  over  a 
longer  average  period  of  time  than 
those  patients  with  less  severe  liver 
disease  or  normal  livers.  It  is  obvi- 
ously imperative  that  patients  on 
long-term  MTX  therapy  be  followed 
very  closely  for  evidence  of  progres- 
sive hepatic  damage.  Although  there 
is  no  single  liver-function  test  that 


consistently  predicts  histologic  ab- 
normality, our  study  indicates  that 
significant  liver  damage  is  quite  un- 
likely if  both  the  BSP  and  SCOT  are 
normal.  Thus,  at  the  very  least, 
liver  biopsy  should  be  performed  at 
periodic  intervals  in  all  patients 
with  abnormal  or  deteriorating  liver- 
function  tests.  On  the  assumption 


that  there  is  a transition  from  fatty 
infiltration  to  cirrhosis  in  these 
cases,  it  would  seem  reasonable  to 
discontinue  MTX  in  those  patients 
who  develop  progressive  histologic 
abnormalities. 

500  North  Lilly  Road 
(98506) 
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Health  Maintenance  Organization  Plan  May  Need  Reorganization 

The  H.WO  concept  as  envisioned  by  its  proponents  may  not  survive  the  legislative  and 
administrative  processes.  If  it  does,  there  is  no  assurance  that  such  plans  can  attract  mem- 
bers and  sustain  growth,  especially  in  the  short  term.  Both  newly  formed  H.MOs  and  pro- 
viders that  may  shift  from  unorganized  to  organized  systems  will  find  it  bard  to  change 
lifelong  habits,  especially  of  persons  eligible  for  Medicare  benefits.  It  cannot  be  foreseen 
whether  an  appreciable  number  of  successful  fee-for-service  providers  will  change  to 
organized  systes 

organized  systems.  The  mere  establishment  of  H.MOs  will  not  guarantee  the  solution  of 
certain  problems  related  to  the  inflation  of  medical-care  costs.  It  will  not  necessarily  solve 
problems  related  to  the  fragmentation  of  services.  Nor  is  there  any  assurance  that  HMOs 
can  correct  the  maldistribution  of  services  in  underprivileged  or  rural  areas. 

James  A.  Vohs,Neu^  England  Journal  of  Medicine,  May  18,  1972 
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Coloscopy  and  Polypectomy 

WILLIAM  G.  FRIEND,  M.D.,  Seattle,  Washington 


Coloscopy  is  a fiberoptic  endoscopic  intubation  of  the  colon  which  allows  direct  visual- 
ization of  the  mucosa  from  the  rectum  to  the  cecum.  Used  as  an  adjunct  to  barium  enema, 
coloscopy  allows  a higher  percentage  of  precise  diagnoses  through  direct  inspection  or  bi- 
opsy of  suspected  disease.  Polypectomy  by  coloscopy  offers  minimal  risk  and  a painless 
alternative  to  transabdominal  surgery. 


iberoptic  coloscopy  has  become 
an  increasingly  useful  diagnostic  and 
therapeutic  form  of  endoscopy  for 
the  management  of  certain  colonic 
diseases.  Recent  advances  in  instru- 
mentation, Figure  1,  have  made  in- 
tubation of  the  splenic  flexure  of 
the  colon  virtually  a routine  proce- 
dure, while  intubation  of  the  cecum 
is  currently  successful  in  approxim- 
ately two-thirds  of  patients. 

Coloscopy  is  a remarkably  easy 
procedure  for  the  patient  to  toler- 
ate, but  difficult  for  physicians  to 
learn.  The  examination  is  usually 
performed  as  an  out-patient  proce- 
dure, and  the  degree  of  patient  dis- 
comfort is  approximately  the  same, 
or  less,  than  that  endured  for  the 


preceding  barium  enema.  The  exam- 
ination is  performed  with  the  pa- 
tient in  Sims’  position.  This  posi- 
tion may  be  changed  to  supine  to 
facilitate  crossing  the  transverse  co- 
lon, which  may  require  fluoroscopy. 
No  sedation  or  anesthesia  is  neces- 
sary, although  anticholinergics  used 
parenterally  are  sometimes  helpful 
in  decreasing  bowel  motility  to  facil- 
itate the  examination.  Mechanical 
cleansing  of  the  colon  must  be  as 
good  as,  or  even  better  than,  that 
required  for  barium  enema. 

indications  for  coloscopy 

Indications  for  coloscopy  fall  in- 
to one  of  three  general  categories. 


The  first  is  to  investigate  some  ab- 
normality revealed  by  barium  ene- 
ma. Figure  2 is  a roentgenogram 
showing  a filling  defect  in  the  ce- 
cum. In  this  instance,  the  filling 
defect  was  demonstrated  to  repre- 
sent only  a prolapsed  ileocecal  valve. 
No  neoplasm,  and  no  changes  in  the 
colonic  epithelium  were  noted.  The 
patient  is  thus  spared  laparotomy. 
With  increasing  frequency,  tentative 
decision  to  operate,  or  not,  has  been 
reversed  based  on  the  findings  of 
coloscopy.  1 have  examined  a num- 
ber of  patients  whose  barium  ene- 
mas were  suggestive  of  filling  defects 
that  were  shown  by  coloscopy  to 
be  either  non-existent,  or  not  indi- 
cations for  laparotomy. 


Fig.  1.  A.C.M.I.  Flexible  Coloscope  165  cm  Model  9000  PL  with  Teaching  Attachment. 
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The  second  general  indication  for 
coloscopy  is  to  investigate  a colon 
that  continues  to  show  signs  or 
symptoms  of  disease  in  the  face  of 
conventional  radiographic  studies  in- 
dicating a normal  colon.  Figure  4 
shows  a carcinoma  in  the  mid- 
sigmoid  colon  that  was  not  detected 


on  prior  barium  enema.  Coloscopy 
was  performed  because  of  rectal 
bleeding.  Following  up  the  sign  of 
rectal  bleeding  by  coloscopy  has 
resulted  in  a number  of  unexpected 
diagnoses.  In  my  series,  for  ex- 
ample, multiple  telangiectasias,  vas- 
cular malformations,  submucosal 


hematomas,  and  four  carcinomas, 
have  been  discovered. 

The  medical  profession  is  in- 
debted to  Shinya  for  establishing 
the  feasibility  of  polypectomy  by 
coloscopy.*  At  the  moment,  there 
is  no  commercially  available  instru- 
ment for  snaring  polyps,  but  the 


Fig.  4.  8 mm  adenocarcinoma  in  mid-sigmoid  colon. 


Fig.  5.  Pedunculated  polyp  (arrow)  in  proximal  descend- 
ing colon. 
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Fig.6  Endoscopic  photograph  of  the  pedunculated  polyp 
in  Figure  5,  its  stalk  being  transected  by  snare  and  cautery. 


Fig.  7.  Cauterized  stalk  (arrow)  and  polyp  lying  free  in 
descending  colon. 


introduction  of  at  least  three  such 
instruments  is  imminent.  I have  de- 
signed and  developed  eighteen  types 
of  instruments  for  performing  poly- 
pectomy. 

Figure  5 shows  a pedunculated 
benign  adenoma  in  the  descending 
colon.  Figure  6 shows  this  adenoma 
as  it  appears  through  the  coloscope 
with  a wire  snare  through  a teflon 
shield  placed  snugly  about  the  base 
of  the  polyp.  Figure  7 shows  the 
free  polyp  and  the  cauterized  base  of 
the  stalk.  The  specimen  is  removed 
from  the  colon  either  by  using  suc- 
tion, or  the  biopsy  forceps.  The  de- 
cision to  use  snare  and  cautery  on 
sessile  adenomas,  or  pedunculated 
lesions  with  a base  greater  than  2 
centimeters,  must  be  individualized. 


The  ability  to  excise  polypoid 
tumors  anywhere  in  the  colon  by 
coloscopy  represents  a major  thera- 
peutic advance.  Because  there  is  no 
somatic  innervation  to  these  tumors, 
the  patients  experience  no  discom- 
fort at  all  during  polypectomy. 

complications 

To  date,  there  have  been  no  oper- 
ative complications  from  coloscopy 
or  polypectomy  in  my  experience 
of  over  200  examinations.  Perfora- 
tions of  the  colon  have  been  report- 
ed,^ however,  and  at  least  one  pa- 
tient has  required  transfusion  due  to 
hemorrhage  from  a bleeding  stalk. ^ 
In  the  present  series,  one  patient 
bled  approximately  30  cc  immedi- 
ately following  transection  of  the 


stalk,  and  another  patient  devel- 
oped delayed  hemorrhage  five  days 
after  polypectomy  when  he  re- 
turned to  his  job  in  eonstruction. 
In  both  instances,  the  bleeding 
stopped  spontaneously. 

801  Broadway,  Suite  206 
(98122) 
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Male  Incontinence: 

Plastic  Bag  Receptacle  for  Mild  Cases 


CLARENCE  W.  BRUNKOW,  M.D.,  Portland,  Oregon 


F^or  those  unfortunate  males  af- 
flicted with  mild  but  troublesome 
incontinence,  a simple  method  of 
preventing  soiling  is  suggested.  The 
only  things  required  are  a flap-type 
plastic  sandwich  bag,  (such  as  Glad- 
bag),  toilet  tissue  and  a safety  pin. 

The  toilet  tissue  may  be  crum- 
pled and  placed  in  the  bag  as  a dis- 
posable sponge  or  it  may  be  used, 
for  the  same  purpose,  as  a folded 
strip  wound  around  the  penis. 

Both  the  penis  and  scrotum  are 
suspended  in  the  bag  so  that  the  flap 
of  the  bag  lies  over  the  pubis.  It  is 
pinned  between  folds  of  the  lower 


portion  of  the  undershirt  with  a 
safety  pin  to  keep  the  bag  sus- 
pended. The  elastic  waistband  of 
shorts  or  briefs,  placed  over  the  pin, 
will  keep  it  in  place,  and  the  thin 
plastic  bag  itself  clings  to  the  scro- 
tum and  adjacent  folds  of  the  thighs. 

When  urine  is  present  or  suspect- 
ed, it  is  advisable  to  sit  on  the  toilet 
before  removing  the  bag.  This  is 
done  by  lifting  the  edge  of  the  bag 
from  behind  the  scrotum.  This  al- 
lows any  impounded  urine  to  drain 
into  the  toilet,  and  the  tissue  may 
be  discarded  at  the  same  time.  The 
soiled  bag  is  replaced  by  a clean 


one  kept  on  hand,  and  the  soiled 
one  may  be  washed,  dried  and  used 
several  times. 

The  bag  can  be  a very  useful  pro- 
tective covering  for  dressings  after 
circumcision  and  scrotal  wounds.  It 
may  also  be  used  to  protect  bed 
linen  and  gowns  after  cystoscopy 
and  dilations,  or  to  prevent  spread 
of  infectious  venereal  organisms.  It 
is  not  useful  in  cases  of  total  incon- 
tinence, or  when  more  than  an 
ounce  or  two  of  urine  is  passed  on 
short  warning. 

8470  5W  Canyon  Drive 
(97225) 


\ 

Fig.  1.  Plastic  sandwich  bag  in  place.  Safety  pin  is  placed  Fig.  2.  Plastic  sandwich  bag  in  place  with  adhesive  tape 

transversely,  to  minimize  tearing  of  the  plastic  flap.  reinforcing  the  bag-flap  junction.  Toilet  tissue  may  be  placed 

in  the  bag  or  the  penis  may  be  wrapped  with  tissue,  as  shown. 
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Results  of  a survey  of  physicians ; 

13.3% 

Yes,  it  would  be  useful. 

86.7% 

No,  it  would  not  be  useful. 


I 


Wbuld  it  be  useful  in  clinical  practi^ 
to  have  government  predetermine 
drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  rt“>-  , 
determined.  [ 

The  Bureau  of  Dt*  « 
suggested  the  paclfe 
sert  as  a possible  nim 
communicating  info  ksi 
on  relative  eflBcacy 
to  the  physician.  1 1,1 
objectionable,  sincil 
not  believe  the  plfii 
should  have  to  relyl  ■ 
source  for  final  sifni  '' 
truth.  There  is  alsolm* 
tical  objection;  Sii|  "i. 
physicians  actua  ■ 
pense  drugs,  they  1: 
see  the  package  in  f 
any  event,  I woulqjiai: 
tain  that  the  ph  |ciii ; 
should  know  what  dif » i 
wants  and  why  will 
pending  on  the  govefa  * 
or  the  manufacturer  w 
him.  I 

Undoubtedly,  ph}U; 
are  swamped  by  e>  ». 
numbers  of  drugs  i > 
therapeutic  categori] .. 

I am  well  aware  tha  n? 
drugs  within  suclpat 
gories  could  be  eliniat 
without  any  loss,  (|f- 
haps  even  some  pr  t. 
the  practice  of  m«ci 
But,  in  my  opinion,  it! 
the  FDA  nor  an>f! 
single  group  has  thejpe 
tise  and  the  wisdoms 
sary  to  determine  t ■ 
“drug  of  choice” 
areas  of  medical  pra  ct 


ilftisement 


One  of  a series 


E 


aker  of  Medicine 


n th  G.  Kohlstaedt.M.D., 
'Vice  President, 

; edical  Research, 

E Lilly  and  Company 


Ir'ny  opinion,  it  is  not 
' Inction  of  any  govern- 
?nljr  private  regulatory 
siy  to  designate  a “drug 
cPce.”  This  determina- 
lould  be  made  by  the 
ian  after  he  has  re- 
iv^  full  information  on 
•operties  of  a drug, 
en  it  will  be  based  on 
perience  with  this 
u{  ind  his  knowledge  of 
Jividual  patient  who 
sd:ing  treatment. 

If  n evaluation  of  com- 
r£  ve  efficacy  were  to  be 
uf  particularly  by  gov- 
mnt,  at  the  time  a new 
u^3  being  approved  for 
irjting,  it  would  be  a 
eadisservice  to  medi- 
ie|id  thus  to  the  patient 
h^'onsumer.  For  exam- 
Ken  a new  therapeu- 
^ nt  is  introduced,  on 
Isis  of  limited  knowl- 
?et  may  be  considered 
h more  potent,  more 
felive,  or  safer  than 
0(|cts  already  on  the 
ir'd.  Conceivably,  at 
is|ime  the  new  drug 
ilije  labeled  “the  drug 
cj)ice.”  But  as  addi- 
ns clinical  experience  is 
-u  ulated,  new  evidence 
•J^Decome  available, 
te  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open,  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice’’  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 

PRESIDENT  SECRETARY-TREASURER 

Augustus  M.  Tanaka,  M.D.,  Ontario  Donald  F.  Kelly,  M.D.,  Portland 


Mayo  Hematologist  to  Head  Research  Center 


The  newly-established  Edwin  E.  Osgood  Memorial 
Center  for  Leukemia  Research,  at  the  University  of 
Oregon  Medical  School,  will  have  as  its  director  James 
W.  Linman,  former  head  of  special  hematology  at  the 
Mayo  Clinic-Foundation  and  director  of  the  hema- 
tology' training  program  at  Mayo  Graduate  School  of 
Medicine. 

Dr.  Linman  will  hold  a professorship  in  the  UOMS 
department  of  medicine’s  hematology  division.  He  is 
a 1947  graduate  of  the  University  of  Illinois  College 
of  Medicine,  and  has  served  on  the  faculties  of  the 
University  of  Michigan  and  Northwestern  University. 

JAMES  W.  LINMAN,  M.D. , 


Vander  Veer  to  Direct  UOMS 
Emergency  Services 


The  appointment  of  Joseph  B.  Vander  Veer,  Jr.,  as 
first  full-time  director  of  emergency  services  for  the 
University  of  Oregon  Medical  School  has  been  an- 
nounced by  Charles  N.  Holman,  dean. 

Dr.  Vander  Veer  will  direct  the  campus-wide 
emergency  unit,  a 24-hour-a-day,  365-days-a-year  serv- 
ice which  treats  an  average  of  100  patients  daily.  The 
emergency  facilities  were  constructed  adjacent  to 
Multnomah  Hospital  in  1965. 

Future  plans  for  the  services  include  establishing 
walk-in  clinics  for  ambulatory  patients,  a new  resi- 
dency program  in  emergency  medicine  and  imple- 
mentation of  county-  and  state-wide  rapid  transport 
systems  for  transfer  of  critically  ill  and  injured 
Oregonians  in  need  of  the  medical  school’s  specialized 
facilities.  A similar  system,  now  in  operation,  air  lifts 
gravely  ill  newborn  infants  through  the  Perinatal 


Emergency  Transport  System.  Long-range  plans  also 
include  development  of  programs  for  shock-trauma 
research. 

Dr.  Vander  Veer,  a 1965  graduate  of  Rochester 
School  of  Medicine,  will  also  serve  as  assistant  profes- 
sor in  the  School’s  department  of  surgery.  Following 
an  internship  at  UOMS,  he  served  two  years  with  the 
Indian  Health  Service  of  the  U.S.  Public  Health  Serv- 
ice. He  was  director  of  the  coronary  care  unit  at 
Toppenish,  Washington,  from  1967  to  1968  when  he 
returned  to  UOMS  for  his  surgery  residency. 

Author  of  a number  of  medical  journal  articles. 
Dr.  Vander  Veer  was  recipient  of  the  1970  NORTH- 
WEST MEDICINE  Manuscript  Contest  Award.  He  is  a 
member  of  the  Multnomah  County  Medical  Society 
and  the  American  Heart  Association. 
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98th  Annual  Session 

of  Oregon  Medical  Association 


AUGUSTUS  M.  TANAKA,  M.D. 

President 


GEORGE  M.  ROBINS,  M.D. 

President-Elect 


GERALD  L.  WARNOCK,  M.D. 

Chairman,  98th  Annual  Session 


September  13-17,  1972 
Portland,  Oregon 


An  invitation  . . . 

It  is  indeed  my  pleasure  to  extend  a cordial  invitation  to 
the  physicians  of  Oregon  and  of  the  Pacific  Northwest  to 
attend  the  98th  Annual  Session  of  the  Oregon  Medical 
Association,  September  13-17,  1972,  at  the  Portland  Hilton 
Hotel. 

This  year  we  feel  we  have  arranged  an  outstanding  clini- 
cal program  . . . one  which  will  be  of  interest  to  physicians 
in  all  specialties  and  in  all  forms  of  practice.  Discussions 
will  range  from  highly  technical  scientific  subjects  to  some 
of  the  more  controversial  socioeconomic  issues  facing  the 
professions. 

Four  general  scientific  sessions  on  Thursday  and  Friday, 
September  14-15,  are  presented  through  the  joint  auspices 
of  the  Ernst  August  Sommer  Memorial  Lecture  Series,  the 
Oregon  Allergy  Foundation,  and  the  Psychiatry  Section  of 
the  Oregon  Medical  Association.  On  Saturday,  excellent 
specialty  programs  in  family  practice,  internal  medicine, 
pathology,  radiology,  anesthesiology,  psychiatry,  and  pre- 
ventive medicine  are  scheduled. 

In  addition,  the  Association  will  sponsor  a number  of 
limited  registration  short  courses  and  scientific  roundtable 
luncheons.  More  than  forty  scientific  and  technical  exhibits 
will  also  be  available  for  viewing  during  the  entire 
convention. 

Business  and  social  activities  also  abound,  including  the 
Annual  Meeting  of  our  House  of  Delegates,  and  the  installa- 
tion of  my  very  worthy  successor,  George  Robins.  There 
are  a number  of  fine  activities  planned  by  our  Woman's 
Auxiliary  too. 

In  short,  it's  a meeting  I look  forward  to,  and  am  proud 
of.  I think  you  will  share  my  feelings,  and  I hope  to  see 
you  there. 

Sincerely, 

< 
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SCIENTIFIC  SESSION  CALENDAR 


THURSDAY,  SEPTEMBER  14 

7:30  a.m.  Short  courses  on  limited  subjects 

(limited  registration)  Ballroom  level 


Ballroom 

B FIRST  GENERAL  SESSION 

9:00  a.m.  The  Neck  Mass 

Walter  P.  Work,  M.D.,  Professor  and  Chair- 
man, Department  of  Otorhinolaryngology, 
University  of  Michigan  Medical  Center 

9:50  a.m.  Comparative  Studies  Between  Below  the 
Knee  and  Above  the  Knee  Amputation 
W.  Dean  Warren,  M.D.,  Whitehead  Profes- 
sor and  Chairman,  Department  of  Surgery, 
Emory  University  School  of  Medicine 


10:40  a.m.  Intermission 

11:00  a.m.  Experiences  with  Apex  Cardiography 

E.  Grey  Dimond,  M.D.,  Provost  for  Health 
Sciences,  University  of  Missouri 
12  noon  Limited  registration  scientific  roundtable 
discussions 


Ballroom 

B SECOND  GENERAL  SESSION 

2:00  p.m.  Non-Neoplastic  Diseases  of  the  Salivary 
Glands 
Dr.  Work 

2:50  p.m.  Intermission 

3: 10  p.m.  Choice  of  Operative  Procedures  for  Treat- 
ment of  Bleeding  Esophageal  Varices 
Dr.  Warren 

FRIDAY,  SEPTEMBER  15 

7 :30  a.m.  Short  courses  on  limited  subjects 
(limited  registration) 


Ballroom 

B THIRD  GENERAL  SESSION 

9:00  a.m.  Stress  Testing  Electrocardiography  and 
Ischemic  Heart  Disease 
Dr.  Dimond 

9:50a.m.  Problems  in  Hearing 
Dr.  Work 


10:40  a.m.  Intermission 

11:00a.m.  Surgical  Management  of  Relapsing  Pan- 
creatitis 
Dr.  Warren 

12  noon  Limited  registration  scientific  roundtable 
discussions 
Ballroom  level 


Ballroom 

B FOURTH  GENERAL  SESSION 

1:30  p.m.  Acupuncture? 

Dr.  Dimond 

2:40  p.m.  Mental  Health  Coverage  Under  Health  In- 
surance 

Perry  C.  Talkington,  M.D.,  President 
American  Psychiatric  Association 
3:10  (title  to  be  announced) 

Robert  Orange,  M.D.,  Toronto,  Canada 

SATURDAY,  SEPTEMBER  16 
BALLROOM  FLOOR 

Clinical  Session  - General  Practice  Session 

9:00  a.m.  Poisoning 

Walter  Sunderland,  M.D.,  Portland 
9:35  a.m.  Pediatric  Emergencies 

Robert  Meechan,  M.D.,  Portland 
10:15  a.m.  Intermission 
10:30  a.m.  Cardiopulmonary  Emergencies 
Leonard  Rose,  M.D.,  Portland 
11:15a.m.  G!  Bleeding:  Panel  Discussion 

Robert  Hakala,  M.D.,  Portland, Moderator 
12  noon  The  Future  Family  Physician 
Laurel  Case,  M.D.,  Portland 

12:39 

12:30  p.m.  Section  Meeting 

Clinical  Session  - Internal  Medicine  and 
Pathology  Sections 

8:30  a.m.  Oxygen  Transport  as  Related  to  the  Trans- 
fused Red  Cells 
Gordon  Doty,  M.D.,  Portland 
9:15  a.m.  Ouestion  and  Answer  Session 
9:30  a.m.  Current  Status  of  the  Carcinoembryonic 
Antigen  Assay 

David  S.  Johnson,  M.D.,  Portland 
Robert  K.  Gerding,  Ph.D.,  Portland 
10:15  a.m.  Ouestion  and  Answer  Session;  Slide  Ses- 
sion for  Pathologists 
10:30  a.m.  Intermission 

10:45  a.m.  Panel  Discussion:  Recent  Advances  in 

Pathogenesis,  Diagnosis  and  Treatment  of 
Gallstones 

William  B.  Evans,  M.D.,  Portland 
Moderator 

Clinical  Session  - Psychiatry  Section 

9:00  a.m.  Panel  Discussion:  Rights  of  the  Mentally 
III:  A Look  at  the  Proposed  Commitment 
Laws 

Dean  K.  Brooks,  M.D.,  Salem,  Moderator 
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Clinical  Session  - Radiology  Section 

1:15  p.m.  Roentgenology  of  the  Biliary  System 

Roy  R.  Greening,  M.D.,  Clinical  Professor 
of  Radiology,  University  of  Washington 
School  of  Medicine. 

2:10  p.m.  Unusual  Lesions  in  and  Adjacent  to  the 
Stomach 

John  H.  Juhl,  M.D.,  Professor  of  Radiol- 
ogy and  Chairman  of  the  Department  of 
Radiology,  University  of  Wisconsin  Medi- 
cal School 


3:00  p.m.  Intermission 
3:20  p.m.  Interesting  Duodena!  Lesions 
Dr.  Greening 

4:10  p.m.  Roentgen  Manifestations  of  Crohn's  Dis- 
ease Throughout  the  G.i.  Tract 
Dr.  Juhl 


Clinical  Session  - Preventive  Medicine  Sec- 
tion 

1:30p.m.  The  Health  Maintenance  Organization,  a 
Professional  Not  a Political  Issue 
David  Frohnmeyer,  J.D.,  Special  Assistant 


to  the  Dean,  University  of  Oregon  Law 
School 

Reactor  Pane! 

Hugh  J.  Tilson,  M.D.,  Portland,  Moderator 
3:00  p.m.  Intermission 

3:15  p.m.  Asbestos  and  Lung  Cancer  in  Oregon 

Jon  Dresser,  MS4,  University  of  Oregon 
Medical  School 

3:45  p.m.  Diagnosis  and  Treatment  of  Local  and 
Systemic  Gonococcal  Infection 
King  K.  Holmes,  M.D.,  Ph.D.,  Chief,  Divi- 
sion of  Infectious  Diseases,  U.S.P.H.S. 
Hospital,  Seattle 
4:30  p.m.  Business  Meeting 

Clinical  Session  - Anesthesiology  Section 

1 : 30  p.m.  Obstetrical  Anesthesia 

Sol  M.  Shnider,  M.D.,  Professor,  Depart- 
ment of  Anesthesia,  Moffit  Hospital,  Uni- 
versity of  California  Medical  Center 
2:30  p.m.  Intermission 

2:40  p.m.  Panel  Discussion:  Dental  Anesthesia 
John  0.  Branford,  M.D.,  Portland 
Moderator 


CALENDAR  OF  EVENTS 
Business  and  Social  Activities 


WEDNESDAY,  SEPTEMBER  13 


6:00  p.m.  Delegates  Registration  Opens 
Ballroom  Foyer 

6:00  p.m.  Twelfth  Annual  Physicians'  Art  Exhibit 
Opens 

Ballroom  Foyer 

6:00  p.m.  Champagne  Reception  and  Social  Hour 
for  House  of  Delegates 
Ballroom  Foyer 


6:45  p.m.  Pavilion  Room 
7:00  p.m.  Dinner  Meeting,  House  of  Delegates 
Pavilion  Room 


THURSDAY,  SEPTEMBER  14 

8:45  a.m.  Exhibits  Open 
Ballroom  Level 
5:15p.m.  Exhibits  Close 

FRIDAY,  SEPTEMBER  15 

8:45  a.m.  Exhibits  Open 
Ballroom  Level 


8:00  a.m. 
2:30  p.m. 

5:15  p.m. 
7:00  p.m. 

8:00  p.m. 


Woman's  Auxiliary  session  to  be  held  all 
day  at  the  River  Queen  Restaurant,  Port- 
land 

Exhibits  Close 

Social  Hour  for  President's  Installation 
and  Awards  Banquet 
President's  Installation  and  Awards  Ban- 
quet 

Ballroom  B 


SATURDAY,  SEPTEMBER  16 

9:30a.m.  Woman's  A uxiliary  Health  Educa  tion  Sym- 
posium 
Ballroom  B 

8:45  a.m.  Exhibits  Open 

SUNDAY,  SEPTEMBER  17 

7:00  a.m.  Registration  for  House  of  Delegates 
Pavilion  Room 

7:30  a.m.  House  of  Delegates  Breakfast  - Closing 
Session 

Pavilion  Room 


J 
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Oregon  Foundation  for  Medical  Care  — 
Progress  Report 

Ted  Lawson,  Associate  Project  Director 


n 


Foundations  for  medical  care  have  been  springing 
up  all  over  the  country  so  fast  that  it’s  difficult  to 
keep  track  of  them.  There  are  foundations  in  more 
than  25  states,  with  others  being  formed  every  day. 

Why  the  emphasis  on  foundations?  Where  are  they 
coming  from?  Why  are  they  being  formed?  There 
are  many  reasons,  but  the  most  consistent  and  often 
quoted  reason  is  “concern  for  the  quality  and  cost  of 
medical  care.”  They  are  also  being  formed  as  a reac- 
tion to  the  gap  that  is  growing  between  the  environ- 
ment in  which  the  individual  physician  would  like  to 
practice,  and  the  real  world  in  which  he  finds  himself 
practicing. 

Organized  medicine  has  always  been  concerned 
with  the  quality  of  medical  care,  and  peer  review'  has 
always  been  a part  of  that  practice.  It  wasn’t  until 
the  onset  of  Medicare  and  Medicaid,  however,  that  the 
rising  costs  of  medical  care  and  the  quality  of  that 
care  became  of  real  concern  to  lay  people  and  legisla- 
tors throughout  the  country. 

The  first  foundation  for  medical  care  was  estab- 
lished in  1954  in  the  San  Joaquin  Valley  of  California, 
as  Stockton  private  practitioners’  answer  to  the  e.xpan- 
sion  of  the  Kaiser  Medical  Foundation.  Valley 
physicians  viewed  Kaiser’s  concept  of  closed  panel 
practice  as  a threat  to  the  independent  practice  of 
medicine.  .As  a consequence,  the  San  Joaquin  Medical 
Society  developed  a program  that  incorporated  some 
of  the  attractive  features  of  Kaiser  and  resulted  in  a 
prepaid  health  insurance  plan  in  which  physicians 
would  be  reimbursed  on  a fee-for-service  basis. 

The  foundation  concept  actually  spread  rather 
slowly,  first  in  California  and  then  on  to  other  states. 
The  term  foundation  has  changed  as  the  foundation 
mov'ement  spread.  It  presently  is  construed  to  mean 
anything  from  a statewide  tax-exempt  organization 
aiding  medical  education  to  a claims  reviewing  organ- 
ization, to  a county-based  for-profit  corporation  pro- 
moting comprehensive  prepaid  medical  insurance. 

.Many  of  the  basic  precepts  of  the  foundation  mo- 
dality are  not  new  to  the  medical  profession  in  the 
state  of  Oregon,  and  some  even  predate  the  incorpora- 
tion of  the  Multnomah  Foundation  for  .Medical  Care 
in  April  1961.  The  nearly  forty  years  of  stringent 
claims  review  by  the  Physicians’  Association  of  Clack- 
amas County,  effective  grievance  committees  of  long- 
standing in  many  county  medical  societies  in  Oregon, 
and  the  numerous  hospital-based  review  mechanisms 
in  the  state  are  evidence  of  Oregon’s  continuing  con- 
cern for  high  quality  medical  service  and  for  respons- 
ible cost  containment  for  such  service. 

Thus,  the  prime  justification  for  the  foundation 
movement  — concern  for  the  quality  of  medical  care  — 


has  been  around  for  a long  time.  Although  present  in 
various  forms,  these  methods  have  not  lent  themselves 
to  any  sort  of  comprehensive  system.  No  single  struc- 
ture has  developed  that  would  encompass  the  entire 
state  in  a unified  force  directed  toward  assuring  that 
quality  medical  care  is  provided  everywhere  in  Oregon. 

Early  in  1971,  the  Long  Range  Planning  Committee 
of  the  Oregon  Medical  Association  recommended  to 
the  Board  of  Trustees  that  the  O.MA  investigate  the 
feasibility  of  developing  a continuing  “before-the- 
formal-complaint”  mechanism.  This  recommenda- 
tion was  endorsed  by  the  OMA  House  of  Delegates  at 
its  97th  Annual  .Meeting  in  September  1971.  The 
Ad  Hoc  Committee  on  Peer  Review  .Mechanisms  rec- 
ommended the  O.MA  seek  funds  through  the  Oregon 
Regional  .Medical  Program  (OR.MP)  to  initiate  the  de- 
velopmental phase  of  a statewide  peer  review  system. 

This  peer  review  structure  was  envisioned  as  em- 
bracing the  medical  care  delivered  by  all  doctors  of 
medicine  or  osteopathy  in  Oregon,  irrespective  of 
whether  the  care  is  rendered  in  a physician’s  office, 
hospital  or  other  setting.  Early  this  year  David  E. 
Reid,  D.O.,  Secretary-Treasurer  of  the  Oregon  Oste- 
opathic Association  wrote  to  .Mr.  Robert  L.  Dernedde, 
O.MA  Executive  Director,  expressing  the  OOA’s  con- 
currence with  the  concept  of  peer  review  on  a state- 
wide basis,  and  offering  the  full  support  and  coopera- 
tion of  osteopathy  in  the  state  in  developing  a peer 
review  program  for  all  Oregon  physicians. 

The  OOA  had  already  established  its  own  state- 
wide peer  review  committee  embracing  all  osteopathic 
physicians  in  Oregon.  The  functions  of  the  committee, 
originally  chaired  by  Daniel  B.  Bond,  D.O.,  Eugene, 
and  currently  chaired  by  Richard  E.  Reilly,  D.O., 
Forest  Grove,  are  primarily,  “to  assure  highest  quality 
of  performance  and  discovery,  and  to  prevent  low 
quality  performance;  to  provide  for  arbitration  and 
settling  disputes;  to  provide  utilization  review  for 
both  hospital  and  office  care;  and  to  provide  and  en- 
courage professional  development  and  education.” 

At  the  same  time,  a great  deal  of  work  was  being 
done  in  the  area  of  delivety  of  medical  care  to  the 
poor.  .Many  of  the  California  foundations  had  become 
involved  with  contracting  for  specific  medical  care 
services,  paid  for  on  a capitation  basis  by  the  Califor- 
nia Department  of  Health  Care  Services.  The  OMA’s 
Delivery  of  Health  Care  to  the  Poor  Committee  did  a 
great  deal  of  spade  work  in  formulating  their  recom- 
mendation that  all  health  care  delivety  systems 
feature  “.  . . equality  of  access  for  all  persons  at  all 
economic  levels.”  This  concept  was  endorsed  by  the 
©.■VIA  House  of  Delegates  at  the  1971  Annual  Meeting. 

With  the  Association’s  affirmation  of  the  concepts 
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of  a statewide  peer  review  system  and  an  equal-access 
health  care  delivery  system  in  mind,  President  Augustus 
M.  Tanaka  appointed  a Foundation  Development 
Committee  in  March  1972. 

“The  committee  has  been  created  because  the  Asso- 
ciation  has  received  a sub-contract  from  the  Oregon 
Regional  Medical  Program  to  develop  a statewide 
Peer  Review  Organization,”  President  Tanaka  stated 
in  his  letter  to  the  committee  members.  “With  the 
advent  of  Federal  legislation,  it  is  absolutely  essential 
for  the  medical  community  to  prepare  organizationally 
to  meet  the  requirements  of  the  Professional  Service 
Review  Organization  Legislation 

Doctor  Tanaka  continued:  “At  this  same  time,  the 
House  of  Delegates  at  its  midyear  meeting  in  April 
will  consider  a recommendation  from  the  Delivery  of 
Health  Care  to  the  Poor  Connnittee  to  authorize  devel- 
opment and  creation  of  a statewide  Foundation  for 
Medical  Care  with  the  objective  of  contracting  with 
the  State  of  Oregon  to  provide  medical  care  to  the 
indigent. 

“Both  programs  fall  within  the  scope  of  the  found- 
ation concept,  and  effective  peer  review  is  un  essential 
ingredient  to  any  program  which  may  involve  con- 
tracting with  the  State  for  care  of  the  indigent.  ” 

The  Foundation  Development  Committee  began 
its  deliberations  with  an  ORMP  grant  for  three 
months  operation  (April,  May  and  June),  and  a lot  of 
determination  and  optimism.  The  OMA  hired  Mr.  Ted 
Lawson  to  staff  the  Foundation  Development  Com- 
mittee and  to  work  full  time  on  the  ORMP  grant. 

The  Committee  is  chaired  by  Robert  L.  Hare,  OMA 
past-president,  and  is  divided  into  four  subcommittees, 
each  with  a specific  charge. 

J.  Richard  Raines,  also  a past-president  of  OMA, 
chaired  the  subcommittee  charged  with  developing 
the  articles  of  incorporation  and  bylaws  for  the  pro- 
posed foundation.  This  subcommittee  is  composed  of 
James  H.  Seacat,  Salem;  Hugh  B.  Johnston,  Eugene; 
John  Bussman,  Portland  (appointed  as  consultant  to 
the  Committee  by  virtue  of  his  expertise  in  the  foun- 
dation area  and  his  position  as  president  of  the  Mult- 
nomah Foundation);  and  Daniel  Bond,  D.O.,  Eugene. 
It  has  examined  numerous  examples  of  articles  of 
incorporation  and  bylaws  for  foundations  for  medi- 
cal care.  It  incorporated  material  from  the  Missouri, 
California,  Iowa,  Michigan,  Nassau  County,  New  York, 
and  Oregon’s  Multnomah  County  foundation  models 
in  its  own  proposed  document.  The  Articles  of  Incor- 
poration and  Bylaws  of  the  Oregon  Foundation  for 
Medical  Care  have  been  submitted  to  tbe  Board  of 
Trustees,  and  will  be  presented  to  the  House  of  Dele- 
gates at  its  Annual  Meeting  next  month. 

The  second  subcommittee,  chaired  by  Hugh  B. 
Johnston,  Eugene,  is  charged  with  developing  districts 
throughout  the  state,  and  with  preparing  guidelines 
for  the  mechanisms  and  procedures  of  district  peer 
review.  The  committee  is  composed  of  James  H. 
Stewart,  Wilsonville,  who  is  also  the  vice-chairman  of 


the  overall  committee  and  chairs  the  Delivery  of 
Health  Care  to  the  Poor  Committee;  Robert  Chiapuzio, 
North  Bend;  Thomas  R.  Rutter,  Medford;  E.  M.  Le- 
Vernois,  Klamath  Falls;  and  Edward  Foxley,  Bend. 
The  subcommittee  has  met  twice  in  Eugene,  and  con- 
sidered many  different  documents  before  recommend- 
ing a districting  proposal  to  the  full  committee.  It 
designed  a questionnaire  to  elicit  the  thinking  of  the 
component  county  societies  in  developing  its  district- 
ing proposal.  Nearly  all  societies  responded  and  their 
preferences  were  considered  by  the  committee.  Other 
documents  considered  included:  the  Regional  Medical 
Program  Patient  Origin  Study  for  Oregon,  Washington, 
and  Idaho;  the  State  of  Oregon  administrative  districts; 
the  new  legislative  districting;  the  peer  review  survey 
developed  by  another  sub-committee,  the  OMA’s  com- 
ponent society  boundaries,  and  Board  of  Trustee 
districts.  Its  proposal  bas  been  sent  to  all  component 
county  society  presidents  and  the  Board  of  Trustees 
for  review  and  comment  before  being  presented  to 
the  House  of  Delegates  in  September. 

A subcommittee  charged  with  identifying  the  exist- 
ing levels  of  peer  review  in  the  state  was  impaneled 
with  Gaylord  C.  Weeks,  Oregon  City,  as  the  chairman. 
The  subcommittee  includes  Frank  Russell,  Astoria, 
and  James  Hampton,  Robert  Stanton,  Charles  Pinney, 
and  Hance  Haney  of  Portland.  Mr.  Thomas  Bechtol, 
Executive  Director  of  the  Clackamas  County  Medical 
Society  and  General  Manager  of  the  Physicians’  Asso- 
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ciation  of  Clackamas  County,  was  appointed  by 
President  Tanaka  as  a consultant  to  this  subcommittee 
as  well  as  the  overall  committee.  This  subcommittee 
devised  three  variations  of  a basic  survey  question- 
naire: one  for  component  medical  societies,  one  for 
Oregon  hospitals,  and  one  for  a select  group  of  insur- 
ance carriers.  Response  rate  was  extremely  high;  92 
percent  of  the  component  societies  replied,  72  percent 
of  Oregon’s  91  hospitals  responded;  and  88  percent  of 
the  insurance  carriers  who  received  surveys  replied. 
The  results  have  been  incorporated  in  a report  used  by 
the  districting  subcommittee  and  has  been  sent  to 
component  society  presidents  along  with  the  full 
committee’s  report. 

A fourth  and  final  subcommittee  was  appointed  by 
Dr.  Hare  following  the  mandate  by  the  House  of  Dele- 
gates at  the  Midyear  Meeting  to  develop  the  necessary 
mechanisms  for  contracting  with  the  State  of  Oregon 
for  the  proposed  delivery  of  medical  care  to  Public 
Welfare  recipients. 

Dr.  Stewart  was  asked  to  chair  this  subcommittee 
because  of  his  work  with  the  Committee  on  Delivery 
of  Health  Care  to  the  Poor.  Drs.  Weeks  and  Stanton, 
and  Mr.  Bechtol  were  also  asked  to  serve  on  this  com- 
mittee. Several  new  members  were  appointed,  includ- 
ing Louis  O.  Machlan,  Jr.,  Robert  O.  Voy,  and  Harvey 
D.  Klevit,  all  of  Portland. 

This  subcommittee  recently  met  with  representa- 
tives of  Oregon  Physicians’  Service,  Kaiser-Permanente, 
the  Community  Health  Services  program  in  Multno- 
mah County,  and  Oregon's  four  medical  service  plans: 
the  Physicians’  Association  of  Clackamas  County,  the 
Pacific  Hospital  Association,  the  Rogue  Valley  Physi- 
cians Service,  and  the  Klamath  Medical  Service  Bureau. 
The  main  objective  of  the  meeting  was  to  discuss  a 
proposed  minimum  standard  medical  care  package  for 
welfare  recipients,  and  to  determine  how  much  it 
would  cost  in  various  areas  of  the  state.  The  results 
of  this  meeting  will  be  presented  to  the  House  of 
Delegates  in  September. 

At  this  point  the  OMA  Foundation  Development 
Committee  has  accomplished  its  first  three  objectives: 
to  create  a legally-acceptable  statewide  peer  review 
organizational  structure;  to  identify  and  describe  the 
existing  levels  of  medical  peer  review  in  the  state;  and 
to  suggest  peer  review  districts  having  common  socio- 
economic and  geographic  relationships  which  would 
encompass  the  entire  state.  All  of  these  proposals  will 


be  submitted  in  the  form  of  recommendations  to  the 
House  of  Delegates  for  consideration  in  September. 

The  full  Committee  visualizes  the  accomplishment 
of  an  operational  peer  review  program  in  three  phases: 
1.  Development,  2.  Experimentation,  and  3.  Imple- 
mentation. The  Committee  has  completed  three  of 
seven  objectives  in  the  first  quarter  of  the  year-long 
developmental  phase.  It  must  still  develop  district 
peer  review  procedures  and  mechanisms  for  medical 
review;  determine  methods  to  collect  data  which  will 
reflect  existing  practice  patterns  in  the  State,  aid  in 
establishing  standards  of  care,  and  in  determining  edu- 
cational and/or  training  needs  of  medical  providers; 
establish  appropriate  procedures  to  eliminate  unac- 
ceptable practices  which  are  not  corrected  through 
educational  efforts;  and  determine  the  mechanisms 
and  procedures  for  establishing,  implementing,  and 
evaluating  the  program  with  a segment  of  the  insured 
population  and  involved  medical  providers. 

The  Committee  projects  as  the  ultimate  objective 
of  the  project  creation  of  an  effective  and  on-going 
peer  review  program  which  will  be  funded  by  third 
party  carrier  subscription  sufficient  to  sustain  indefin- 
itely the  mechanisms  of  meaningful  peer  review. 

The  Committee  feels  that  once  the  mechanics  of 
the  statewide  peer  review  program  have  been  accepted, 
and  the  educational  thrust  of  the  system  established, 
then  a uniformly  high  quality  health  care  delivery 
system,  offering  equality  of  access  for  all  persons  at 
all  economic  levels  can  become  a reality. 
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UWSM  Professor  Honored  by  Endocrinologists 


Robert  H.  Williams  of  the  University  of  Washington 
School  of  Medicine  has  received  the  1972  Distin- 
guished Leadership  Award  of  the  Endocrine  Society. 

The  award,  presented  June  23  in  Washington,  D.C., 
at  the  banquet  of  the  International  Congress  of  Endo- 
crinology, was  given  for  outstanding  leadership  in 
fundamental  and  clinical  endocrinology  exemplified 
by  his  contributions  and  those  of  his  associates  and 
trainees  to  teaching,  research  and  administration. 

The  citation  for  the  award  points  out  that  Dr. 
Williams  has  trained  85  post-doctoral  fellows,  of 
whom  61  have  received  full-time  academic  appoint- 
ments at  universities.  Thirty-eight  have  attained  the 
rank  of  associate  or  full  professor  and  five  have  be- 
come heads  of  departments. 

Dr.  Williams  served  as  the  first  chairman  of  the 
Department  of  Medicine  at  the  University  of  Washing- 
ton and  proved  to  be  an  outstanding  leader  in  the 
development  of  the  new  medical  school.  He  also  has 
been  a prominent  leader  at  a national  level,  having 
served  as  president  of  the  American  Society  of  Clinical 
Investigation,  Association  of  American  Physicians, 


ROBERT  H.  WILLIAMS,  M.D. 


Association  of  Professors  of  Medicine,  Endocrine 
Society  and  other  organizations. 

The  award  citation  recognizes  Dr.  Williams  as  an 
outstanding  investigator  and  teacher,  dealing  predom- 
inantly in  earlier  years  with  the  thyroid  and  in  more 
recent  years  with  diabetes. 


Gynecological  Society  Assembly  Planned 


The  Fifteenth  Fall  Assembly  of  the  Seattle  Gyne- 
cological Society  is  scheduled  for  September  8 and  9 
at  the  Washington  Athletic  Club  in  Seattle. 

Faculty  and  their  subjects  are: 

Gail  V.  Anderson,  professor  of  obstetrics  and  gyne- 
cology, University  of  Southern  California,  Los  Angeles 
— Diabetes  in  Pregnancy;  Pregnancy  — Including  Sep- 
tic Shock;  Fetal  Evaluation. 

George  T.  Schneider,  associate  head,  department  of 
obstetrics  and  gynecology,  Ochsner  Clinic  and  Ochsner 
Foundation  Hospital;  clinical  assistant  professor  of 
obstetrics  and  gynecology,  Louisiana  State  University, 
New  Orleans  — Early  Diagnosis  and  Therapy  of  Carci- 
noma of  the  Cervix  (Colposcopic  Utilization);  Evalua- 
tion of  Anovulatory  and  Hirsute  Women  with  Elevated 
Ovarian  Androgen;  Management  of  Endometriosis  and 
Its  Complications. 


Robert  B.  Franklin,  associate  professor  of  obstetrics 
and  gynecology,  Baylor  University,  Houston  — Our 
experience  with  Uterine  Metroplasty,  Sperm  Agglu- 
tinization;  An  .Approach  to  the  Infertile  Couple. 

Melvin  L.  Taylor,  chief  of  gynecology,  Peter  Bent 
Brigham  Hospital;  associate  professor  of  gynecology. 
Harvard  Medical  School,  Boston  — Endocrine  Control 
of  Human  Ovulation;  Microdose  Progestin  and  Pill-a- 
Month  Contraception;  Gonadotropins  in  Ovulation 
Induction. 

Registration  information  may  be  obtained  from 
Miss  Sylva  Gibbons,  Executive  Secretary,  Seattle  Gyn- 
ecological Society,  1220  Boren,  Suite  1105,  Seattle, 
Washington  98101. 
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The  Why  and  How  of  Implementing 
Five-Digit  Coding  (CPT) 

JOE  RYAN,  Seattle,  Washington 

Current  Procedural  Terminology  (CPT)  was  developed  by  the  American  Medical  Associ- 
ation and  is  a dictionary  of  terms  and  codes  for  the  naming  and  designation  of  diagnostic 
and  therapeutic  procedures  in  surgery,  medicine,  and  the  specialties.  It  is  intended  as  a 
UNIFORM,  time-saving  system  of  reporting  procedures  performed  hy  physicians  to  private 
insurance  carriers,  the  Department  of  Labor  and  Industries,  Welfare,  and  Medicare.  It  is 
purely  a description  of  services,  and  while  CPT’s  five  digits  in  most  cases  are  identical  with 
those  contained  in  the  1969  California  Relative  Value  Studies  (CRVS),  CPT  does  not 
include  modifiers  or  unit  values.  Further,  CPT  does  not  contain  any  terminology  for  dis- 
eases. For  such  terminology  physicians  should  refer  to  the  International  Classification  of 
Diseases  Adapted  (ICDA),  or  the  Current  Medical  Information  and  Terminology  (CMIT). 

(Washington  State  Medical  Association,  44  N.E.  Ravenna  Boulevard,  Seattle, 

98115,  will  provide  information  on  where  coding  manuals  may  be  obtained.) 


Obviously,  it  takes  a little  longer  to  write  down, 
“Special  audiologic  evaluation  for  functional,  non- 
organic  hearing  loss  including  tests  of  pure  tone  air, 
bone,  speech,  Bekesy  audiometry,  psychogalvanic 
skin  reflex,  Stenger,  Doerfler-Stewart,  Lombard,  de- 
layed feed-back,”  than  it  does  to  write  92570,  which 
is  a five-digit  code  meaning  exactly  the  same  as  the 
preceding  27  words. 

And  obviously  anyone  responsible  for  billing  for  a 
service  as  described  above  would  much  rather  fill 
in  five  numbers  on  an  insurance  form  than  the  27 
words  of  description.  This  is  exactly  why  Current 
Procedural  Terminology  (CPT)  — a five-digit  descrip- 
tive coding  system  was  developed,  and  is  presently  be- 
ing implemented  in  a large  number  of  physicians’ 
offices  throughout  the  state  of  Washington. 

Ask  Dr.  Richard  Ganz,  a Spokane  family  practi- 
tioner, “Why  CPT?”  and  he  will  tell  you,  “We  have 
been  using  AMA’s  CPT  and  the  California  Relative 
Value  Scale  for  19  months  simply  because  it  is  easier, 
saves  office  paper  work,  and  is  ideally  suited  to  doc- 
tors in  primary  care. 

“My  family  practice  has  always  been  a low-volume, 
problem-oriented  practice  in  which  many  office  and 
hospital  calls  run  20  to  40  minutes  for  evaluation  of 
symptoms  and  thorough  examination.  The  new  CPT 
description  of  office  and  hospital  calls  finally  provides 
a system  for  describing  prolonged  visits  in  a meaning- 
ful way  to  third  parties. 

“The  highest  financial  reward  in  the  past  has  tradi- 


Mr.  Ryan,  of  the  Communications  Division  of  Washington 
State  Medical  Association,  was  in  charge  of  the  recent  CPT 
Workshops. 

The  article  was  prepared  from  material  supplied  by  John 
H.  Lindberg,  M.D.,  Chairman,  Relative  Value  Fee  Study  Com- 
mittee; Richard  Ganz,  M.D.,  Mrs.  Ann  T.  Taylor,  Office  Con- 
sultant and  workshop  panelist;  and  Mr.  Harry  W.  Burke,  Chair- 
man, Washington  State  Health  Insurance  Council  and  work- 
shop panelist. 


tionally  gone  to  the  high-volume,  minimal-care  doctor, 
because  a five-minute  call  yields  the  same  reimburse- 
ment as  a thirty-minute  call.  Now  the  doctor  in  pri- 
mary care  can  provide  the  careful,  comprehensive 
service  the  public  needs  and  be  reimbursed  adequately 
for  it.  He  can  tailor  his  time  to  the  patient’s  com- 
plaint, rather  than  trying  to  tailor  the  complaint  to  a 
short  office  or  hospital  call  or  to  multiple  short  calls. 
He  can  afford  the  extra  time  needed  to  provide  coun- 
seling, to  work  with  the  family  of  a sick  patient,  to 
become  acquainted  with  the  patient  as  a person,  and 
to  offer  health  management  services.” 

If  CPT  is  just  what  the  doctor  ordered,  it  is  even 
more  importantly  just  what  the  doctor’s  office  staff 
has  been  praying  for  over  the  years  — a common,  uni- 
form language  that  all  involved  — physician,  nurse, 
billing  clerk,  insurance  carrier  — everyone  involved  in 
billing  or  paying  for  physicians’  services  can  quickly 
and  fully  understand. 

implementing  the  system 

The  foregoing  pretty  well  explains  the  why  of  CPT. 
This  article  is  intended  to  explain  the  how  of  imple- 
menting the  system  in  the  physician’s  office,  quickly, 
painlessly,  without  disturbing,  complicating,  or  replac- 
ing your  present  billing  and  records  procedures.  For 
the  more  than  1,300  physicians,  medical  assistants 
and  other  allied  health  personnel,  who  attended  the 
first  workshop  on  March  8 of  this  year  or  one  of  the 
ten  CPT  Mini  Workshops  scheduled  throughout  the 
state  in  May  and  June,  this  article  will  serve  as  a re- 
fresher course;  for  those  who  were  unable  to  attend 
any  of  the  sessions,  it  is  hoped  that  the  material  con- 
tained herein  will  enable  you  to  undertake  implement- 
ation of  CPT  with  sufficient  assurance  that  you  can 
do  it  just  as  well  as  anyone  else  — and  you  can! 

As  of  this  writing,  indications  are  that  the  majority 
of  Washington  State  physicians  either  have  begun 
using  CPT  or  shortly  intend  to  do  so.  Most  of  the  pri- 


629 

Northwest  Medicine,  August  1972 


IMPORTANT 


FOR  INSURANCE  CLAIMS,  THE  COPY 
SUBSTITUTES  FOR  THE  “ATTENDING 
PHYSICIANS  STATEMENT*'  ON 
FORMS  COMPLETE  YOUR  PORTION. 
ATTACH  THE  DUPLICATE  STATE- 
MENT . AND  MAIL  TO  YOUR  INSUR- 
ANCE CARRIER. 


PEDIATRIC  ASSOCIATES,  INC.,  P.S. 

1199  1 16th  N E 

BELLEVUE.  WASHINGTON  98004 
PHONE  GL  5 2177 


1 BLACKBURN  S JOSLIN.  M D 

2 LEE  S VINCENT  M D 

3 THOMAS  C COCK  MD 

4 FRITS  R VAN  PAASSCHEN  M D 

5  


JOHN  0 ABBOTT 
101  N.  E.  MAIN  ST. 

BELLEVUE  WA 

98004 


DETACH  ALONG  PERFORATION  PLEASE  RETURN  UPPER  PORTION  WITH  YOUR  PAYMENT 


PAGE 

STATam  DATE  S 

•AO  ! 0*V  1 yup“| 

1 

1 1 1 

21  291  72  i 

003A567-1 

ACCOUNT  NUMBER  j 

91-0846502 


\ 


DATE 

PATIENTS  NAME 

NUMBEA 

CPTSCKVICEC006 


COA  cooc 
(7) 

COL 

DESCRIPTION 

DR 

NO 

CHARGES 

PAYMENTS 

1 1 

1 • 

PREVIOUS  BALANCE 

236.00 

2;  07j  72 

CHECK 

1 

10.00 

^ IQ  72 

JOHN 

01251 

90030-10 

A62.0 

A 

INJ  - IMMUNIZATIONS 

1 

A. 00 

2;  IP  72 

JOHN 

01251 

90050 

381.9 

A 

OFFICE  VISIT  L 

1 

8.00 

21  12  72 

CAROL 

00501 

12020 

YOO.O 

1 

SUTURE  WOUND 

1 

10.00 

2]  12  72 

CAROL 

00501 

81000 

03A.0 

1 

LAB  UA 

1 

5.00 

21  12i  72 

N S F CHECK 

1 

10.00- 

2i  72 

ERIK 

00861 

71030 

Y02.0 

2 

X-RAY  - CHEST 

1 

10.00 

2;  15i  72 

INSURANCE 

1 

10.00 

2 15  72 

KING  CNTY  MED.  CHECK 

1 

7.50 

2;  1T|  72 

CARL 

02382 

90200 

HOSPITAL  VISIT 

3 

10.00 

1 1 

1 1 

1 1 

1 1 

- 1 1 

PROCESSING  CHARGE 



2.36 

STATUS  OF  ACCOUNT  ^ 

NEW  BALANCE 

CURRENT  1 

OVER  30  OATS  i 

OVER  60  OATS  1 

59.36 

O 

O 

• 

00 

o 

o 

o 

CO 

OVER  90  days  jk 

50.5o|^ 

$ 267.86 

. 

RETAIN  THIS  PORTION  FOR  YOUR  RECORDS 


U ’A 

\VA‘ 

I 


PAY  THIS  AMOUNT 


\ \ 


Fig.  1.  The  duplicate  copy  of  a computer  printed  state- 
ment can  serve  in  lieu  of  the  Attending  Physician’s  Statement 
for  insurance  reporting  purposes.  Procedure  is  described  in 
code  and  narrative. 


vate  insurance  companies  are  now  accepting  billing 
utilizing  five-digit  coding.  The  Department  of  Labor 
and  Industries  is  on  record  as  being  willing  to  accept 
CPT  just  as  soon  as  50  percent  of  the  state’s  physicians 
begin  billing  on  that  system.  Mr.  Thomas  M.  Tierney, 
Director,  Bureau  of  Health  Insurance,  in  a letter  to 
David  W.  Williams,  Yakima,  President  of  the  Washing- 
ton State  Society  of  Internal  Medicine,  stated:  “I 

also  want  to  make  clear  that  we  are  not  requiring  that 
the  .Medicare  carriers  accept  and  process  only  those 
claims  using  a particular  system  of  coding  and  termin- 
ology’. As  long  as  the  claim  includes  an  adequate 
description  of  the  serv'ice  rendered,  so  that  the  carrier 
can  make  a valid  determination  of  the  medical  neces- 
sity and  the  reasonable  charge  for  that  service,  we 
have  no  objection  to  any  system  that  a physician  may 
use  to  describe  the  service.” 

As  this  issue  went  to  press,  44  percent  of  the 
membership  had  responded  to  the  Implementa- 
tion of  CPT  Survey  as  follows:  735  imple- 

mented as  of  July  1,  1972;  382  will  implement 
before  January  1973;  550  indefinite.  (The  De- 
partment of  Labor  and  Industries  has  been 
notified  of  these  results  and  should  shortly  ad- 
vise physicians  regarding  its  acceptance  of 
reporting  by  CPT.) 


Each  physician  must  first  analyze  his  own  require- 
ments and  determine  how  he  can  use  CPT  to  fulfill 
those  requirements.  The  advantages  of  coding  diag- 
noses by  means  of  the  International  Classification  of 
Diseases,  Adapted  (ICDA)  should  also  be  considered. 
It  is  necessary’  to  extract  from  the  CPT  and  ICDA 
manuals  the  numbers  representing  the  procedures 
most  commofily  performed  in  the  individual  office, 
along  with  the  diagnoses  most  frequently  encountered. 
At  the  present  time,  offices  should  also  investigate  the 
requirements  of  their  local  carriers,  particularly  re- 
garding diagnosis  coding. 

One  way  to  implement  coding  is  to  complete  the 
various  carrier  forms  in  the  customary  fashion,  but 
simplify  the  reporting  of  procedure  by  using  the  ap- 
propriate CPT  number  and  the  diagnosis  by  ICDA 
number.  However,  the  latter  cannot  be  utilized  where 
a narrative  diagnosis  is  still  required. 

Another  method  is  to  convert  the  billing  system  to 
an  insurance  reporting  mechanism  by  incorporating 
the  CPT  and  ICDA  numbers  onto  the  patient’s  ledger 
card.  The  communication  between  the  physician  and 
the  bookkeeper  must  be  accurate  in  this  operation  as 
the  numbers  recorded  must  indeed  represent  the  phy- 
sician’s services.  The  use  of  CPT  will  soon  reveal,  for 
instance,  that  there  is  no  longer  a “routine  office  call” 
— a more  descriptive  number  must  be  used.  The  han- 
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Date 


ATTENDING  PHYSICIAN'S  STATEMENT 
Allenmore  Medical  Center,  Suite  23 
South  19th  and  Union 
Tacoma,  WA.  98405 


Fig.  2.  By  incorporating  the  insur- 
ance information  in  the  charge  ticket,  an 
already  useful  document  serves  a second 
function  as  the  Attending  Physician’s 
Statement  when  submitted  by  patient  or 
office.  (Reproduced  by  permission  of 
ATT  Medical  Systems,  Seattle.) 


dling  of  insurance  forms  will  be  sim- 
plified for  those  using  photocopy 
ledger  systems  for  all  their  patients 
so  that  the  patient  may  attach  one 
copy  to  his  insurance  form.  If  only 
one  copy  is  mailed,  the  patient  will 
have  to  submit  his  original  statement 
to  the  carrier  or  have  a duplicate 
made,  or  the  office  may  prefer  to 
receive  the  insurance  forms  and 
process  them  manually. 

Those  physician  groups  that  util- 
ize computer  billing  have  program- 
med, or  are  programming  the  service, 
so  that  the  patient’s  printed  state- 
ment will  reflect  the  appropriate 
CPT  numbers  for  procedure  and 
ICDA  codes  for  diagnosis.  Most 
computer  billing  services  send  two 
copies  of  the  patient’s  billing  state- 
ment with  instructions  for  the  pa- 
tient to  submit  the  second  copy  to 
his  insurance  carrier  in  lieu  of  the 


0002 


'’•'one:  572-6835 

□ RALPH  V.  STAGNER,  M.D.  SS#  335-24-1 582 
Account  PC-MED2185  DPA  1-8373  L&l  2185 

MSB  MED.  DPA  GRICHARD  K.  OHME,  M.D.  SS#  508^8-9418 
L&l  Other  PC-MED  1766  DPA  1-6573  L&l  13412 


DIAGNOSIS  ICDA 

UROLOGY  - CPT  - Now  Pt  (2)  EsI  Pt  (1) 

CHARGE 

Calculus,  Kidney  592.0 

CONSULTATION  (3) 

Minimal 

90030 

Hydronephrosis  591 

□ Off.  DHosp.  DHome 

Brief 

90000 

90040 

Nephritis  582 

Limited 

90600 

Limited 

90010 

90050 

Pyeloneph.,  acute  590.1 

Intermediate 

90610 

Intermediate 

90015 

90060 

" , chronic  590 

Comprehensive 

90620 

Extended 

90070 

Renal  189.0 

Complex 

90630 

Comprehensive 

90020 

90080 

Calculus,  Ureter  592.1 


X-RAY  REQUESTED 


(5) 


SPECIAL  PROCEDURE  141 


Obstr.  Ureter 


593.3 


KUB 


I VP 


Instill-Irrigate 51700 


Uretal  Reflux 


593.5 


Cystogram 


Cystourethroscopy  52000 


Bladder  Tumor 


188 


IVP-HT 


IVPINF 


Dilation  M,  Init.  53600 


Bladder  Fistula 


596.0 


Cine,  Voiding 


, Sub.  53601 


Calc/Ves/Urethra  594.0 


Renal  Arteriogram 


Fil-Foll,  Init. 


53620 


Cystitis 


595 


,Sub. 


53621 


Neurogenic  Bl.  596.6 


Dilation  F,  Init.  53660 


Urethritis,  spec.  098.0 


(6) 


, Sub.  53661 


, nonspecific  597 


Therapeutic 


90705’ 


Urethral  Caruncle  599.2 


" Diverticulum  599.9 


HOSPITAL  SURGERY 


(8) 


LABORATORY 


(7) 


" Stricture 


598 


Date 


Urinalysis 


81000 


Adenoca  Prostate  185 


Surgery 


UA,  Micro 


81015 


BPH 


600 


Urine  Culture 


87110 


Prostatitis 


601 


Cult.  & Sens. 


87120 


Cryptorchidism  752.1 


Micro  Wet  Mt. 


87010 


Epididymitis 


604 


FF 


Hydrocele 


603 


Assist  (9) 


Redund.  Prepuce  605 


(11) 


OFFICE  SURGERY 


(10) 


Spermatocele 


607.6 


Catheter 


99070* 


Prost.  Needle  Biop.  55700 


Torsion  Testis 


607.7 


Appliances 


99070* 


Vasectomy 


55250 


Tumor  Testis 


186 


Balanitis 


607.3 


MISCELLANEOUS 


(12) 


Hematuria 


798.3 


Hospital  Call  (13)902, 


Infert.  Male 


606 


Emerg.  Room  (14)  905 


Total  of  Left  Column 


Normal  Male  Steril.  Y10.0 


Special  Rept.  (15)  99080 


TODAY'S  TOTAL 


Ur.  Stress  Incont.  786.2 
Other 


I Copyright  1972  ATT  Medical  Systems  UR  7205  A 


ASSIGNMENT  OF  BENEFITS.  I hereby  authorize 
payment  directly  to  the  physician  of  benefits  due 
me  for  his  services  as  described  above.  I understand 
I am  financially  responsible  for  charges  not  covered 
by  this  authorization. 


Signed; . 


DISABILITY 

Estimated  RTW 

•CRvs  This  is  your  Insurance  Report  - Itemized  Statement  of  Charges  - Payment  Receipt 

SUBMIT  THIS  WITH  YOUR  MEDICARE  OR  INSURANCE  COMPANY  CLAIM  FORM 


Attending  Physician’s  Statement. 

Computer  statements  generally  in- 
clude a brief  description  of  the  pro- 
cedures as  well  as  the  CPT  numbers. 

Where  ICDA  numbers  alone  cannot 
be  processed  by  certain  carriers, 
computers  can  be  programmed  to  print  out  a narrative 
diagnosis  as  well.  Figure  1. 

Incorporation  of  the  codes  into  a charge  slip,  a 
copy  of  which  is  designed  to  serve  as  the  Attending 
Physician’s  Statement  when  attached  to  an  insurance 
form,  is  another  effective  way  to  implement  CPT. 
Completing  insurance  records  from  the  charge  ticket 
preserves  the  ledger  system  as  a billing  mechanism 
only.  The  charge  slip  is  extensively  used  in  physicians’ 
offices  because  it  tends  to  encourage  cash  payments 
when  presented  by  the  patient  to  the  receptionist  or 
bookkeeper  after  treatment.  Hence,  improving  the 
charge  slip  to  provide  the  information  required  by  the 
carrier,  and  giving  it  to  the  patient  as  his  insurance  or 
Medicare  form,  makes  an  already  effective  communi- 
cation document  into  an  insurance  reporting  form  as 
well.  With  the  inclusion  of  a brief  narrative  descrip- 
tion of  the  commonly  performed  procedures  and  diag- 
noses, along  with  the  corresponding  CPT  and  ICDA 
numbers,  the  charge  slip  meets  the  requirements  of 
most  carriers  in  the  state.  It  serves  the  same  function 
as  the  statement  prepared  by  the  computer,  but  with- 
in the  confines  of  a small  office  manual  system. 
Figure  2. 


Thus,  depending  upon  how  extensively  the  doctor’s 
office,  large  or  small,  chooses  to  implement  CPT,  there 
can  be  no  doubt  that  there  will  be  benefits.  At  the 
minimum,  five-digit  coding  will  provide  more  accurate 
communication  between  the  physician  and  the  insur- 
ance carrier.  At  the  maximum  utilization,  CPT  has 
already  proven  its  ability  to  substantially  reduce 
paperwork  in  the  office  and  increase  cash  income  and 
office  efficiency. 

private  carriers'  acceptance 

In  dealing  with  the  insurance  carriers,  there  were 
several  questions  that  repeatedly  came  up  during  the 
workshops: 

Q.  Will  private  carriers  accept  their  claim  forms 
with  diagnosis  and  service  expressed  in  CPT  and 
ICDA  code  numbers  without  being  augmented 
by  description? 

A.  Yes.  The  majority  of  private  carriers  are  geared 
to  handle  both  coding  systems.  The  standard 
Health  Insurance  Council  Attending  Physician's 
Statement  reads,  under  Diagnosis,  "If  diagnosis 
code  other  than  ICDA  used,  give  name,  "and 
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Name 

Date 

HOSPITAL  CHARGES 

New  or  Established  Patient 
First  visit 

Limited  90200 

Intermediate  90215 

Comprehensive  90220 

Subsequent  visits 


Brief 

90240 

Limited 

90250 

Intermediate 

90260 

Extended 

90270 

ECG 

93010 

Other 

Special  Procedure 

Consultations 

Limited 

90600 

More  Extensive 

90610 

Comprehensive 

90620 

Unusually  Complex 

90630 

Fig.  3.  For  reporting  hospital  visits  and  charges  to  his 
bookkeeper,  the  physician  indicates  the  appropriate  examina- 
tion on  slips  carried  in  his  pocket. 


under  Report  of  Services,  “Procedure  code,  if 
used  (if  code  other  than  CPT  used,  give  name).” 

Q.  Will  a copy  of  an  itemized  statement  or  a charge 
ticket,  which  describes  services  rendered  in  CPT, 
or  narrative,  or  both,  be  accepted  by  private 
carriers  when  attached  to  the  claim  form  in  lieu 
of  the  Attending  Physician's  Statement? 

A.  Most  will,  if  the  attached  document  answers  the 
questions  posed  on  the  claim  form.  Often  the 
carrier  may  need  to  know,  in  addition  to  the 
diagnosis  and  services  rendered,  whether  the 
condition  arose  out  of,  or  in  the  course  of,  em- 
ployment; whether  the  condition  is  pregnancy 
related;  date  of  first  treatment;  and  date  symp- 
toms first  appeared  or  accident  happened. 

Q,  Will  a carrier  accept  a claim  form  or  itemized 
bill  that  does  not  bear  the  physician's  signature? 

A.  Except  for  claim  forms  certifying  to  disability, 
most  carriers  will.  However,  there  will  be  occa- 
sions when,  because  of  unusual  circumstances,  a 
carrier  may  call  to  verify  the  authenticity  of  a 
bill,  claim  form,  or  charge  ticket. 

Q.  Why  do  carriers  require  so  many  follow-up 
forms  certifying  to  continuing  disability? 


A.  The  majority  of  these  requests  are  made  because 
the  initial  form  does  not  properly  answer  the 
question,  "If  still  disabled,  date  patient  should 
be  able  to  return  to  work?"  The  majority  of 
forms  seem  to  answer  the  question  in  one  of 
three  ways;  "Unknown,"  "Undetermined,"  or 
"?"  If  a specific  date  for  return  to  work  is  not 
known  at  the  time  the  form  is  completed,  the 
physician's  best  estimate  should  be  given,  such 
as  "approximately  six  weeks,"  "about  Septem- 
ber 10th,"  etc.  This  is  particularly  important 
for  vague  diagnosis  when  length  of  disability 
varies,  for  example,  heart  disease,  anxiety,  non- 
surgical  back  conditions,  and  claims  involving 
undiagnosed  symptoms.  If  the  physician's  esti- 
mate of  the  length  of  continuing  disability 
appears  compatible  with  the  diagnosis,  age  of 
claimant,  and  type  of  work  performed,  the 
carrier  will  probably  be  able  to  continue  the 
claim  without  additional  certification  until  a 
week  or  so  before  the  anticipated  return-to-work 
date.  The  carrier  must  also  be  assured  that  the 
disabled  person  is  under  the  care  of  a physician; 
therefore,  they  need  the  dates  of  treatment, 
even  though  they  might  not  be  the  insurer  for 
the  medical  benefits.  Bear  in  mind  that  there  is 
a difference  between  time  loss  and  disability. 
The  carriers  want  to  know  for  what  period  of 
time  the  individual  was  unable  to  perform  the 
duties  of  his  occupation  because  of  the  disease 
or  injury,  not  the  dates  of  his  absenteeism. 

Q.  If  a provider  has  a problem  with  a private  car- 
rier related  to  billing  or  claim  forms,  what  can 
he  do? 

A.  If  the  provider  cannot  resolve  the  problem  by 
communicating  with  the  carrier,  he  should  con- 
tact Washington  State  Medical  Association, 
which,  through  its  liaison  with  the  Health  Insur- 
ance Council,  may  be  able  to  help. 

Q.  If  CPT  does  not  provide  a code  number  for  a 
certain  procedure,  what  can  be  done  to  report  it 
with  accuracy? 

A.  Codes  may  be  borrowed  from  the  1969  Califor- 
nia Relative  Values  Study  (CRVS)  book  to  sup- 
plement a CPT  number,  or  it  may  be  used  for  a 
nonexistent  CPT  number.  However,  the  bor- 
rowed numbers  must  be  identified  as  being 
from  CRVS  if  a narrative  description  is  not 
included.  Something  else  to  remember  in  such 
instances,  is  that  when  surgical  procedures  are 
not  adequately  described  by  a CPT  number,  and 
particularly  if  the  cost  is  higher  than  usual,  an 
operative  note  can  serve  as  auxiliary  informa- 
tion. If  it  is  not  attached  to  the  billing,  the 
carrier  will  unquestionably  call  for  one  before 
payment  is  made. 

In  all  probability,  there  will  be  additional  questions 
that  will  come  up  as  time  goes  on.  When  they  do, 
please  direct  them  to  WSMA.  Answers  will  be  returned 
as  quickly  as  possible. 
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Washington  State  Medical  Association 
1972  Annual  Meeting 


Welcome  to  Seattle  for  the  83rd  Annual  Meeting  of  the  Washington  State  Medical  Asso- 
ciation. Our  committee  of  Scientific  Assembly  has  put  together  a tremendous  program 
with  some  superb  courses  in  electrocardiography,  fluid  balance  (this  has  been  very  popular 
in  the  past),  the  management  of  acute  respiratory  insufficiency,  and  a special  course  in 
sports  medicine. 

We  are  especially  honored  this  year  by  the  participation  of  Carl  Hoffman,  newly- 
elected  American  Medical  Association  President.  Dr.  Hoffman  will  speak  briefly  at  the 
Family  Banquet  on  Sunday  night  and  will  be  available  for  conferences  and  informal  dis- 
cussions with  any  and  all  members  of  the  Association  for  the  remaining  three  or  four  days. 
This  is  a real  opportunity  for  the  membership  to  talk  informally  with  the  man  who 
represents  us  all. 

Panels  and  papers  on  everything  from  clinical  cancer  immunology  to  the  recognition 
and  therapy  of  depression  and  suicidal  behavior  will  be  presented  for  your  erudition  (and 
for  post-graduate  education  points,  too). 

The  annual  golf  and  tennis  plans  are  fully  developed  and  I am  sure  will  offer  a great  day 
Monday  for  those  fans  who  can  tear  themselves  away  from  Science. 

We  are  looking  forward  to  seeing  you  all  in  Seattle  and  especially  to  the  welcoming  of 
friends  from  the  neighboring  Northwest  States. 


PETER  T.  BROOKS,  M.D. 

President 

Washington  State  Medical  Association 


n 


President’s  Welcome 


Sincerely, 
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Scientific  Program  Chronology 


DAY.  DATE 

TIME 

■ PROGRAM  TITLE 

Monday  — 

8:30-  10:30  A.M. 

Electrocardiography  Course  — Part  1 

September  18 

8:30-  10:30 

Practical  Management  of  Acute  Respiratory  Insuf- 
ficiency — Part  1 

9:00-  10:30 

Fluid  Balance  — Part  1 

9:00-  12:00 

Problems  of  the  Emergency  Room  and  Extension 
of  Care  into  the  Community  (Inside  and  Outside 
the  Emergency  Room) 

10:00  - 12:00 

Panel  on  Clinical  Cancer  Immunology  — Insights 
and  Outlook 

11:00  - 12:00 

Papers  from  Members  and  Guests: 
GASTROENTEROLOGY 

12:00  - 4:00 

Health  Officers'  Luncheon  and  Program 

2:00  - 5:15 

"Can  We  Lower  the  Costs  of  Medical  Care?"  (A 
Panel  on  Some  Modest  Proposals) 

2:00-5:00 

Pediatric  Infectious  Diseases 

Tuesday  — 

8:30-  10:30  A.M. 

Electrocardiography  Course  — Part  II 

September  19 

8:30-  10:30 

Practical  Management  of  Acute  Respiratory  Insuf- 
ficiency — Part  1 1 

8:30-  10:30 

Fluid  Balance  — Part  1 1 

9:00-  12:00 

General  Session  (Patient  Care  Appraisal;  Aspects  of 
Medical  Education) 

9:00-  10:00 

Papers  from  Members  and  Guests: 
ORTHOPEDICS 

9:00-5:15 

Eye  Scientific  Session 

2:00-3:30 

Hyperalimentation  (Long-Term  Parenteral  Nutri- 
tion) 

3:30  - 5:15 

New  Techniques  in  the  Management  of  the  Patient 
in  Shock 

3:30-  5:00 

The  Recognition  and  Therapy  of  Depression  and 
Suicidal  Behavior 

3:30-5:00 

Course  on  Sports  Medicine  — A Panel 

Wednesday  — 

8:30-  10:30  A.M. 

Practical  Management  of  Acute  Respiratory  Insuf- 

September 20 

8:30-  10:30 

ficiency  — Part  III 
Fluid  Balance  — Part  III 

9:00-  11:30 

Papers  from  Members  and  Guests: 
GENERAL 

9:00-  10:30 

Panel  on  Diabetes  in  Ob-Gyn 

9:00-  10:30 

Cerebral  Vascular  Problems 

11:00-  11:45 

Papers  from  Members  and  Guests: 

CARDIAC  ASPECTS 
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Guest  Speakers 


S.  GORHAM  BABSON,  M.D. 

Professor  of  Pediatrics,  Director  of  Neonatal  Unit, 
University  of  Oregon  School  of  Medicine,  Portland 
Alimentation  in  the  Neonate 
2:50  Tuesday,  September  19,  Spanish  Ballroom 

RALPH  B.  DILLEY,  M.D. 

Assistant  Professor  of  Surgery,  University  of  Califor- 
nia, San  Diego 

Course  on  Practical  Management  of  Acute  Respiratory 
Insufficiency 

8:30-10:30  Parts  I— III,  Monday-Wednesday,  Septem- 
ber 18-20,  Pacific-Evergreen  Room 

STANLEY  J.  DUDRICK,  M.D. 

Professor  and  Chairman,  Department  of  Surgery,  Uni- 
versity of  Texas,  Medical  School  at  Houston,  Texas 
Hyperalimentation  in  the  Post-Operative  Patient 
2:00  Tuesday,  September  19,  Spanish  Ballroom 

HEINZ  F.  EICHENWALD,  M.D. 

William  Buchanan,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  The  University  of  Texas  South- 
western Medical  School  at  Dallas;  Chief  of  Staff, 
Children's  Medical  Center  of  Dallas 
Use  of  New  Antibiotics  in  Infants  and  Children 
2:45  Monday,  September  18,  Pacific-Evergreen 
Room 


CARL  EISDORFER,  PH.D.,  M.D. 

Professor  and  Chairman,  Department  of  Psychiatry, 
U.  of  W.  School  of  Medicine;  Psychiatrist  in  Chief, 
University  Hospital,  Seattle 
Depression  in  the  Aging 

4:15  Tuesday,  September  19,  Williamsburg  Room 

RICHARD  H.  KEATES,  M.D. 

Associate  Professor  of  Ophthalmology,  The  Ohio 
State  University  College  of  Medicine;  Surgeon  Direc- 
tor, The  Ohio  State  University  Hospitals  Eye  Bank; 
Director,  Corneal  Service,  Columbus,  Ohio 
Diseases  of  the  Cornea 

9:50  Tuesday,  September  19,  Colonial  Room 

WALLACE  A.  REED,  M.D. 

Surgicenter,  Phoenix,  Arizona 

The  Surgicenter  Concept  — A Contribution  from  the 
Private  Sector 

2:00  Monday,  September  18,  Spanish  Ballroom 

AUGUST  G.  SWANSON,  M.D. 

Director  of  the  Department  of  Academic  Affairs,  As- 
sociation of  American  Medical  Colleges,  Washington, 
D.C. 

Graduate  Medical  Education:  Once  for  the  Excep- 

tional, Now  Essential  for  AH 
11:10  Tuesday,  September  19,  Spanish  Ballroom 


Scientific  Exhibits 

MOHS  CHEMOSURGERY  IN  THE  TREATMENT  OF  SKIN  CANCER 

Gerald  Bernstein,  M.D.,  Arnold  D.  Hoekzema,  M.D.,  and  Frank  L.  Thorne, 
M.D.,  Seattle 

Modern  cancer  chemosurgery  as  developed  by  Dr.  Frederic  E.  Mohs  has 
been  in  use  for  over  25  years.  During  this  time  it  has  proven  its  value  in  the 
treatment  of  cutaneous  malignancy. 

The  basic  principle  is  that  after  fixation  with  zinc  chloride,  the  tissue  is 
excised  and  the  edges  are  coded  with  dyes.  Frozen  sections  are  then  made 
which  include  all  lateral  margins  and  the  entire  undersurface  of  the  excised 
tissue.  Not  intended  to  replace  conventional  cancer  therapy,  chemosurgery 
gives  unparalleled  reliability  in  the  treatment  of  skin  cancer  especially  exten- 
sive or  recurrent  lesions.  Recent  experience  has  demonstrated  its  usefulness 
as  an  adjunct  to  conventional  surgery  in  checking  margins  for  completeness 
of  tumor  removal. 

CARCINOMA  OF  THE  PROSTATE 

Roy  J.  Correa,  Jr.,  M.D.,  Willis  Taylor,  M.D.,  J.  Tate  Mason,  M.D.,  Robert 
P.  Gibbons,  M.D.,  Seattle 

As  clinical  experience  has  been  accumulated  in  the  treatment  of  carcinoma 
of  the  prostate  and  new  modes  of  therapy  are  introduced  in  the  management 
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of  this  disease,  it  becomes  apparent  that  accurate  clinical  staging  is  important 
to  establish  guidelines  of  therapy  and  allow  accurate  assessment  of  the  results. 
This  exhibit  attempts  to  summarize  these  factors  in  a concise  manner. 

THE  DIA  GNOSIS  OF  REEL  UX  ESOPHA  GITIS 

Donald  Giovanazzi,  B.A.,  Larry  Andres,  B.S.,  and  John  Sonneland,  M.D., 
Spokane 

The  diagnosis  of  reflux  esophagitis  is  overlooked  at  times  in  clinical  prac- 
tice. The  multi-diagnostic  approach  is  demonstrated,  in  which  the  accuracy 
of  diagnosis  is  enhanced  by  the  combined  use  of  esophageal  pH  studies, 
Bernstein  test,  esophagoscopy  and  biopsies.  Equipment,  charts  and  photo- 
graphs are  used  in  the  exhibit. 

NEWER  TECHNIQUES  IN  THE  EVALUATION  AND  TREATMENT  OF 
CORONAR  Y DISEASE 

R.  R.  Johnston,  M.D.,  R.C.K.  Riggins,  M.D.,  G.  E.  Thompson,  M.D.,  and 
G.  H.  Lawrence,  M.D.,  Seattle 

Of  the  many  advances  in  the  management  of  coronary  artery  occlusive  dis- 
ease, four  will  be  emphasized:  a.  The  risk,  technique,  indications,  value  and 
results  of  coronary  arteriography  in  coronary  occlusive  disease,  b.  The  value 
of  stress  exercise  testing  as  a screening  technique  for  diagnosing  significant 
coronary  occlusive  disease,  c.  The  indications  for  techniques,  risks,  and  results 
of  coronary  artery  bypass  surgery,  d.  Intra-aortic  balloon  assistance  of  the 
failing  circulation  in  cardiogenic  shock. 

These  topics  will  be  presented  in  terms  of  experience  with  over  600  cases 
of  coronary  angiograms,  over  100  cases  of  bypass  surgery  and  selected  cases 
of  stress  testing  and  balloon  assistance. 

ANGIOGRAPHIC  TREATMENT  OF  GI HEMORRHAGE  WITH  ARTERIAL 
VASOCONSTRICTORS 

Edmund  E.  Lewis,  M.D.,  Spokane 

This  exhibit  details  the  indications  and  method  for  the  precise  angiographic 
localization  ofGI  hemorrhage  and  indicates  and  illustrates  how  such  bleeding 
sites  may  be  controlled,  often  permanently,  by  arterial  perfusion  with  vaso- 
constrictors. Lesions  include  gastric  and  duodenal  ulcers,  stress  ulcers  and 
diverticular  disease  of  the  colon.  Results  of  such  therapy  are  summarized. 

PULMONAR  Y FUNCTION  STUDIES  - THE  COMPUTER  APPROACH 

Wayne  P.  Lowe,  M.D.,  William  T.  Clemenshaw,  M.S.,  Mrs.  Sandra 
Kowlowski,  and  Miss  Donna  Brickner,  Seattle 

Computer  technology  in  a simplified  manner  has  been  used  in  ordinary 
spirometries  of  pulmonary  function  to  write  out  predicted  values,  do  labori- 
ous calculations,  and  offer  interpretations.  It  has  been  found  to  be  less  prone 
to  error,  more  efficient  and  has  been  used  by  an  outlying  facility  with  consid- 
erable savings  in  physician  and  personnel  time. 

THE  ISCHIORECTAL  FOSSA  APPROACH  TO  THE  PROSTATE 

J.  L.  McCormack,  M.D.,  A.  W.  Kretz,  M.D.,  R.  Tocantins,  M.D.,  and  Gerald 
M.  Kenny,  M.D.,  Seattle 

The  indications  for  and  surgical  technique  of  exposing  the  prostate  through 
an  incision  in  either  ischiorectal  fossa  are  demonstrated.  The  chief  use  for 
such  an  approach  is  to  excise  a suspicious  prostatic  nodule  for  biopsy. 
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TOTAL  KNEE  ARTHROPLASTY 

St.  Elmo  Newton  III,  M.D.,  Seattle 

Exhibit  will  trace  development  of  knee  arthroplasty  from  early  fascial 
grafts  through  various  mechanical  prostheses  (acrylic,  plateau  prosthesis,  dis- 
tal femoral  endoprosthesis,  hinges)  to  current  polycentric  prosthesis  using 
methylmethacrylate  cement  to  bond  four  part  prosthesis  to  bone.  Indications 
and  results  of  surgery  to  be  presented. 

LAPAROSCOPIC  TUBAL  RESECTION 

Richard  Soderstrom,  M.D.,  and  Michael  Smith,  M.D.,  Seattle 

This  exhibit  is  so  designed  as  to  explain  to  interested  physicians  a new 
surgical  technique  for  outpatient  female  sterilization.  This  technique  was 
designed  by  Dr.  Soderstrom  and  Dr.  Michael  Smith  and  published  in  the 
Obstetrics-Gynecology  Journal,  July  1971.  The  exhibit  includes  a movie 
describing  the  technique  on  a teaching  model,  hysterectomy  specimen,  and 
actually  as  seen  through  the  laparoscope.  It  also  has  available  a laparoscope 
and  a teaching  model  through  which  the  interested  party  can  practice  the 
technique  and  learn  the  laparoscopy  methods. 

DUODENOSCOPY  AND  COLONOSCOPY 

Alvin  J.  Thompson,  M.D.,  Martin  Greene,  M.D.,  Victor  Pavamani,  M.D., 
Mrs.  Sally  Epler,  and  Mrs.  Roselen  Hughes,  Seattle 

The  indications  for  and  capabilities  of  two  new  and  useful  applications  of 
gastrointestinal  endoscopy  are  presented  — Duodenoscopy  and  Colonoscopy. 
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Insishts  into  the  ulcer- prone 

This  man  governs  an  empire— the  section  of  bea< 
that  he  combs— and  he  may  have  much  in  commc 
a business  tycoon.  Both  may  be  ulcer-prone  for  si 
reasons:  both  may  be  difficult  to  please  — both  irjiJ 
demanding,  especially  of  themselves.  While  thert|> 
many  types  of  duodenal  ulcer  patients,  it  has  been  ^ 
that,  characteristically,  these  individuals  are  not  eil 
satisfied. 

Measuring  oneself  against  one's  own  expectation 
against  those  of  society  may  be  equally  trying— e(M 
anxiety-provoking.  It  is  hard  to  win  when  both  su^^ 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectatior'l 
would  experience  less  anxiety— and  perhaps  fewe  i! 
attacks.  In  most  cases,  this  would  mean  altering  th<|r 
tire  constellation  of  psychological  attitudes.  Many  < 
unwilling  to  do  so,  and  many  are  unable.  But  while  i 
patient  is  trying  to  make  his  best  adjustment  to  his  c 
he  often  needs  therapeutic  relief  for  both  the  undu(| 
anxiety  with  which  he  may  be  plagued  and  the  hyp  - 
secretion  and  hypermotility  that  cause  pain  and  spi,! 

*Palmer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  ijs 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  ol 
Industr 


t-ax  can  relieve  excessive 
i:iety,  thereby  helping  to  reduce 
jn  and  spasm 

c duodenal  ulcer  is  frequently  associated  with 
E>ive  anxiety  and  tension,  therapy  logically  demands 
tfrom  both  the  psychic  and  the  somatic  discomfort. 
d<  can  help  provide  this  dual  relief.  Only  Librax  pro- 
tin  a single  capsule  both  the  antianxiety  action  of 
rim®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
ii'asmodic  action  of  Quarzan®  (clidinium  Br).  With 
the  patient  usually  tends  to  react  less  strongly 
iety-provoking  situations,  and  hypersecretion  and 
) motility  are  also  reduced.  A reduction  of  asso- 
(!  pain  and  spasm  can  also  be  expected,  and  often 
aattacks  become  fewer  and  farther  between! 

I 

\\to  8 capsules  daily 
iivided  doses 

tium  therapeutic  response  can  be  achieved  with 
i dualization  of  dosage— within  the  range  of  1 or  2 
files,  3 or  4 times  daily.  Many  patients  will  respond 
ija  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
? be  relied  on  both  to  help  in  managing  the  acute 
1 and  to  help  the  patient  maintain  gains  in  therapy, 
lie  Initial  therapy,  Rx  #35,  Sig;  cap.-f  t.i.d.  a.c. 
I|h.s. 

U»^-up  therapy,  Rx  #100,  Sig:  cap.-f"  t.i.d.  a.c. 

Wh.s. 


I 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions;  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage;  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied;  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 


for the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
— •■adjunctive 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Eightieth  Annual  Meeting  — A Big  Success 


Perfect  weather,  an  excellent  scientific  program 
and  distinguished  guest  speakers  all  had  a role  in  mak- 
ing the  80th  annual  meeting  of  the  Idaho  Medical 
Association  a tremendous  success. 

Attendance  was  excellent  and  there  was  consider- 
able praise  for  the  scientific  speakers  and  Elmer  M. 
Wright,  Twin  Falls,  Program  Chairman,  along  with  the 
other  members  of  his  committee,  Richard  B.  Gresham, 
Pocatello;  Duane  A.  Daugherty,  Coeur  d’Alene,  and 
Donald  D.  Price,  Caldwell. 

This  year’s  meeting  made  extensive  use  of  the  new 
convention  facilities  at  the  Sun  Valley  Inn,  which 
drew  much  favorable  comment. 

Charles  A.  Hoffman,  AMA  President,  was  featured 
speaker  at  the  President’s  banquet,  honoring  Presi- 
dent and  Mrs.  George  W.  Warner,  and  Auxiliary  Presi- 
dent Mrs.  H.  Don  Moseley  and  Dr.  Moseley,  on  Thurs- 
day evening.  Mark  F.  Grefenson,  Twin  Falls,  turned 
in  an  excellent  performance  as  Toastmaster. 

Speaking  to  the  House  of  Delegates  Wednesday 
was  Wesley  W.  Hall,  Reno,  immediate  Past-President 
of  the  American  Medical  Association.  Another  dis- 
tinguished guest,  who  spoke  on  Friday,  was  Harry  D. 
Roberts,  St.  John’s,  Newfoundland,  immediate  Past- 
President  of  the  Canadian  Medical  Association. 


Dr.  and  Mrs.  Augustus  Tanaka  and  Mrs.  Robert  L. 
Dernedde.  Dr.  Tanaka  is  president  of  Oregon  Medical 
Association. 


L.  Stanley  Sell,  Idaho  Falls,  who  earlier  garnered  a 
hole-in-one  on  the  Sun  Valley  Golf  Course,  was 
honored  as  recipient  of  the  A.  H.  Robins  Award  for 
Community  Service  in  recognition  of  his  numerous 
overseas  medical  missions. 

Immediate  Past-President  Warner  won  custody  of 
the  coveted  Crested  Cuspidor  in  a stirring  ceremony 
on  the  Lodge  Terrace  Friday  evening. 

Officers  of  the  Idaho  Medical  Association  for  the 
coming  year  will  be: 

President,  John  E.  Comstock,  Pocatello;  President- 
Elect,  E.R.W.  Fox,  Coeur  d’Alene;  Immediate  Past- 
President,  George  W.  Warner,  Twin  Falls;  Secretary- 
Treasurer,  Howard  E.  Adkins,  Boise;  Councilor,  Dis- 
trict 1,  William  P.  Marineau,  Moscow;  Councilor,  Dis- 
trict 2,  R.  George  Wolff,  Caldwell;  Councilor,  District 
3,  B.  L.  Kreilkamp,  Sun  Valley,  Councilor,  District  4, 
Ronald  K.  Lechelt,  Idaho  Falls;  AMA  Delegate,  Donald 
K.  Worden,  Lewiston;  AMA  Alternate  Delegate,  A. 
Curtis  Jones,  Boise;  and  Speaker,  House  of  Delegates, 
James  R.  Kircher,  Burley. 

Officers  of  the  Woman’s  Auxiliary  for  the  coming 
year  will  be: 

President,  Mrs.  Frank  L.  Harms,  American  Falls; 
President-Elect,  Mrs.  Roy  O.  Shaub,  Twin  Falls;  1st 


John  Comstock,  president  of  Idaho  Medical  Association. 
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Dr.  and  Mrs.  Peter  T.  Brooks,  Dr.  and  Mrs.  E.R.W.  Fox.  Dr.  Brooks  is  president  of  Washington  State  Medical  Association. 
Dr.  Fox  is  president-elect  of  the  Idaho  Medical  Association.  Mrs.  Fox  has  long  been  active  in  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  and  is  currently  finance  secretary. 


Vice-President,  Mrs.  Quentin  L.  Quickstad,  Boise; 
2nd  Vice-President,  Mrs.  Walter  G.  Hoge,  Blackfoot; 
3rd  Vice-President,  Mrs.  Harmon  E.  Holverson, 
Emmett;  Secretary,  Mrs.  Richard  B.  Gresham,  Poca- 
tello; Treasurer,  Mrs.  Paul  F.  Miner,  Boise;  and  Im- 
mediate Past-President,  Mrs.  H.  Don  Moseley,  Coeur 
d’Alene. 

Among  reports  accepted  were  the  following: 

Industrial  Medical  Committee.  The  report  carried  inform- 
ation about  negotiations  with  the  sureties.  The  House  adopted 
recommendation  of  the  reference  committee  to  reject  pro- 
posed unit  values  as  suggested  by  the  sureties  and  to  direct 
the  Industrial  Medical  Committee  to  notify  sureties  that  only 
usual  and  customary  fees  will  be  accepted.  The  Committee 
was  advised  also  to  seek  more  consultation  with  specialty 
groups. 

Public  Health  Committee.  Drastic  changes  have  been 
made  in  the  Department  of  Health,  now  renamed  to  the 
Department  of  Environmental  Protection  and  Health.  The 
Board  of  Health  has  been  increased  from  five  to  seven 
members. 

Special  Insurance  Committee.  The  Committee  has  studied 
consent  forms  and  recommends  legal  review  and  advice.  No 
one  form  will  suffice  but  the  patient  should  know  what  pro- 
cedure is  to  be  used,  its  effects  and  its  risks.  The  patient 
should  not  be  expected  to  sign  away  his  rights.  The  Officers 
and  Councilors  were  urged  to  attempt  to  change  laws  to 
provide  more  favorable  handling  of  malpractice  suits. 


Wesley  W.  Hall,  immediate  past-president  of  the  American 
Medical  Association,  T.  Ray  Broadbent,  guest  speaker.  Salt 
Lake  City  and  Max  S.  Sadove,  guest  speaker,  Chicago. 


State  Legislative  Committee.  The  Committee  met  each 
week  through  the  76-day  session.  Six  Special  Legislative 
Memos  were  mailed  to  Officers,  Councilors,  presidents  of 
component  societies,  and  members  of  county  society  legisla- 
tive committees.  Three  issues  of  the  Newsletter  carried 
information  on  the  progress  of  legislation,  and  there  were 
numerous  telephone  calls,  much  correspondence  and  several 
appearances  before  legislative  hearing  committees. 

Three  bills  supported  by  IMA  died  in  the  Senate  Health, 
Education  and  Welfare  Committee.  House  Bill  545,  giving  the 
Board  of  Medicine  power  to  regulate  activities  of  physicians’ 
assistants  was  passed  after  pharmacists,  dentists,  dental  hygien- 
ists and  optometrists  were  excluded  from  those  affected.  A 
bill  that  would  have  made  hospital  staff  committee  actions 
confidential  was  defeated  in  the  Senate  by  a one  vote  margin. 
All  told,  35  bills  of  medical  interest  were  considered  during 
the  session.  Eighteen  were  enacted  and  17  failed.  The  Legis- 
lative Committee  gave  special  commendation  to  John  A. 
Edwards,  Council,  who  was  a member  of  the  House. 

Bylaws  Committee.  Policies  concerning  election  of  Coun- 
cilors were  amended  to  provide  that  the  presidents  of  the 
component  societies  in  the  districts  from  which  a Councilor 
is  to  be  elected  shall  be  notified  of  the  fact  120  days  before 
the  first  day  of  the  annual  meeting.  A ballot  shall  be  sent  to 
each  member  residing  in  the  district  60  days  before  the  first 
day  of  the  annual  meeting. 

Professional  Assistants  Development  Committee.  Many 
varieties  of  assistants  are  now  available  and  legislation  has 
provided  regulations  for  their  activities.  Although  the  orig- 
inal charge  to  the  committee  has  been  met,  the  House  directed 


Immediate  past-president,  George  Warner,  and  Mrs.  Warner, 
both  pleased  by  award  of  the  traditional  brass  trophy  whose 
basic  purpose  and  purpose  of  the  award  have  no  readily  ex- 
plainable connection.  It’s  given  annually  to  the  physician 
who  has  done  most  for  Idaho  Medical  Association. 
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Cocktail  party  on  the  Lodge  Pool  Lawn 


continuation  of  the  Professional  Assistants  Development 
Committee. 

Eighteen  resolutions  were  submitted: 

72-1  Each  component  society  urged  to  contribute  S25 
for  each  of  its  delegates  to  the  state  association  creating  a fund 
to  reimburse  delegates  for  travel.  Adopted. 

72-2  Would  divorce  scientific  meetings  and  House  ses- 
sions, holding  the  latter  at  Boise.  Rejected. 

72-3  Would  direct  incorporation  of  a foundation  for 
medical  care.  Postponed  to  the  next  interim  session  of  the 
House. 

72-4  Amends  bylaws  to  include  a standing  Budget  and 
Finance  Committee  to  review  and  make  recommendations  on 
association  finances,  dues  and  expenditures,  investments,  and 
properties,  plant  and  equipment.  Adopted. 

72-5  Amends  section  of  bylaws  dealing  with  the  Nomin- 
ating Committee,  eliminating  the  requirement  that  the  Com- 
mittee present  two  or  more  nominees  for  President-Elect  and 
Secretary-Treasurer.  Adopted. 

72-6  Provides  that  interim  sessions  of  the  House  be  held 
at  the  same  time,  in  the  same  city,  as  the  Idaho  Legislature, 
whenever  possible,  .adopted. 

72-7  Seeks  legislation  on  privilege  for  records  of  disci- 
plinary action  taken  by  hospital  staff  committees  with 
ultimate  purpose  of  strengthening  disciplinary  procedures. 
Adopted. 

72-8  Urges  more  active  participation  in  comprehensive 
health  planning  to  assist  in  arriving  at  more  equitable  decisions 
when  recommendations  are  made  for  changes  in  health  care 
delivery  systems.  Adopted. 

72-9  Seeks  change  in  law  regarding  certification  of  free- 
dom from  venereal  disease  before  marriage.  Would  limit  phy- 
sician’s report  to  results  of  test  for  syphilis.  .Adopted. 

72-10  Seeks  legislation  concerning  consent  to  medical 
care,  with  specification  of  matters  to  be  taken  care  of  in  such 
legislation.  .Adopted. 

72-11  Seeks  legislation  concerning  emergency  medical 
care  in  a facility  with  limited  resources  and  specifying  that 
emergency  care  does  not  constitute  automatic  admission  to 
the  hospital.  Adopted. 

72-12  Seeks  legislative  referral  of  the  question  of  abortion 
reform  to  vote  of  the  people.  .Adopted. 

72-13  Seeks  legislation  permitting  physicians  to  care  for 
unmarried,  pregnant  minors  without  parental  consent. 
Adopted. 

72-14  Seeks  legislation  removing  restrictions  on  providing 
contraceptive  information.  Adopted. 

72-15  Would  seek  legislation  eliminating  prescriptions  in 
triplicate,  except  those  for  hard  narcotics.  Rejected. 

72-16  States  that  persons  providing  any  degree  of  medical 
care  shall  do  so  under  rules  and  regulations  of  the  State  Board 
of  Medicine.  Adopted. 

72-17  Opposes  federally  supported  clinics  when  private 
facilities  are  available.  Rejected.  However,  a recommendation 


calling  for  resubmission  at  the  next  interim  session  was 
Adopted. 

72-18  Seeks  federal  legislation  to  permit  setting  apart 
larger  sums  under  the  Keogh  plan.  Adopted. 

Winners 

winners  of  the  portable  television  sets  awarded  in 
connection  with  exhibits  at  the  80th  annual  meeting 
were  Charles  A.  Terhune,  Burley,  and  Melvin  M. 
Graves,  Pocatello.  Winners  of  wine  coolers  were 
Thomas  G.  Colmey,  Coeur  d’Alene,  and  James  S. 
Sullivan,  Pocatello. 


Meetings 

The  Fifth  Interim  Session  of  the  House  of  Dele- 
gates of  the  Idaho  Medical  Association  will  be  held  at 
the  Rodeway  Inn,  Boise,  February  1-3,  197  3,  James  R. 
Kircher,  Speaker,  has  announced. 

The  South  Idaho  Medical  Service  Bureau,  Inc., 
held  its  annual  meeting  at  Sun  Valley,  June  29,  1972. 

Officers  elected  during  the  meeting  were : President, 
Allen  H.  Tigert,  Soda  Springs;  Vice-President,  Reuben 
C.  Matson,  Jerome;  and  Secretary-Treasurer,  Bernard 
L.  Kreilkamp,  Sun  Valley. 

Elected  to  the  Board  of  Directors  was  Wilfred  E. 
Watkins,  Nampa.  Re-elected  for  a second  term  were 
Dr.  Matson,  Dr.  Tigert,  and  Mr.  Martin  C.  Warberg. 

Other  members  of  the  Board  are  Dr.  Kreilkamp, 
Robert  E.  Rush,  Pocatello;  A.  Lloyd  Barrott,  St. 
Anthony;  Robert  H.  Morrell,  Boise;  Gerald  C.  Bauman, 
Caldwell,  and  Droston  H.  Baker,  Idaho  Falls.  Other 
members  are  Mr.  Russell  Fogg,  Idaho  Falls,  and  Mr. 
James  A.  Sinclair,  Twin  Falls. 

V 

Death  Ruling  Announced 

O.  E.  Merrell,  Boise,  Director  of  the  Adult  Health 
and  Health  Facilities  Division  of  the  Idaho  Depart- 
ment of  Environmental  Protection  and  Health,  an- 
nounced that  the  rules  governing  skilled  nursing  facil- 
ities will  provide  that:  “Every  person  who  dies  in  a 
skilled  nursing  facility  should  be  pronounced  dead  by 
a practitioner  licensed  either  by  the  State  Board  of 
Medicine  or  the  State  Board  of  Nursing  and  trained  in 
observing  the  presence  or  absence  of  life’s  vital  signs. 
An  appropriate  entry  should  be  made  on  the  patient’s 
record.”  (Section  304.07,  Paragraph  D) 
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Sunshine  Mine  Disaster  Taxes  Shoshone  County  Physicians 


Kellogg,  Idaho 

Air.  Armand  L.  Bird 
Executive  Secretary 
Idaho  .Medical  Association 

Dear  Armand: 

It  may  be  of  interest  to  the  Idaho  Medical  Association  to  know  Shoshone  County  .Medical  Society’s  role 
in  the  recent  Sunshine  Mine  disaster  and  rescue  attempts.  I am  typing  up  a resume  of  the  doctors’  roles  in 
this  disaster  and  sending  it  to  you  along  with  this  note. 

Sincerely, 

H.  E.  Bonebrake,  M.D.,  President 
Shoshone  County  Medical  Society 


Background  Information: 

The  Coeur  d’Alene  Mining  District  consists  of  a 
25-mile  stretch  along  the  South  Fork  of  the  Coeur 
d’Alene  River,  all  of  which  is  in  Shoshone  County.  In 
this  area,  there  is  a population  of  approximately 
22,000  people,  with  two  major  centers  of  population  — 
Wallace  and  Kellogg.  Of  these  22,000  people,  approx- 
imately 4,000  are  mine  employes;  about  2,500  of 
them  actually  work  underground.  This  area  is  served 
by  1 1 doctors  and  two  hospitals,  one  in  each  end  of 
the  district  — the  East  Shoshone  General  Hospital  and 
the  West  Shoshone  General  Hospital.  The  total  bed 
capacity  of  the  two  hospitals  is  110.  Both  of  these 
hospitals  have  disaster  plans  drawn  up,  and  each  has 
had  mock  disaster  programs  approximately  every 
year.  There  have  been  several  minor  disasters,  such  as 
a school  bus  accident  involving  32  children  and  several 
major  highway  accidents  involving  anywhere  from  six 
to  eight  people.  However,  nothing  came  close  in  any 
degree  to  the  one  suddenly  thrust  upon  us  with  the 
Sunshine  Mine  disaster,  last  May. 

On  May  2,  1972,  at  approximately  1 1 ; 30  a.m.,  both 
hospitals  received  calls  from  the  Sunshine  Mine  stating 
there  had  been  an  underground  fire  and  there  were 
201  men  underground  at  the  time.  They  did  not  have 
any  knowledge  as  to  how  many  were  injured,  or 
whether  they  would  be  smoke  inhalation  cases  or  burn 
cases.  Both  hospital  disaster  plans  went  into  effect. 
Bed  counts  were  made.  Patients  who  could  be  dis- 
charged from  the  hospital  were  alerted  that  they 
might  be  sent  home  suddenly.  All  hospital  personnel 
were  alerted.  Supplies  for  emergency  care  were 
checked.  The  Civil  Defense  hospital  portable  unit, 
which  had  been  stored  in  the  basement  of  one  hospital, 
was  opened  and  authority  was  received  from  the  State 
Civil  Defense  to  invade  this  unit  if^necessary.  Calls 
were  made  to  Coeur  d’Alene  and  Spokane  hospitals 
and  to  the  Spokane  Blood  Bank,  alerting  them  of  the 
situation.  In  a few  minutes,  the  hospitals  were  again 
called  by  the  Sunshine  Mine  stating  the  108  men  had 
gotten  out  of  the  mine.  Only  two  of  these  required 


hospital  care  for  smoke  inhalation.  At  that  time,  we 
were  also  notified  that  there  were  93  men  still  under- 
ground and  that  one  of  the  main  underground  hoists 
was  out  of  commission  due  to  the  fact  that  apparently 
the  operator  had  succumbed  to  smoke  inbalation.  As 
time  went  on,  it  was  quite  evident  to  the  hospitals 
and  doctors  that  this  was  going  to  be  a long  process 
and  that  the  chance  of  the  hospitals  being  required 
to  admit  any  large  number  of  people  was  rapidly 
decreasing. 

Doctors'  Role: 

On  a voluntary  basis,  individual  doctors  from  each 
hospital  went  to  the  mine  and  were  on  the  scene  al- 
most continuously,  one  or  two  at  a time,  for  the  next 
two  days.  At  that  time,  it  became  evident  the  rescue 
procedure  was  going  to  be  along  affair;  hence,  a Medi- 
cal Society  meeting  was  held  and  a definite  schedule 
was  drawn  up  to  have  at  least  one  doctor  at  the  mine 
at  all  times  until  the  rescue  procedures  were  over. 
On  the  grounds  at  the  mine  were  anywhere  from  100 
to  300  people,  around  the  clock,  from  the  time  the 
notice  went  out  that  this  fire  had  occurred.  These 
were  mostly  apprehensive  and  grief-stricken  family 
members  and  relatives,  plus  a goodly  number  of  curi- 
osity seekers.  Many  of  these  people  did  not  leave  the 
site  for  the  next  10  days,  until  the  rescue  procedures 
were  over.  Among  them  were  many  people  who 
should  not  have  been  there  — hypertensives,  diabetics, 
and  people  of  a hysterical  nature.  The  doctor’s  time 
was  occupied  with  taking  care  of  these  people. 

Also,  the  mine  had  a terrific  overtaxing  of  its  ordi- 
nary rescue  crews.  Extra  crews  had  to  be  brought  in 
from  all  the  other  mines  in  the  area,  also  from 
Montana,  Utah  and  Canada.  All  of  these  extra  crew 
members  had  to  be  given  physical  examinations  before 
they  were  allowed  to  enter  the  mine.  These  exams 
were  done  by  tbe  doctor  wbo  was  at  the  mine  at  the 
time.  This  continued  around  the  clock  until  May  12, 
at  which  time  the  lower  levels  of  the  mine  were 
finally  entered  and  it  was  found  that  all  of  the  91  men 
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The  negative  power  of  clinically  significant  anxiei 
in  angina  pectoris...  ' 


This  man  feels  he  is  living 
on  borrowed  time. 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
ontinuing  sense  of  less  severe  but  nonetheless  dispropor- 
ionate  anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 

In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 


The  pKjsitive  power  of 
adjunctive 

Hhrium' 

(chlordiazepoxide  HCl) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions  : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  S mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


that  were  left  underground  were  dead.  One  week 
after  the  onset  of  the  fire,  two  miners  had  been  found 
alive  and  brought  out.  These  men  were  in  surprisingly 
good  physical  condition  and  required  only  one  day’s 
stay  in  the  hospital  for  checking. 

Praise  must  be  given  to  the  local  Nurse’s  Associa- 
tion. They  were  out  in  force  and  constantly  had  at 


least  two,  and  sometimes  four  or  five,  graduate  nurses 
at  the  scene.  Along  with  these  were  many  LPN’s  and 
other  hospital  workers  who  were  able  to  help. 

If  there  was  not  anything  to  do,  just  having  the 
medical  personnel  around  seemed  to  give  the  families 
a great  amount  of  psychological  support,  since  most 
of  them  were  extremely  grief-stricken. 


DR.  HOYT  B.  WOOLLEY,  69,  Idaho  Falls,  a Past 
President  of  the  Idaho  Medical  Association,  died 
June  24,  1972. 

Born  in  Pocatello  May  7,  1903,  he  received  his 
early  education  in  Pocatello  schools  and  studied  at  the 
University  of  Idaho,  Southern  Branch,  now  Idaho 
State  University. 

In  1925  he  received  a D.D.S.  degree  from  North- 
western University,  Chicago,  and  practiced  dentistry 
in  Salt  Lake  City  and  Pocatello  until  1929,  when  he 
enrolled  in  Northwestern  University  School  of  .Medi- 
cine, receiving  his  .M.D.  degree  in  1933.  Dr.  Woolley 
completed  his  internship  at  the  Illinois  Masonic  Hospi- 
tal in  Chicago. 

On  April  4,  1934,  Dr.  Woolley  received  license  No. 
.W-1428  to  practice  medicine  and  surgery  in  Idaho. 
He  practiced  in  Idaho  Falls  until  1962,  when  he  moved 
to  Palm  Desert,  California,  where  he  lived  until  1964, 
when  he  returned  to  Idaho  Falls. 

Dr.  Woolley,  who  is  listed  in  Who’s  Who  in  America, 
was  a member  of  the  Idaho  Falls  Medical  Society,  the 
Idaho  .Medical  Association  and  the  American  Medical 
Association. 

Dr.  Woolley  was  delegate  to  the  American  .Medical 
.Association  from  1947  until  1957.  He  was  vice- 
chairman  of  the  AMA  Council  on  .Medical  Services, 
and  was  appointed  by  the  President  as  a member  of 
the  White  House  Committee  on  Aging. 


HOYT  B.  WOOLLEY,  M.D. 


He  served  as  president-elect  of  the  Idaho  Medical 
Association  in  1956-57,  and  as  president  in  1957-58. 
He  served  as  councilor  for  District  No.  4,  a member 
of  the  State  Board  of  Medical  Examiners,  tbe  State 
Mediation  and  Welfare  Committee,  Prepaid  Medical 
Care  Committee,  Assignment  and  Procurement  Com- 
mittee, Constitution  and  By-Laws  Committee. 

He  had  been  president,  secretary-treasurer  and  dele- 
gate of  tbe  Idaho  Falls. Medical  Society,  and  bad  served 
as  chief  of  staff  and  secretary  and  treasurer  of  both 
the  Idaho  Falls  L.D.S.  and  Sacred  Heart  Hospitals. 


DR.  JOHN  A.  EDWARDS,  53,  Council,  a member  of 
the  Idaho  Legislature,  died  July  2,  1972,  following  a 
massive  myocardial  infarct. 

Dr.  Edwards  had  completed  three  terms  in  the 
Idaho  Legislature  and  was  a candidate  for  a fourth 
term.  He  bad  been  mentioned  as  a possible  candidate 
for  governor  in  1974. 

Born  .April  14,  1919,  in  Washington,  D.C.,  he  re- 
ceived his  .M.D.  degree  February  22,  1943,  from 
George  Washington  University  School  of  .Medicine,  and 
completed  his  internship  and  a mixed  residency  at 
George  Washington  University  Hospital.  He  served  in 
tbe  South  Pacific  from  1944  until  1946.  On  July  29, 
1947,  he  received  license  No.  M-I878  to  practice 
medicine  and  surgery  in  Idaho. 

Dr.  Edwards  was  a member  of  the  Southwestern 
Idaho  District  .Medical  Society,  the  Idaho  .Medical 
Association,  the  American  Medical  Association  and  the 
Idaho  Academy  of  Family  Physicians.  He  was  chair- 
man of  the  Idaho  .Medical  Association’s  Professional 
Assistants  Development  Committee  and  a member  of 


the  Public  Health  Committee.  In  1969  he  received 
the  A.  H.  Robins  award  for  outstanding  community 
service  by  a physician.  During  his  service  in  the  Legis- 
lature he  also  staffed  the  association’s  Legislative 
Dispensary. 

Dr.  Edwards  was  chairman  of  the  1972  House 
Revenue  and  Taxation  Sub-Committee  which  devel- 
oped a plan  for  funding  of  public  schools.  He  was 
vice-chairman  of  the  House  Revenue  and  Taxation 
Committee  and  a member  of  tbe  House  Health  and 
Welfare  Committee. 

He  was  instrumental  in  tbe  development  of  a pro- 
gram in  which  two  nurse  practitioners  worked  under 
his  supervision  at  Council  and  Cambridge. 

Dr.  Edwards  was  also  active  in  numerous  civic  and 
community  groups,  including  tbe  Council  School 
Board,  on  which  he  served  for  15  years.  He  was  a 
member  of  the  Treasure  Valley  Comprehensive  Health 
Planning  Council  and  chairman  of  tbe  Advisory  Coun- 
cil on  Child  Development  and  Mental  Retardation. 
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DR.  THEODORE  E.  ALM, Sandpoint,  died  July  5, 
1972.  Born  May  9,  1915,  in  Vancouver,  B.C.,  Canada, 
he  was  graduated  from  the  University  of  Idaho,  Mos- 
cow, in  1937,  and  received  his  M.D.  degree  from 
Northwestern  University  School  of  Medicine,  Chicago, 
in  1942.  Dr.  Aim  completed  a rotating  internship  at 
Albany  Medical  College  Hospital,  Albany,  New  York, 
and  his  residency  in  surgery  at  the  Medical  College  of 
Virginia  Hospital,  Richmond.  He  served  two  fellow- 
ships in  surgery  at  Lahey  Clinic,  Boston,  one  in  1944 
and  one  in  1949. 

From  1944  until  1948,  he  served  with  the  U.S. 


Army  Medical  Corps.  He  practiced  in  San  Diego  and 
in  Bishop,  California,  until  1967.  On  July  11,  1967, 
he  received  license  No.  M-2792  to  practice  medicine 
and  surgery  in  Idaho. 

Dr.  Aim  was  a member  of  the  Bonner-Boundary 
District  Medical  Society,  the  Idaho  Medical  Associ- 
ation and  the  American  Medical  Association.  He  was 
a member  of  the  Idaho  Division,  American  Cancer 
Society,  having  served  on  the  executive  committee  and 
as  chairman  of  the  Service  Committee.  He  was  a 
member  of  the  Sandpoint  Rotary  Club,  B.P.O.E.,  No. 
1376,  and  St.  Agnes  Episcopal  Church. 


State  Board  of  Medicine  Section 


The  Idaho  State  Board  of  Medicine  met  in  regular 
session  in  Boise,  July  9-11,  1972,  with  the  following 
members  attending:  Chairman  Dan  E.  Stipe,  Lewiston; 
Vice-Chairman  G.  Curtis  Waid,  Idaho  Falls;  Fred  H. 
Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls;  Quentin 
L.  Quickstad,  Boise;  John  E.  Rockwell,  Grangeville; 
and  Arthur  S.  Cudmore,  Boise. 

Fifty-two  physicians  received  permanent  licenses 
to  practice  medicine  and  surgery  in  Idaho  during  the 
session,  bringing  to  89  the  number  of  licenses  issued 
to  date  in  1972. 

Physicians  licensed,  their  locations  of  practice  and 
specialties  are  as  follows: 

Arco:  Paul  A.  Pfarr,  General  Practice. 

Boise:  Charles  L.  Robertson,  Radiology;  Timothy 
J.  Sullivan,  Anesthesiology;  Thomas  E.  Henson,  Neur- 
ology; John  A.  Lung,  General  Surgery;  Donald  B. 
Sinkey,  Emergency  Room;  William  J.  Farrell,  Derma- 
tology; David  G.  Ashbaugh,  Cardiovascular  and  Thor- 
acic Surgery. 

Burley:  Richard  Chess,  General  Practice. 

Caldwell:  Michael  E.  Nishitani,  General  Surgery. 
Coeur  d’Alene:  William  G.  Tarnasky,  Obstetrics 

and  Gynecology;  James  D.  Bruce,  Radiology. 

Idaho  Falls:  Michael  J.  Basile,  General  Practice; 

Layton  F.  Rikkers,  Emergency  Room;  Carl  E.  Ravin, 
Emergency  Room;  Karl  W.  Devenport,  Anesthesiology; 
Earl  F.  Riter,  Jr.,  Obstetrics  and  Gynecology;  Samuel 
J.  Ribis,  General  Practice;  David  P.  Baumann,  Internal 
Medicine;  William  A.  Fogarty,  Pathology;  Brent  B. 
Birkin,  Radiology;  Oliver  D.  Smith,  General  Practice. 

Lapwai:  Peter  F.  Peterson,  General  Practice 

(Military  Duty). 

Lewiston:  James  E.  Mahan,  Pediatrics;  Steven  F. 

Brena,  Anesthesiology. 

Moscow:  Saul  M.  Spiro,  Psychiatry;  Thomas  J. 

Young  (Pullman),  Ophthalmology. 

Nampa:  R.  Mason  Wilkins,  Gastroenterology; 

Robert  H.  LeBow,  Preventive  Medicine;  Lowell  J. 
Hyland,  Internal  Medicine  - Allergy. 


Pocatello:  Sam  J.  W.  Romeo,  General  Practice; 

Roland  E.  Buckalew,  Radiology. 

Sandpoint:  Hugh  H.  Worsley,  General  Practice; 

Edward  A.  Draper,  General  Practice. 

Twin  Falls:  Stephen  C.  Green,  Obstetrics  and 

Gynecology;  Donald  G.  Pica,  Internal  Medicine. 

Temporary  License  Extended:  Boyd  J.  Hale, 

Preston,  General  Practice. 

Out-of-State:  John  R.  Ream,  Salt  Lake  City, 

Orthopedic  Surgery;  Anthon  E.  Anderson,  III,  Salt 
Lake  City,  Obstetrics  and  Gynecology;  Robert  G. 
Hamilton,  Pullman,  Washington,  Orthopedic  Surgery; 
William  G.  Wood,  Americus,  Georgia,  General  Prac- 
tice; Jack  F.  Chan,  San  Jose,  Pediatrics;  Paul  M.  St. 
Aubin,  Ponca  City,  Oklahoma,  Radiology;  Frederick 
W.  Flora,  Frankfort,  Indiana,  General  Practice;  George 
H.  Engel,  Melrose  Park,  Illinois,  Dermatology;  Richard 
W.  Worst,  Columbus,  Ohio,  Pediatrics;  Clifford  E. 
Parmley,  Cortez,  Colorado,  General  Practice;  Jaroy 
Weber,  Jr.,  Stanford,  California,  Plastic  Surgery; 
William  A.  Taylor,  Torrance,  California,  General  Sur- 
gery; Gene  M.  Noble,  Paxton,  Illinois,  General  Prac- 
tice; Anne  Watkins,  Oakland,  California,  Pediatrics; 
and  L.  J.  Morton,  Cedar  Rapids,  Iowa,  General  Oste- 
opathic Practice. 

The  Board  tentatively  approved  the  proposed 
Rules  and  Regulations  calling  for  the  registration  and 
standards  for  Physician’s  Assistants;  approved  a mo- 
tion that  prescriptions  ordered  by  the  Registered 
Nurse  in  their  expanded  role,  must  be  “signed  by  the 
responsible  physician  in  a reasonable  period  of  time”; 
approved  registration  of  10  medical  students  working 
during  the  summer  under  the  direct  supervision  of 
physicians  licensed  to  practice  medicine  and  surgery  in 
Idaho;  approved  a form  to  be  used  in  checking  and 
reporting  narcotic  violations  to  state  and  federal 
authorities;  discussed  the  Ambulance  Driver’s  Educa- 
tional Program  with  Richard  B.  Gresham,  Pocatello, 
Chairman  of  the  Sub-Committee  on  Legislation  and 
Finance,  Task  Force  on  Emergency  Health  Service, 
State  Advisory  Council  on  Comprehensive  Health 
Planning. 
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CONTINUING  MEDICAL  EDUCATION 

Compiled  by  Washington/Alaska  Regional  Medical  Program,  Oregon 
Regional  Medical  Program,  and  Mountain  States  Regional  Medical  Program 


BIOMECHANICS,  September  6-9,  Ratnada  Inn,  Portland. 
Faculty:  William  E.  Snell,  M.D.,  Chairman.  Sponsor: 

American  Academy  of  Orthopaedic  Surgeons.  For  physi- 
cians. Enrollment  limit,  60.  Fee,  physicians,  S150;  resi- 
dents, $50.  Information/registration:  William  E.  Snell, 

M.D.,  University  of  Oregon  Medical  School,  Portland, 
97201.  (503)  228-9181,  ext.  257. 

SEMINAR  ON  GRAM  NEGATIVE  INFECTIONS,  Septem- 
ber 7,  Olympic  Hotel,  Seattle. 

Faculty:  Harry  Beaty,  M.D., Chairman.  Sponsor:  Division 
of  Continuing  Medical  Education,  University  of  Washing- 
ton School  of  Medicine;  Washington/Alaska  Regional  Med- 
ical Association;  supported  by  the  Schering  Corporation. 
For  physicians.  Enrollment  limit,  200.  No  fee.  Registra- 
tion, 8:30  a.m.;  session,  9 a.m.  - 5 p.m.  Preregistration 
requested.  Contact  Division  of  Continuing  Medical  Educa- 
tion, University  of  Washington  School  of  Medicine,  RD-70, 
Seattle  98195.  (206)  543-1050. 

DEPRESSION:  A COGNITIVE  AND  EXPERIENTIAL 

APPROACH,  September  7-8,  Providence  Heights  Conference 
Center,  Pine  Lake,  Issaquah,  Washington. 

Faculty:  William  Womack,  M.D.,  and  Hugh  J.  Lurie,  M.D., 
Co-Chairmen.  Sponsor:  Division  of  Continuing  Medical 
Education,  University  of  Washington  School  of  Medicine; 
Washington/Alaska  Regional  Medical  Program;  Washington 
State  Medical  Association;  supported  by  Merck,  Sharpe  & 
Dohme  and  the  Schering  Corporation.  For  physicians  and 
other  interested  health  professionals.  WAFP  credit:  14V2 
hours.  Enrollment  limit,  150.  Fee,  $30.  September  7 — 
registration,  8:30  a.m.;  sessions,  9 a.m.  - 5:30  p.m.; 
7: 15  p.m.  - 10  p.m.  September  8 — session,  9 a.m.  - 5 p.m. 
Preregistration  requested.  Contact  the  Division  of  Continu- 
ing Medical  Education,  University  ofWashington  School  of 
Medicine,  RD-70,  Seattle  98195.  (206)  543-1050. 

OPHTHALMOLOGY  FOR  THE  NON-OPHTHALMOLOGIST, 
September  8-9,  The  Mason  Clinic,  1118  Ninth  Avenue,  Seattle. 
Faculty:  Louis  N.  Hungerford,  Jr.,  M.D.,  Chairman. 

Sponsor:  Virginia  Mason  Medical  Center.  For  physicians; 
WAFP  credit,  9 hours.  Enrollment  limit,  60.  Fee,  $35. 
September  8 — registration,  8:30  a.m.;  session,  9 a.m.  - 
5:30  p.m.  September  9 — session,  9 a.m.  - 12  noon.  Pre- 


registration required.  Contact  Kenneth  R.  Wilske,  M.D., 
Division  of  Continuing  Medical  Education,  Virginia  Mason 
Medical  Center,  1 1 1 1 Terry  Avenue,  Seattle  98101.  (206) 
MA  3-3700,  ext.  470  or  343. 


PACIFIC  NORTHWEST  CHAPTER  MEETING  OF  AMERI- 
CAN COLLEGE  OF  CHEST  PHYSICIANS,  September  22-23, 
The  Mason  Clinic,  1118  Ninth  Avenue,  Seattle. 

Faculty:  Thomas  Jones,  M.D.,  Richard  H.  Winterbauer, 

M.D.,  and  C.  DuWayne  Schmidt,  M.D.,  Co-Chairmen. 
Sponsor:  Pacific  Northwest  Chapter,  American  College 

of  Chest  Physicians.  For  physicians.  Enrollment  limit,  100. 
No  fee.  September  22  - registration,  8:30  a.m.;  session, 
9 a.m.-5:30  p.m.  September  23  - session,  9 a.m.-12  noon. 
Preregistration  required.  Contact  Mrs.  Lorena  Allen, 
Division  of  Continuing  Medical  Education,  Virginia  Mason 
Medical  Center,  1111  Terry  Avenue,  Seattle  98101. 
(206)  MA  3-3700,  ext.  470  or  343. 


EPIDEMIOLOGY  WORKSHOP,  September  28-29,  Windjam- 
mer, Gearhart,  Oregon. 

Faculty:  local  and  state  personnel  in  community  health 

programs  involved  in  disease  control.  Sponsor:  Oregon 
State  Health  Divison.  For  physicians,  nurses  and  allied 
health  personnel.  No  enrollment  limit.  Fee,  $15.  Septem- 
ber 28,  29,  sessions  9 a.m.  - 5 p.m.  Information/registra- 
tion: Gay  Snowhook,  Coordinator,  Public  Health  Nursing 
Section,  1400  S.W.  Fifth  Avenue,  Portland  97201.  (503) 
229-5796. 


POSTGRADUATE  PRECEPTORSHIPS:  INDIVIDUALIZED 
REFRESHER  COURSES*  ARRANGED  IN  MOST  MEDICAL 
SPECIALTIES,  at  hospitals  in  Seattle,  Spokane,  Tacoma  and 
Yakima. 

Faculty:  practicing  physicians.  Sponsor:  Washington/ 

Alaska  Regional  Medical  Program;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Washington  State  Medical  Association.  For 
physicians;  WAFP  credit,  35  hours  per  5-day  week.  No 
fee.  Dates  and  hours  to  be  individually  arranged.  Informa- 
tion/registration: Postgraduate  Preceptorship  Project, 

Washington/Alaska  Regional  Medical  Program,  530  Uni- 
versity District  Building,  Seattle  98105.  (206)  54.3-8525. 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  this  page  should  go  to  Joan  Kelday,  530 
University  District  Building,  Seattle,  Washington  98105; 
phone  (206)  543-8525.  Deadline  is  the  6th  of  the  month 
preceding  the  month  of  publication,  and  not  less  than  60 
days  before  the  meeting. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  10th  of  the  month  preced- 
ing date  of  issue.  Proof  is  not  show-n.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNISTS  AND  FAMILY  PHYSICIANS  - badly 

needed  in  Atlanta  suburb  near  third  busiest  airport  in  world. 
New  offices  available  adjacent  to  new  385-bed  South  Fulton 
community  hospital.  Contact  Mr.  Jim  Henderson,  Lee-DLxon 
Realty,  Inc.,  5075  Old  National  Highway,  Atlanta,  Georgia 
30349.  Phone  (404)  762-8175. 


OBSTETR  I Cl  AN-GYNECO  LOG  1ST  — board  certified  or 
eligible;  multi-specialty  group.  Excellent  reputation,  need 
urgent.  Drawing  area  65,000.  Beautiful  southwestern  Oregon 
coast.  Contact  Douglas  H.  Beath,  MX).,  ACOG,  or  W.  P.  Walsh, 
Manager,  Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Oregon 
97420.  Call  collect  day  or  evening  (503)  267-7091. 

FAMILY  PHYSICIANS,  ORTHOPEDIC  SURGEONS 

— also  internists  and  allergists  needed  in  Kennewick,  Washing- 
ton, in  the  Tri-Cities  area,  the  heart  of  a growing  and  dynamic 
community.  For  further  information,  write  or  call  R.  M. 
deBit,  M.D.,  803  S.  Auburn  St.,  Kennewick,  Wa.  99336. 
Phone  (509)  582-5101. 

FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


THE  PERMANENTE  CLINIC  — Portland,  Oregon,  has 
staff  vacancies  in  allergy,  emergency  room,  internal  medicine, 
obstetrics-gynecology,  and  otolaryngology.  Full  partnership 
after  two  years.  All  facilities  for  the  practice  of  medicine  fur- 
nished. Liberal  insurance  benefits,  including  an  excellent 
retirement  program.  Send  all  details  in  the  first  letter  to: 
Norman  W.  Frink,  M.  D.,  5055  North  Greeley  Ave.,  Portland, 
Oregon  97217. 


GENERAL  PRACTICE  OPPORTUNITY  - To  practice 

in  Association  with  1 other  physician  in  beautifully  situated 
Cascade  town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic  salary, 
opportunity  to  use  all  facilities  for  additional  private  practice. 
Excellent  climate,  schools,  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann  Lower, 
Roslyn  Cle  Elum  Beneficial  Association  Hospital,  Cle  Elum, 
or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


OBSTETRICIAN-GYNECOLOGIST- Board  certified  or 
eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  $36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


GENERAL  PRACTICE  OPPORTUNITY  - Oregon 
coast.  Well  established.  Fully  equipped  office  for  lease  or 
sale.  Retiring  for  health  reasons.  G.  W.  Lemery,  M.D.,  505 
Tomlinson  Road  W.,  Tillamook,  Oregon  97141. 


SITUATION  AVAILABLE 


DIRECTORS -COUNTY  HEALTH  UNITS  INOREGON- 

Several  openings  for  Public  Health  Physicians  to  administer 
generalized  programs  in  well  staffed  departments.  Live  and 
work  in  the  Great  Northwest,  where  outdoor  recreation  is  su- 
perb the  year  around.  Salary  range  is  $20,000  to  $29,000,  de- 
pending on  training  and  experience.  Send  resume  to:  C.  A. 
Jenike,  M.D.,  Director,  Local  Health  Services,  Oregon  State 
Health  Division,  Portland,  Oregon  97207.  An  Equal  Oppor- 
tunity Employer. 


SITUATIONS  WANTED 


LOCUM  TENENS/OFFICE  ASSISTANCE  - Recent 

grad,  one  year  I.M.,  seeks  positions  in  Seattle  area.  Michael 
Doman,  M.D.,  2336  43rd  Avenue  Ea.,  Seattle,  Wa.  98102. 
(206)  329-6476. 

SURGEON’S  ASSISTANT  — eager  to  work  for  private 
surgeon,  hospital  or  clinic;  with  most  experience  in  General 
Surgery;  also  Plastics,  CV,  Pediatrics  and  Emergency;  available 
for  employment  in  September  1972.  Write  Margaret  Perkins, 
S.A.,  619  S.  19th  St.,  16th  Floor,  Birmingham,  Ala.  35233. 


CONTINUING  MEDICAL  EDUCATION 


VECTORCARDIOGRAPHY:  A WORKSHOP-  Octo- 
ber 11-13,  1972.  This  basic  course  in  vectorcardiography 
is  designed  for  physicians  with  a basic  understanding  of  elec- 
trocardiography who  wish  a close  exposure  to  the  values  and 
limitations  of  vectorcardiography.  An  intensive  three  day  pro- 
gram will  cover  the  basics  of  vectorcardiography  and  related 
areas.  Major  emphasis  wOl  be  placed  on  theoretical  and  prac- 
tical applications  of  the  technique  as  related  to  diagnostic 
problems.  Half  of  the  program  will  be  dedicated  to  individual 
analysis  of  routine  vectorcardiograms  by  the  participants  un- 
der the  orientation  of  the  program  director  and  faculty.  Pre- 
sented by  The  American  College  of  Cardiology  and  The 
Institute  for  Cardiovascular  Diseases,  Good  Samaritan  Hospi- 
tal, Phoenix,  Arizona.  At:  Mountain  Shadows  Resort  Hotel, 
Scottsdale,  Arizona.  Program  Director,  Alberto  Benchimol, 
M.D.,  Director  Institute  for  Cardiovascular  Diseases,  Good 
Samaritan  Hospital.  For  Information  Concerning  the  Program, 
Write:  Miss  Mary  Anne  Mclnerny,  Director,  Department  of 

Continuing  Education  Programs,  American  College  of  Cardi- 
ology, 9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


SERVICES 


CRT  FORMS,  CHARGE  TICKETS  —and  ledger  systems, 
standard  or  individualized,  Anne  T.  Taylor,  Consultant,  ATT 
Medical  Systems,  P.O.  Box  12442,  Seattle,  Wa.  98111.  (206) 
LA  2-5143. 


OFFICE  SPACE 


FULLY  EQUIPPED  OFFICE  — Des  Moines,  Wa.,  with  x- 
ray,  modern  lab,  for  rent  due  to  death  of  physician.  Call 
Seattle  (206)  AT2-1308. 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 
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DE  LUXE  M EDI  CAL  OFF  ICE  — for  lease.  Attractive 
clinic  near  hospital,  Edmonds,  Washington.  Carpeting,  drapes, 
cabinets,  air-conditioning.  Phone  (206)  778-2205  evenings. 


LEASE  LARGE  SUITE  — in  new,  contemporary,  4-unit 
pro.  bldg.  Close  Woodland  Park  Hospital,  Gateway,  N.E. 
Portland.  1800  sq.  ft.  on  ground  floor,  sep.  entrance,  off- 
street  parking.  Designed  for  2 men  in  orthopedics;  ample  for 
3 men  in  urology,  internal  medicine,  general  surgery,  general 
practice,  etc.  For  appointment,  (503)  227-0820. 


EQUIPMENT 


VERIFAX  CAVALCADE  COPIER  - by  Kodak.  Good 
condition.  1100.  Phone  (206)  MA  3-0379,  or  write  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wa.  98121. 

GE  100  MA  X-RAY  MACHINE  — with  Bucky  and  flu- 
oroscope.  Tube  in  good  condition.  Fixed  anode;  large  and 
small  spot.  J.  Voegtlin,  M.D.,  1400  East  Kincaid,  Mount 
Vernon  98273.  (206)  424-9801. 


The  Remarkably  Rigid  Progression 
Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time- 
ordered  sequence  of  progressive  drinking.  Alcoholism  begins 
with  “social  drinking,”  then  progresses  to: 

I I Drinking  at  least  once  a week. 

I I Drinking  faster  and  more  than  the  "social  drinker." 

I 1 Experiencing  temporary  amnesia,  or  "blackouts." 

I I Becoming  more  drunk  than  the  "social  drinker." 

I I Losing  control  over  ability  to  stop  drinking  after  the  first  drink. 

I I Going  on  periodic  drinking  bouts. 

I I Losing  time  from  work. 

I I Protecting  and  hiding  liquor  supplies. 

1 I Drinking  alone  in  the  morning  or  before  breakfast. 

CZl  Getting  the  "shakes"  and  "butterflies"  and  finding  liquor 
mitigates  them. 

I I Finding  it  takes  less  alcohol  to  get  drunk  (less  tolerance  to 
the  drug,  probably  due  to  brain  damage). 

I 1 Experiencing  delirium  tremens  (D.T.'s). 

I I Feeling  vague  and  unreasoned  fears. 

I I Experiencing  insomnia. 

I I Dying  of  liver,  or  brain,  or  heart  disease,  or  debilitating 
diseases  such  as  tuberculosis  and  pneumonia  or  accidents. 

Member  of  American  Hospital  Association  • Accredited  by  Joint  Commission  Of  oitals 
Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addic  . ve  Concept 
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j|/  women  still  believe  that  a 
i^he  is  a cure-all  for  vaginal 
^tionsand  malodor.  Mother 
ipaughterand  the  myth  is 
iijetuated. 

pher  cosmetic  products  are  not 
better.  Though  they  may  be 
'^:tive  in  some  minor  infections, 
acannot  touch  the  real  medical 
^lem,  which  very  often  is 
[jomonal  vaginitis. 

{ Medicine’s  most  effective 

! cure  for  trichomonal 

vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  forthe  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl" 

/ brand  of  , • • ■ \ 

(metronidazole) 


pation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness," urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases: 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
S6rts  QfQ  u$6d,  one  SOO-mo.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Ragyl’  (metronidazole) 


IsEARLE  I Manufactured  by  SEARLE  & CO. 

I I San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  0.  Box  5110,  Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  riecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


From Lederle 


Semisynthetic 


MINOQN 

MINOCYCLINE  HO 

A Research  Concept  Confirmed 


Available  in  100  mg  Capsules 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Important  Note:  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram. urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis 

Contraindications  Children  14  years  or  less;  senile  pa- 
tients; history  or  symptoms  of  G I inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia; history  or  presence  of  drug  allergy,  blood 
dyscrasias,  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug,  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  nxjthers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butazolidilf  alka  Ceigy 

Each  capsule  contains. 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  Is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vonm 
ing  and  diarrhea,  abdominal  distention,  agranulocytos . 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  bloc' 
loss  including  occult  G l bleeding,  thrombocytopenia 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de-i 
pression.  sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (cholesi 
tasis  may  or  may  not  be  prominent),  petechiae,  purpu' 
\Mthout  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens- Johnson  syr 
drome,  Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  r< 
actions  require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  ren ' 
failure  with  azotemia,  glomerulonephritis,  acute  tubul-' 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impairei 
renal  function,  cardiac  decompensation,  hypertensior 
pericarditis,  diffuse  interstitial  myocarditis  with  musd  | 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumi 
ica,  optic  neuritis,  blurred  vision,  retinal  hemorrhage 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associ< 
tion  of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis.  c| 
pression,  headaches,  hallucinations,  giddiness,  vertig 
coma,  hyperventilation,  insomnia;  ulcerative  stomatit 
salivary  gland  enlargement  (B)98-146-070-C! 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindicationsand  adverse  reac  ns 

For  complete  details,  including  dosage,  please  see  fui  i 
prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 
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E.Mycin®25omg. 
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ntents  ****'* 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


® 1972  THE  UPJOHN  COMPANY  JA72-2141-6 
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The  crucial  experiment:  conve  rsion 
of  6'aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverer’s  brands^* 

Tbtacillirf  ampicillin  trihydrate 
Pyopeif  disodium  carbenicillin 
Bactociir  sodium  oxacillin 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./5  cc.  ampicillin.  nPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


What  it  means 
tolive  and  work  ii 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  Persons  with  solar  keratoses 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


I 

flar,  actiniCr  senile  keratoses 


ed  by  many  names,  the  typical  lesion  is  flat 
ightly  elevated,  brownish  or  reddish  in 
r,  papular,  dry,  adherent,  rough,  sharply 
led;  usually  multiple  lesions,  chiefly  on 
)sed  portions  of  the  skin. 

([[uence/selectivity  of  response 

j:hema  in  areas  of  lesions  may  begin  after 
^ral  days  of  therapy;  height  of  reaction 
y in  affected  areas)*  usually  occurs  within 
I weeks,  declining  after  discontinuation  of 
|apy.  Since  this  response  is  so  predictable, 
ims  that  do  not  respond  should  be  biopsied 
lile  out  the  presence  of  a frank  neoplasm. 


ismetic  results 


petic  results  are  highly  favorable.  Inci- 
te of  scarring  is  low— important  with  multi- 
racial lesions.  Efudex  should  be  applied 
|l  care  near  the  eyes,  nose  and  mouth. 


> cream-a  Roche  exclusive 

y Roche  formulates  the  5 % cream . . . 

1 in  patient  acceptability . . . high  in  clinical 
acy,  especially  for  lesions  of  hands  and 
arms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actiriic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  if  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a -weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


I 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


FORUM 


Letters  for  this  department  are  invited.  A.  forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Editorial  Column  is  for  Opinion 


Harrington,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I have  read  the  letters  to  the  editor  in  the  July  1972 
issue.  It  takes  the  kind  of  guts  that  you  have  to  pre- 
sent so  many  derogatory  letters. 

It  takes  the  kind  of  guts  that  you  have  to  continue 
the  American  precept  that  the  Editorial  column  is  for 
editorial  opinion.  “Damned  be  he  who  says  hold, 
hold  enough.”  Individuals  who  become  frightened  at 
seeing  their  opinions  questioned  or  contradicted  need 


to  reassess  their  own  basis.  Individuals  who  derogate 
the  quality  of  regional  opinion,  medical  or  political, 
need  to  become  workers  in  an  anthill. 

Your  problem  and  my  problem  is  that  we  are 
afraid  of  anthills.  Questions  and  the  questioners, 
opinions  and  the  opinionated  belong  to  the  Northwest 
and  to  Northwest  Medicine. 

Sincerely, 

JESSE  Q.  SEWELL,  III,  M.D. 


GENERAL  NEWS 


Nelp  to  Head  Society  of  Nuclear  Medicine 


WIL  B.  NELP,  M.D. 


Wil  B.  Nelp,  head  of  the  Department  of  Nuclear 
Medicine  at  the  University  of  Washington  School  of 
Medicine,  was  elected  President-Elect  of  the  Society 
of  Nuclear  Medicine,  July  14. 

He  was  elected  in  Boston  at  the  19th  annual  meet- 
ing of  the  Society  that  was  attended  by  3,600  persons. 


He  will  serve  as  President-Elect  this  year  and  become 
President  next  year. 

The  society  was  formed  in  195  3 in  the  State  of 
Washington.  The  headquarters  are  now  in  New  York. 
“The  society.  . . has  become  the  most  significant  voice 
for  nuclear  medicine  in  health  care,”  Dr.  Nelp  said. 
It  works  actively  with  the  federal  government,  aca- 
demic institutions,  the  American  Medical  Association 
and  other  groups,  he  said.  “Because  of  its  rapid  tech- 
nological advances  nuclear  medicine  is  becoming  in- 
creasingly important  as  a diagnostic  tool.” 

The  specialty  of  nuclear  medicine  was  officially 
established  in  the  United  States  last  year  when  the 
American  Board  of  Nuclear  Medicine  was  incorporated 
in  conjunction  with  the  guidelines  of  the  American 
Medical  Association.  “Very  few  new  specialties  have 
been  recognized  in  this  way  in  the  past  30  years,”  Dr. 
Nelp  said.  This  year  the  first  exam  for  certifying 
physician  specialists  in  nuclear  medicine  was  given  to 
1,200  persons. 

The  nuclear  medicine  physician  works  with  pe- 
diatricians, internists,  surgeons  and  obstetricians- 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing,  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.)gr.  1/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirm 

V \ gr.3Y2,phen- 

V acetin  gr. 

21/2,  caf- 
feine gr.  1/2. 

Bottles  of 
100  and  10> 

But  for  relief  of  Western  nai 


COMPOUND  c 

CODEINE 

Burroughs  Wellcome  Co..  Research  Triangle  Park,  North  Carolina  27709 


g\'necologists  using  radioactive  materials  to  diagnose 
and  treat  disease.  Diagnostic  techniques  include  speci- 
alized methods  of  detecting  cancer,  metabolic  diseases 
of  the  thyroid  and  kidney,  and  vitamin  and  hormone 
deficiencies. 


The  week  he  became  President-Elect  of  the  Society 
of  Nuclear  Medicine,  Dr.  Nelp  also  received  the  Distin- 
guished Alumnus  Award  from  Johns  Hopkins  Univer- 
sity for  his  contributions  to  teaching  and  research  in 
nuclear  medicine.  The  award  is  given  annually. 


Former  UWSM  Professor  Now  at  Oregon 
Medical  School 


Robert  \V.  Loehning,  former  associate  professor  of 
anesthesiology  at  the  University  of  Washington  School 
of  Medicine  and  anesthesiologist-in-chief  of  Seattle’s 
Harborview  Medical  Center,  has  been  appointed  to 
the  University  of  Oregon  Medical  School  faculty  as 
associate  professor  of  anesthesiology. 

Dr.  Loehning,  who  also  served  as  consultant  in 
anesthesiology  at  the  Seattle  Veterans  Hospital,  re- 
ceived his  Ph.D.  degree  from  the  University  of  Wiscon- 
sin and  his  M.D.  degree  from  Western  Reserve  School 
of  Medicine  in  Cleveland,  Ohio.  Following  internship 


at  the  University  of  Colorado  and  residency  training 
at  the  University  of  Iowa,  he  served  as  assistant  pro- 
fessor of  anesthesiology  and  later  as  associate  profes- 
sor in  the  department  of  postgraduate  medicine  at  the 
University  of  Utah.  He  was  consultant  in  anesthesiol- 
ogy at  Salt  Lake  Veterans  Administration  Hospital. 

Dr.  Loehning  was  medical  education  director  for 
the  Idaho  District,  Intermountain  Regional  Medical 
Program  and  served  as  a physician  member  of  the 
Idaho  Board  of  Nursing.  He  also  served  as  anesthesiol- 
ogist aboard  the  Project  HOPE  hospital  ship  in  Peru. 


RALEIGH  HILLS 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 

PHYSICIANS 


Raleigh  Hills  — Spokane 

PHYSICIANS 


C.  J.  English 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
Psychiatrist 


Lowell  Copeland 
Administrator 
W.  1403  7th  Street 
Spokane,  Washington  99204 
Telephone:  (509)  624-5331 


Albert  S.  Weiland,  M.D. 

James  Sauer,  M.D. 
Robert  Huddleston,  M.D. 
James  Cunningham,  M.D. 
Donald  Woedtie,  M.D. 
Psychiatrist 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  ( 23“'n  alcohol ) No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.31 1 1 mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital 

(warning:  may  be  habit  forming) 

(W  gr.)  16.2  mg. 

( '/2  gr. ) 32.4  mg. 

(f4  gr. ) 48.6  mg. 

Brief  siuimiary.  Side  eflfects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dttsage  levels,  rarely  on  usual  dosage.  Administer  uith  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/I4f  [ROBINS 


2 ways  lo  provide  o doily 
Iheropeulic  supply  of  VilominCS 
15  bolted  pololoes  (skins  and  qII!) 
or  one  copsule  of 
Allbee  with  C 


About  20  mg.  Vitamin  C in  one  baked  potato  (2V2"  diameter) 


Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate {Vit  Bi)  15  mg 
Riboflavin  (Vit  Bj)  10  mg 
Pyridoxine  hydro- 
chlonde  (Vrt  BJ  5 mg 
Niacinamide  50  mg 

(^laum  pantothenate  10  mg 
Ascorbic  acid  (Vit  (^  300  mg 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 


A.  H.  Robins  Company, 
Richmond,  Va.  23220 


SPECIAL  ARTICLE 


Patient  Care  Appraisal  — III 

An  Explanation  of  the  WSMA's  Medical  Education  Program 

Wl  LLIAM  R.  JOHNSON,  Ed.D.,  Seattle,  Washington 


(continued  from  August  issue) 


interpreting  data 

What  does  it  all  mean?  The  importance  of  the 
expected  percentages  set  by  the  PCA  Subcommittee 
now  becomes  obvious:  any  reported  variations  be- 

tween the  expected  percentages  and  the  actual  per- 
centages document  a genuine  need  for  a change  in  the 
pattern  of  care  within  the  hospital,  and  provide  a 
proper  basis  for  an  educational  program.  Since  these 
needs  are  expressed  in  behavioral  terms,  a specific 
educational  program  can  be  designed  to  modify  the 
staff  behavior,  and  the  results  of  this  program  can  be 
determined. 

Even  if  no  significant  variations  are  revealed  by 
the  data,  the  PCA  program  has  involved  the  staff  in  an 
educational  activity  illuminating  essential  facets  of 
patient  care.  Such  data  should  be  presented  to  the 
staff  for  comment  and  interpretations.  If  it  is  agreed 
that  no  significant  variations  exist,  no  further  educa- 
tional program  is  needed,  though  a follow-up  retrieval 
of  data  should  occur  after  a suitable  period  of  time. 
This  evaluative  data-gathering  may  reveal  an  improve- 
ment in  performance,  despite  the  lack  of  a formal 
educational  program. 

DESIGNING  AN 
EDUCATIONAL  PROGRAM 

Data  retrieved  usually  reveal  some  variation  be- 
tween expected  and  actual  percentages.  These  become 
the  targets  of  the  educational  program  which  must 
now  be  designed. 

Research  has  shown  that  the  lecture,  while  an  effi- 
cient means  of  disseminating  information,  is  a poor 
tool  for  changing  behavior.  Thus,  an  educational  pro- 
gram that  has  behavioral  objectives  cannot  be  limited 
to  lectures,  but  must  include  other  experiences  that 
allow  the  learner  to  engage  in  realistic  behavior,  and 
provide  him  corrective  feedback. 

the  lecture 

PCA  material  should  be  given  to  the  lecturer,  who 
may  wish  to  tailor  his  talk  to  the  data.  He  should  be 
encouraged  to  use  an  innovative  approach  to  his  pre- 
sentation, reserving  time  for  small-group  discussion 
and  question  and  answer  periods,  and  making  use  of 
appropriate  demonstration  materials. 

the  experiences 

Modern  programmed  teaching  aids,  “homemade” 


materials  specifically  tailored  to  needs,  and  material 
borrowed  from  other  educational  programs*  can  be 
made  available  to  staff  physicians  in  some  convenient 
learning  center  in  the  hospital.  The  PCA  program 
provides  a motivational  framework  which  should 
encourage  utilization  of  such  materials. 

Another  part  of  the  PCA  educational  program 
should  be  planned  around  patient  care.  Although 
such  traditional  activities  as  rounds  and  CPCs  are  not 
inappropriate,  they  do  not  involve  the  physician 
learner  in  his  behavior  with  his  patient. 

One  strategy  would  be  to  flag  the  charts  of  new 
patients  who  have  appropriate  diagnoses  or  orders, 
with  a reminder  for  the  attending  physician  of  the 
PCA  program,  and  an  illustration  of  the  desired  be- 
havior. The  display  in  the  chart  should  not  impede 
the  doctor  in  his  routine,  but  should  remind  him  of 
his  opportunity  to  excel.  It  should  specify  the  appro- 
priate behavioral  objective.  Presumably,  he  will  be 
confronted  with  this  opportunity  more  than  once,  so 
that  he  will  have  a chance  to  make  progressive  changes 
in  his  performance. 

EVALUATING  THE  PCA 
EDUCATIONAL  PROGRAM 

Evaluation  of  the  educational  program  should  not 
occur  until  all  of  the  various  experiences  have  been 
completed,  and  the  learners  have  had  ample  time  to 
engage  in  the  specified  behavior.  This  time  period  will 
vary,  but  will  usually  be  several  months  in  length. 

Unlike  traditional  educational  programs,  a PCA 
evaluation  is  simple  and  direct.  The  original  data  now 
serve  as  a baseline  to  which  subsequent  data  are  com- 
pared. Evaluation  consists  of  a duplication  of  the 
original  data  retrieval  process,  using  records  of  patients 
treated  after  the  completion  of  the  education  program. 
Few  or  no  changes  will  indicate  its  failure. 

The  evaluation  data  should  be  added  to  the  original 
PCA  Summary  Sheet  and  presented  to  the  staff.  If 
variations  still  exist,  the  staff  should  be  invited  to 
present  ideas  about  an  improved  educational  program 
that  will  eliminate  them.  If  they  have  been  eliminated, 
this  signals  the  end  of  that  segment  of  the  educational 
program,  and  the  beginning  of  the  next  segment,  on  a 
new  topic.* 

This  series  will  be  continued  in  the  October  issue. 


* The  Washington/Alaska  Regional  Medical  Program,  Support 
Unit,  has  such  materials. 
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The  new  Boconi' 
Medical 
Management 
^jrstem... 


helps  solve  these  five  vexing 

ofQce  prohLems 

1.  taking  health  histories 

2.  maintaining  meaningfUL 
patient  records 

3.  handling  incoming 
telephone  calls 

4.  keeping  appointments 
on  schedvQe 

5.  providing  useful  supplemental 
patient  instructions 


Each  component  in  the  new  ROCOM  Medical 
Management  System*  deals  with  a specific 
office  problem  to  help  you  provide 
better  patient  care  and  improve  the  use 
of  your  office  time. 

In  designing  these  products,  hundreds 
of  doctors,  nurses  and  receptionists  were 
consulted  about  their  particular  office 
problems.  More  than  two  years  of  development 
under  actual  office  conditions  proved  that 
the  ROCOM  systems  actually  do  help  solve 
difficulties  without  upsetting  existing 
office  routines. 

In  private  or  group  practice,  most 
physicians  will  find  one  or  more  of  these 
products  useful.  The  components  can  be 
employed  alone,  in  various  combinations, 
or  preferably  as  the  complete  ROCOM  Medical 
Management  System,  depending  on  your  own 
office  situation.  To  obtain  additional 
information,  please  send  this  coupon  to 
ROCOM  — the  health  information  and  education 
division  of  Hoffmann  - La  Roche  Inc. 


1.  ROCOM  Health  History  Systl 

provides  maximum  screening  informa- 
tion about  the  patient  with  a 
minimum  expenditure  of  your  time. 

Prior  to  your  examination,  the 
patient  answers  129  carefully  chosen 
questions  arranged  by  body  system. 

Only  positive  answers  transfer 
through  to  the  summary  sheet.  You 
get  an  immediate  picture  of  the 
patient's  current  complaints  with 
the  knowledge  that  important  screen- 
ing questions  are  covered. 

SOMETHING  NEW... ROCOM  HEALTH  HISTORY 
SYSTEM  (Spanish)  --  Questions  are 
in  Spanish,  answers  in  English.  The 
form  does  the  "translating." 


2,  ROCOM  Medical  Record  System 

a simple  but  comprehensive  method 
for  keeping  a complete  record  on 
every  one  of  your  patients.  Permits 
you  to  review  a patient's  medical 
history  in  seconds  and  retrieve 
information  quickly.  Can  be  used 
with  the  "problem-oriented"  method 
of  keeping  patient  records.  Color 
coding  virtually  eliminates  the 
likelihood  of  misplaced  files.  A 
disease  cross-index  card  keeps  track 
of  patients  by  disease  entity. 

Family  Jacket  Holder  keeps  all 
medical  records  of  an  individual 
family  in  one  location.  Well-kept 
records  can  be  one  of  the  great- 
est deterrents  to  malpractice  suits. 

The  ROCOM  Medical  Record  System 
helps  protect  your  good  name. 

3,  ROCOM  Telephone  System 

a complete  system;  one  that  can  be 
understood  quickly  by  your  newest 
office  aide;  one  that  permits  your 
staff  to  answer  specific  patient 
questions  with  confidence;  one  that 
will  make  your  practice  more  pro- 
ductive by  assuring  that  you  are 
interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing 
assures  that  all  incoming  calls  can 
become  part  of  the  patient's  perma- 
nent record. 


4.  ROCOM  Appointment  System 


worked  out  by  you  in  your  own  prac- 
tice with  the  help  and  guidance  of 
ROCOM.  Time  segments  are  individ- 
ualized to  your  own  requirements. 

Can  be  coordinated  with  your  col- 
league's or  nurse's  schedule.  Helps 
keep  a steady  flow  of  traffic  through 
the  waiting  room.  An  unlimited 
variety  of  schedules  available.  , 

5.  ROCOM  Patient  Health  Guideii 


a series  of  25  education  aids  that 
provide  basic  knowledge  to  sup- 
plement your  counselling  and  in- 
structions. Follows  a question  and 
answer  format.  Tested  for  accuracy 
and  effectiveness  in  private  medical 
practices.  This  literature  is  "pa- 
tient-oriented" not  "product- 
oriented."  A convenient  holder  for 
storage  of  the  Guides  is  also 
available . 


'Created  and  developed  fay  Patient  Care  Systems,  Inc. 
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Welcome  Doctor, 

We  have  what  you've  been  looking  for... 


. . . medical  building  office  space.  VVe  know  we 
can  meet  your  needs  because  Careage  specializes 
in  medical  buildings.  Choose  your  facilities  now 
from  several  existing  Careage  professional  centers 
in  Bellingham,  Boise,  Vancouver,  Centralia,  Seattle  or 
many  other  locations  presently  available.  If  we  don't 
have  the  building  you  want  we  will  design  and  build  to 
suit  your  personal  and  professional  needs.  Our  total 
package  approach  includes  financing,  design,  con- 
struction and  leasing.  We  even  guarantee  the 
project  price!  For  the  answer  to  your  office 
space  needs  contact  Careage,  the  medi- 
cal facility  specialists. 


Corporation 

Your  one-stop  health  development  professionals 


The  Careage  Corporation 
P.O.  Box  580 
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Bellevue,  Washington  98009 
Telephone  (206)  455-4990 
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OBITUARIES 


DR.  ALBERT  G.  NOBLE,  84,  of  McMinnville,  Oregon, 
died  February  19,  1972.  Cause  of  death  was  myocar- 
dial infarction.  An  otolaryngologist  and  ophthalmol- 
ogist, Dr.  Noble  was  a 1913  graduate  of  the  University 
of  Illinois  College  of  Medicine.  He  practiced  in  his 
native  state.  South  Dakota,  until  he  moved  to  McMinn- 
ville in  1927.  He  was  the  owner  of  the  McMinnville 
Hospital  from  1948  to  1962.  He  retired  in  1970. 

DR.  JOHN  A.  RITCHEY,  65,  of  Salem,  Oregon,  died 
March  3,  1972.  He  was  born  in  Kansas,  and  graduated 
in  1932  from  the  University  of  Arkansas  School  of 
Medicine.  He  was  a general  practitioner.  Death  was 
the  result  of  hepatic  failure,  due  to  chronic  cholangi- 
olytic  hepatitis,  a consequence  of  infectious  hepatitis. 

DR.  GEORGE  J.  VOTAVA,  62,  of  Spokane,  Washington, 
died  March  9,  1972,  of  hemorrhage  from  a benign 
gastric  ulcer.  He  was  a native  of  Ohio,  and  received 
his  medical  degree  in  1934  from  Case  Western  Reserve 
University  School  of  Medicine,  Cleveland. 

DR.  WALDO  EVAN  HARRIS,  64,  of  Eugene,  Oregon, 
died  March  17,  1972.  He  was  horn  in  Washington 
State,  and  graduated  in  1942  from  Northwestern  Uni- 
versity Medical  School,  Chicago.  His  specialties  were 
cardiovascular  disease  and  internal  medicine.  Death 
was  due  to  thrombosis  of  the  internal  carotid  artery 
and  cerebral  infarction. 

DR.  WILLIAM  WALKER  DAY,  85,  of  Dayton,  Washing- 
ton, died  March  18,  1972.  Acute  myocardial  infarc- 
tion was  the  cause  of  death.  He  was  born  in  Dayton, 
son  and  grandson  of  Dayton  physicians,  and  had  prac- 
ticed there  since  his  1911  graduation  from  the  Hahne- 
mann Medical  College  and  Hospital  in  Chicago.  He 
served  as  county  health  officer  during  much  of  his 
career,  and  continued  doing  so  after  his  retirement 
from  full  practice  in  1963. 

DR.  LOUIS  W.  KING,  JR.,  47,  of  Bellingham,  Washington, 
died  March  22,  1972,  of  diabetes  mellitus,  diabetic 
nephropathy  and  renal  failure.  He  was  a Washington 
native,  and  received  his  medical  degree  in  1950  at 
Stanford  University  School  of  Medicine.  He  was  an 
anesthesiologist. 

DR.  A.  DARREL  BERRY,  59,  of  Edmonds,  Washington, 
died  March  27,  1972.  He  was  born  in  California,  and 
was  a 1940  graduate  of  McGill  University  Eaculty  of 
Medicine  in  Montreal.  He  was  an  obstetrician  and  gyn- 
ecologist. Cause  of  death  was  cardiac  arrest,  due  to  ar- 
teriosclerotic heart  disease  and  coronary  insufficiency. 

DR.  BUELL  C.  KINGSLEY,  48,  of  Bellingham,  Washing- 
ton, died  March  30,  1972.  Cause  of  death  was  malig- 
nant melanoma.  He  was  a psychiatrist,  and  had  served 
as  psychiatric  director  of  Whatcom  Mental  Health  Cli- 
nic from  1959  until  1971.  He  was  born  in  New  York, 
and  received  his  medical  degree  in  1948  at  the  Univer- 
sity of  Oregon  Medical  School. 


''Your  dinner  was 
perfect — from  soup 
to  'Dicarhosir.” 
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ANTACID 
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DR.  GEORGE  T.  WALLACE,  59,  of  Spokane , Washington, 
died  March  30,  1972.  He  was  born  in  Spokane,  and 
had  been  an  orthopedic  surgeon  there  since  his  1938 
graduation  from  Rush  Medical  College,  Chicago,  and 
orthopedic  training  at  the  University  of  Chicago  and 
Mayo  Clinic.  Cause  of  death  was  lymphosarcoma. 

DR.  WILLIAM  E.  JONES,  70,  of  Spokane,  Washington, 
died  April  2,  1972.  He  was  horn  it!  Russellville,  Ar- 
kansas, and  would  have  reached  his  71st  birthday 
April  3.  A 1932  graduate  of  Rush  Medical  College, 
Chicago,  he  was  a general  practitioner,  and  Spokane 
County  coroner.  Death  was  due  to  acute  myocardial 
infarction. 

DR.  WILLIAM  N.  FREEMAN,  59,  of  Colfax,  Washington, 
died  April  4,  1972.  He  was  a general  practitioner  and 
and  allergist,  horn  in  Minnesota,  and  a 1937  graduate 
of  Rush  .Medical  College,  Chicago.  Cause  of  death  was 
acute  myocardial  infarction. 

DR.  JOHN  L.  LAW,  73,  of  Seattle,  Washington,  died  April 
5,  1972.  Cause  of  death  was  acute  myocardial  infarc- 
tion. He  was  born  in  Georgia,  and  was  a retired  pedia- 
trician. He  received  his  medical  degree  in  1929  at  the 
Faculty  of  Medicine  University  of  Edinburgh,  Scotland. 
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rhere  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 


Inadi^uate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recoveiy  from 
acute  sinusitis. 


It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 


Can  be  taken  before,  with,  or 
aftermeals  > 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 


As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
iwith  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-Uegative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are  - 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin.  , 


Useful  in  patients  hypersensitiTe 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cieocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomydn- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycih  HCl.  hydrate,  Upjohn 


i 'Ids,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  fl4:269>  1964 
i on  file,  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3^  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.'  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains;  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 

Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


every  6 hours. 

Children:  Mild  to  moderately  severe  infections— 8 to  16  mg/kg/ day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED;  150  mg  Copsu/es— Bottles  of  16's  and  lOO's.  75  mg  Capsules— 
Bottles  of  16’s  and  lOO's.  Sensitivity  Disks-2  Hg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 


consult  packoge  Insert.  MED  B-4-S  (LNU-3)  JA71-I56S 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 
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EDITORIAL 


Emergency 

fjach  year  in  the  United  States  there  are  more  than 
11,000,000  injuries  resulting  from  accidents.  The 
total  cost  is  more  than  $13,000,000,000.  More  than 
100,000  deaths  each  year  are  the  result  of  injury.  At 
I least  half  of  the  deaths  occur  after  highway  crashes, 

j Many  of  the  deaths  and  much  of  the  disability  result- 

I ing  from  trauma  can  be  prevented.  These  losses  con- 
tinue, although  adequate  knowledge,  skills  and  equip- 
j ment  are  now  available,  because  of  lack  of  public 
I awareness,  organization  and  money.  If  the  public  can 
: be  made  aware  of  the  magnitude  of  the  problem,  or- 

ganization will  be  developed  and  the  money  will  be 
supplied.  The  challenge,  therefore,  is  to  educate  the 
public. 

J There  are  indications  that  public  awareness  is  in- 

, creasing.  There  are  three  bills  before  the  Congress 
' dealing  with  organization  for  emergency  medical  care, 
all  providing  financial  support  for  community  improve- 
ments. There  are  also  a few  statewide  plans,  some  for 
parts  of  a total  program  and  some  that  are  truly  com- 
prehensive. Best  of  these  is  the  Illinois  plan,  author- 
I ized  by  the  Illinois  Legislature  and  inaugurated  July  1, 
1971.  It  is  based  on  nine  regional  trauma  centers,  two 
special  regional  trauma  centers,  a communication  net- 
work, and  a transportation  system  using  ground  and 
I air  vehicles.  Local  trauma  centers  are  being  established 

! in  communities  in  all  sections  of  the  state.  One  of  the 

j special  centers  is  for  children  and  the  other  for  spinal 

I cord  injuries.  Both  are  in  Chicago  and  operated  by 

I Northwestern  University.  They  serve  the  entire  state. 

A feature  of  the  program  is  the  location  in  many 
[ communities  of  a Trauma  Coordinator  who  is  a former 

1 

1 

' Modern  Guide  on 
1 A 

Xxs  suggested  by  the  screened  design  on  the  cover, 

I the  scientific  section  of  this  issue  is  devoted  to  articles 
on  problems  in  pediatrics.  They  have  been  prepared 
from  presentations  made  during  a continuing  educa- 
tion course  held  at  Children’s  Orthopedic  Hospital, 

, Seattle,  May  18-19,  this  year. 

I Planning  for  this  meeting  differed  from  what  usu- 

! ally  takes  place  when  continuing  education  courses  are 

i scheduled.  It’s  no  secret  that  many  such  courses  are 
I presented  because  someone  wants  to  talk  about  some- 
I thing  he’s  interested  in.  The  result  is  a display  of  what 

I an  individual  or  a department  has  been  doing,  but  the 

I course  does  not  always  reward  registrants  with  help 
( on  problems  seen  frequently  in  practice,  even  though 
I the  information  provided  is  from  recent  investigation. 
Seldom  does  planning  include  consultation  with  groups 
of  physicians  for  whom  the  course  is  being  prepared. 

Planning  for  the  program  at  Children’s  Orthopedic 
' Hospital  was  reversed.  First  action  was  an  approach 
to  a group  of  general  practitioners  seeking  information 
on  subjects  they  would  like  to  have  discussed.  Only 


Medical  Care 

hospital  corpsman  or  Army  medic,  who  helps  develop 
community  organization  for  emergency  medical  care. 
These  men  are  employees  of  the  Illinois  State  Depart- 
ment of  Health.  They  supervise  collection  of  data 
for  the  Trauma  Registry,  which  is  part  of  the  Illinois 
system,  and  they  train  ambulance  personnel  in  modern 
emergency  techniques.  Community  colleges  help  with 
the  training. 

Most  of  the  ambulance  attendants  working  in  Illi- 
nois have,  or  are  getting,  a rating  as  Emergency  Medi- 
cal Technician-Ambulance.  They  know  how  to  stop 
hemorrhage,  combat  shock,  establish  an  airway,  splint 
fractures  and,  in  most  cases,  they  arrive,  unhurriedly, 
at  the  hospital  with  a live  patient.  The  result  is  far 
superior  to  the  much  too  frequent  practice  of  dump- 
ing an  injured  patient  into  an  ambulance  for  a siren- 
screaming  run  to  the  hospital. 

Knowledge  and  skill  in  the  field  of  emergency  med- 
ical care  are  available  in  abundant  supply.  Organiza- 
tion and  money  are  not  — yet.  A newspaper  editor, 
after  listening  to  some  of  the  facts  about  care  of 
trauma  in  this  country,  remarked  that  it  may  be  neces- 
sary to  set  up  a third  public  service.  Police  protection 
and  fire  protection  have  long  been  considered  part  of 
community  service.  It  is  now  time  to  give  serious  con- 
sideration to  establishing  organizations  for  medical 
care  to  make  life-saving  and  disability  prevention  as 
important  as  fire  prevention  and  control  of  crime. 
We  need  public  awareness,  organization  and  money. 
When  we  have  achieved  the  first,  the  others  will  follow 
promptly. 

//.  L.  H. 

Pediatric  Problems 

after  this  information  had  been  received  and  processed 
was  the  staff  of  the  hospital  given  the  list  of  subjects 
that  would  constitute  the  program  to  be  presented. 

Publication  of  these  papers  refutes  a frequently- 
heard  complaint  that  there  is  too  much  delay  in  pre- 
senting new  information  to  physicians  in  practice. 
The  material  for  this  and  the  following  issue  represents 
very  recent  developments  in  pediatrics,  particularly 
in  the  treatment  of  leukemia  and  other  malignant 
conditions.  Some  of  the  advances  have  come  from 
clinical  research  done  in  the  Northwest.  It  is  fitting 
that  work  done  here  be  reflected  in  the  journal  owned 
by  physicians  of  the  Northwest. 

Six  manuscripts  from  the  meeting  have  been  sub- 
mitted for  publication.  Three  will  follow  in  the  Sep- 
tember issue.  They  deal  with  heart  disease  in  the  neo- 
nate, management  of  solid  tumors  in  children,  and 
fluid  therapy  in  shock.  The  set  of  six  papers  should 
be  torn  out  and  saved  as  a modern  guide  on  several 
important  pediatric  problems. 

H.  L.  H. 
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Treatment  of  Acute  Leukemia  in  Children 


RONALD  L.  CHARD,  JR.,  M.D.,  Seattle,  Washington 


Since  the  mid  I960’s  four  major  advances  have  been  made  in  treatment  of  acute  lym- 
phocytic leukemia  in  children.  First  is  improvement  in  supportive  care.  This  includes 
improved  antibiotics,  also  component  blood  banking  which  provides  availability  of  plate- 
let concentrate  transfusions  and  packed  red  cells.  Second  major  advance  is  use  of  combin- 
ation therapy  for  induction  of  remission;  this  is  primarily  administration  of  prednisone 
and  vincristine  for  a period  of  4 to  6 weeks.  Third  is  development  of  combination  chemo- 
therapy in  maintaining  control  of  the  disease.  Today  this  means  use  of  various  combina- 
tions of  mercaptopurine  and  methotrexate  with  or  without  cyclophosphamide  and  the  use 
of  pulse  doses  of  prednisone  and  vincristine.  Fourth,  and  most  recent,  advance  is  use  of 
prophylactic  treatment  to  protect  the  central  nervous  system.  This  is  either  x-ray  alone, 
or  x-ray  and  intrathecal  methotrexate  or  intrathecal  methotrexate  alone.  Bone  marrow 
transplantation  in  acute  leukemia  in  those  patients  having  a sibling  with  an  identical  HL-A 
white  cell  type  is  also  possible  in  special  centers.  The  control  of  non-acute  lymphocytic 
leukemia  in  children  is  not  nearly  as  satisfactory  as  control  of  acute  lymphocytic  leuke- 
mia; however,  very  recent  improvements  have  been  made  in  the  treatment  of  non-acute 
lymphocytic  leukemia  as  well. 


A 

XJLcute  leukemia  accounts  for  35 
to  40  percent  of  all  malignant  dis- 
ease in  childhood.  This  is  reflected 
in  Table  1 which  lists  the  incidence 
of  malignant  disease  in  children  seen 
at  Children’s  Orthopedic  Hospital 
and  Medical  Center,  Seattle,  from 
1949  to  1970.  The  incidence  of 
acute  leukemia  is  approximately  1 
in  2800.  In  childhood  the  most 
common  age  of  onset  is  between 
two  and  five  years.  Acute  lympho- 
cytic leukemia  accounts  for  80  per- 
cent of  leukemia  in  children.  For- 
tunately, this  is  the  most  responsive 
to  treatment  and  it  is  in  acute  lym- 
phocytic leukemia  of  childhood  that 
the  greatest  improvement  in  treat- 
ment has  occurred. 

Before  advent  of  chemotherapy 
in  the  early  40’s  average  life  span 
with  only  supportive  therapy  was 
8 to  12  weeks.  In  the  mid  and  late 
40’s  methotrexate  and  mercapto- 
purine became  available.  With  these 
agents  used  alone  approximately  25 
to  35  percent  of  patients  could  be 
expected  to  go  into  remission.*  Re- 


Presented  as  part  of  a continuing 
medical  education  course  at  Children’s 
Orthopedic  Hospital  and  Medical  Center, 
Seattle,  May  18-19,  1972. 


mission  is  defined  as  a state  of  con- 
trol of  the  disease  in  which  periph- 
eral blood  counts  are  normal,  bone 
marrow  is  essentially  normal  — the 
child  has  less  than  5 percent  abnor- 
mal blast  cells  — and  is  functionally 
normal.  Remission  duration,  how- 
ever, was  for  only  4 to  6 months 
with  an  average  survival  of  9 to  12 
months.^  In  the  60’s  cortisone, 
cyclophosphamide,  vincristine,  1-as- 


paraginase, cytosine  arabinoside  and 
daunomycin  were  developed  as  ef- 
fective chemotherapeutic  agents. 

In  the  late  50’s  to  early  60’s 
these  agents  were  commonly  used 
singly.  Of  all  the  drugs,  cortisone 
or  prednisone  gave  the  highest  rate 
of  remission  of  any  of  the  agents 
when  used  alone,  60  percent.^  It 
was  subsequently  learned  that  if 
prednisone  were  combined  with  any 


TABLE  1 

Childhood  Malignancy  at  Children's 
Orthopedic  Hospital,  Seattle 
1949-  1970 


Type 

Patients 

Percen t 

Leukemia 

421 

36.9 

Tumors  of  CNS 

(Inch  retinoblastoma) 

209 

18.3 

Tumors  of  sympathetic  nervous 
system  (neuroblastoma) 

94 

8.3 

Wilms'  tumor 

79 

6.9 

Lymphatic  tumors 

80 

7.0 

Bone  tumors 

59 

5.2 

Soft  tissue  sarcoma 

63 

5.5 

Carcinoma 

35 

3.1 

Teratoma 

33 

2.9 

Miscellaneous 

67 

5.9 

Total 

1,140 

100.0 
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one  of  the  other  agents,  initial  re- 
mission rates  of  85  to  95  percent 
could  be  achieved.*’^  This  is  the 
expected  initial  remission  induction 
rate  for  acute  lymphocytic  leukemia 
in  children  today. 

support  care 

Improvement  in  supportive  care 
methods,  i.e.,  improved  antibiotics, 
development  of  component  blood 
banking,  packed  red  cells  and  plate- 
let transfusion  have  also  been  avail- 
able to  increase  the  initial  response 
rates. 

Another  important  improvement 
in  supportive  care  is  prevention 
of  hyperuricemia  with  allopurinol. 
Since  development  of  the  various 
cytotoxic  agents  it  has  been  known 
that  uric  acid,  a product  of  cell 
breakdown,  can  become  remarkably 
elevated  in  the  blood  — to  the  point 
of  producing  uric  acid  nephropathy 
and  renal  shut  down  if  not  pre- 
vented. Administration  of  allopuri- 
nol, 10  mg/kg/day  in  three  divided 
doses  6 to  12  hours  before  or  simul- 
taneously with  the  start  of  antileu- 
kemic therapy,  effectively  prevents 
this  problem,  if  adequate  hydration 
is  provided. 

The  drugs  most  commonly  used 
for  the  initial  treatment  today  are 
prednisone  daily  in  two  to  three 
divided  doses  and  weekly  intraven- 
ous vincristine.  Recommended  dose 
schedules  appear  in  Table  2.  These 
two  agents  are  used  for  induction, 
partly  because  of  their  excellent  re- 
sponse rate,  but  also  because  neither 
causes  suppression  of  normal  mar- 
row elements.  Because  of  their  tox- 
icities  neither  agent  is  a drug  of  first 
choice  for  long  term  maintenance 
therapy. 

main  tenance 

There  have  been  two  changes 
in  consideration  and  philosophy  of 
maintenance  therapy.  It  has  been 
shown  that  mercaptopurine  and 
methotrexate,  two  of  the  best  agents 
used  for  maintenance  treatment, 
when  used  singly  or  cyclically  and 
each  given  as  a single  daily  oral  dose, 
could  achieve  a median  first  remis- 
sion duration  of  eight  to  nine 


TABLE  2 

Prednisone  40  mg/m^ 

Vincristine  2 mg/m^ 

(Do  not  exceed  2 mg  in  a single  dose) 

TABLE  3 

Methotrexate  0.1  mg/kg/day 

orally 

Methotrexate  15  to  30  mg/m^ 

twice  weekly 
orally 

(0.5  to  1 mg  (kg) 

TABLE  4 

6-Mercaptopurine  50  mg/m^  orally 
daily 

Methotrexate  20  mg/m^  orally 

once  weekly 

Cyclophosphamide 

200  mg/m^  orally 
once  weekly 


months.^’*  It  has  subsequently  been 
learned  that  methotrexate  is  more 
effective  given  twice  weekly  at  doses 
higher  than  those  given  daily.  And, 
the  remission  is  even  longer  if  the 
induction  drugs,  prednisone  and  vin- 
cristine are  given  periodically  in 
pulse  doses.^  Schedules  for  metho- 
trexate are  in  Table  3.  A further 
modification  has  been  the  use  of 
two  and  three  drug  maintenance 
programs  involving  daily  mercapto- 
purine and  once  weekly  oral  metho- 
trexate and  once  weekly  oral  cyclo- 
phosphamide, the  latter  two  not 
given  on  the  same  day.  Recommend- 
ed doses  are  shown  in  Table  4. 
This  program  utilizes  pulse  doses 
of  prednisone  and  vincristine  dur- 
ing the  three  drug  maintenance 
programs.^ 

Second  major  change  in  mainten- 
ance treatment  philosophy  has  been 
use  of  prophylactic  treatment  of 
the  central  nervous  system  after  in- 
duction of  the  initial  remission.  Dur- 
ing the  past  10  years,  50  percent  of 
children  with  acute  lymphocytic  leu- 
kemia who  survived  two  to  three 
years  have  developed  central  nervous 
system  leukemia.  Of  209  children 


with  acute  lymphocytic  leukemia 
treated  in  1963-1964,  56  percent 
developed  central  nervous  system 
leukemia.  Median  time  until  the  pa- 
tients developed  central  nervous  sys- 
tem involvement  after  diagnosis  of 
leukemia  was  nine  months.  Median 
survival  was  24  months  for  those  pa- 
tients who  did  not  develop  central 
nervous  disease  but  only  eight 
months  for  those  with  central  nerv- 
ous disease.®  I am  now  observing 
more  patients  in  whom  control  of 
the  central  nervous  system  disease 
has  been  more  difficult  than  control 
of  their  bone  marrow  disease. 

prevention  of  centra!  nervous 
system  disease 

Two  programs  utilizing  a prophy- 
lactic treatment  program  of  the  cen- 
tral nervous  system  have  recently 
produced  remissions  whose  median 
durations  are  in  excess  of  four  years 
and  with  projected  five  year  survival 
rates  approaching  50  percent.®’’ 

One  of  these  programs,  developed 
at  St.  Jude’s  Hospital  in  Memphis, 
Tennessee,  involved  3 1 patients  who 
received  cranial  radiotherapy  2,400 
rads  (Cobalt)  total  dose  and  intra- 
thecal methotrexate  12  mg/m’  a 
week  for  three  weeks,  for  prophy- 
lactic treatment.  This  followed  in- 
duction treatment  with  prednisone 
and  vincristine  and  a maintenance 
chemotherapy  program  of  daily  mer- 
captoparine  with  once  weekly  meth- 
otrexate and  cytoxan,  and  periodic 
pulse  doses  of  prednisone  and  vin- 
cristine and  prophylactic  intrathecal 
methotrexate.’ 

It  is  important  to  realize  that 
these  treatment  programs  have  in- 
creased toxicity  over  those  used  in 
previous  years.  However,  they  are 
outpatient  programs  in  their  entirety 
and  do  not,  as  a rule,  involve  hospi- 
talization other  than  the  initial  epi- 
sode. It  is  also  important  to  realize 
the  difference  between  a 24  to  36 
months  median  survival,  in  which 
many  patients  had  evidence  of  dis- 
ease or  recurrence  of  disease  in  the 
marrow  or  central  nervous  system, 
as  compared  to  a figure  of  70  per- 
cent of  patients  living  with  no  evi- 
dence of  disease  28  months  after 
initial  diagnosis  and  prophylactic 
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Chemical  Nomenclature 


treatment.  This  result  was  achieved 
in  45  patients  treated  with  predni- 
sone and  vincristine  induction  ther- 
apy, mercaptoparine,  methotrexate 
and  cytoxan  maintenance  chemo- 
therapy and  prophylactic  cranial- 
spinal  radiation  therapy  to  2,400 
rads  (Cobalt)  total  dose.  These  pa- 
tients also  received  pulse  doses  of 
prednisone  and  vincristine  during 
maintenance.^ 

Today,  therefore,  induction  and 
maintenance  treatment  programs  are 
fairly  well  agreed  upon  among  the 
major  groups  treating  children  with 
acute  lymphocytic  leukemia.  It  also 
is  apparent  that  prophylactic  treat- 
ment of  the  central  nervous  system 
is  of  definite  benefit.  The  question 
of  best  manner  to  treat  the  central 
nervous  system  has  not  been  an- 
swered yet  — radiation  only,  or  ra- 
diation and  intrathecal,  methotrex- 
ate, or  intrathecal  methotrexate 
alone.  The  major  chemotherapy 
groups  in  the  country  are  pursuing 
studies  in  effort  to  answer  this 
question. 

non-acute  disease 

Non-acute  lymphocytic  leukemia 
in  childhood  is  of  three  major  types; 
acute  myelo-monocytic,  acute  myel- 
ocytic or  acute  monocytic  leukemia. 
They  account  for  approximately  20 
percent  of  all  leukemia  in  childhood. 
These  types  of  leukemia  as  a rule 
are  relatively  resistant  to  cortisone 
and  more  resistant  to  any  single 
agent  than  acute  lymphocytic  leu- 
kemia. Only  in  the  past  two  to 
three  years  have  treatment  programs 
been  developed  that  give  50  percent 
or  better  initial  remission  induction 
rates.  Basically  these  programs  in- 
volve various  combinations  and  dos- 
age schedules  of  cytosine  arabino- 
side,  cyclophosphamide,  vincristine, 
thioguanine,  or  mercaptopurine  and 
prednisone. 

With  cytosine  arabinoside  25  mg/ 
m^/dose  and  cyclophosphamide  25 
mg/m^ /dose  given  every  eight  hours, 
intravenously  for  12  doses  every  two 
weeks  for  eight  weeks  and  a single 
dose  of  vincristine  2 mg/m^/dose, 
repeated  every  two  weeks  for  eight 
weeks,  there  was  60  percent  induc- 
tion rate  achieved  in  non-lympho- 


Generic 

allopurinol 

cortisone 

cyclophosphamide 

cytosine  arabinoside 

daunomycin 

l-asparaginase 

methotrexate 

prednisone 


mercaptopurine 

thioguanine 

vincristine 

cytic  leukemia  in  children. In 
adults  and  children  a similar  pro- 
gram also  using  prednisone  on  a cy- 
clic two-week  basis  achieved  similar 
results.''  To  date,  however,  the 
length  of  the  first  remission  has  been 
quite  short,  three  to  four  months 
on  the  average.'"  Because  of  the 
short  total  survival,  perhaps,  central 
nervous  system  involvement  has  not 
been  a major  problem  in  these  types 
of  leukemia  and  no  prophylactic 
central  nervous  system  treatment 
program  is  being  used.  There  is  now 
a new  program  using  a five  drug  in- 
duction program  to  try  to  improve 
these  results.  It  involves  cytosine 
arabinoside,  cyclophosphamide,  vin- 
cristine, prednisone  and  thioguanine. 

Of  the  new  agents  developed  in 
the  past  five  to  eight  years,  cytosine 
arabinoside  and  l-asparaginase  have 
proven  the  most  helpful  in  the  late 
treatment  of  acute  lymphocytic  leu- 
kemia in  children.  In  patients  who 
had  two  to  three  prior  recurrences 
of  their  leukemia,  prednisone  and 
cytosine  arabinoside  gave  a remis- 
sion induction  rate  of  50  percent.'^ 
This  involved  prednisone  2 mg/kg/ 
day  in  three  divided  oral  doses  and 
cytosine  arabinoside  2 mg/kg/day  x 
10  doses  intravenously  or  intramus- 
cular. In  both  of  these  cases,  how- 
ever, the  length  of  the  achieved  re- 
mission was  very  short,  30  to  90 
days.'^’'^  The  combined  use  of  cy- 
tosine arabinoside  and  l-asparaginase 
in  patients  who  have  had  only  a 
single  recurrence  of  their  disease  is 
now  being  studied  to  see  if  combin- 
ing these  two  agents,  effective  in 


Trade 

Zyloprim 

Cortisone  Acetate 

Cytoxan 

Cytosar 

(experimental) 

(experimental) 

Methotrexate 

Betapar 

Deltasone 

Sigmagen 

Sterazolidin 

and  others 

Purinethol 

Thioguanine 

Oncovin 

late  disease,  will  achieve  even  better 
results  when  used  earlier  in  treat- 

1 3 

ment. 

marrow  transplant 

There  is  another  method  of  ther- 
apy open  to  some  children  with 
acute  leukemia  today.  This  is  bone 
marrow  transplantation.  It  is  still 
highly  experimental  and  several 
strict  criteria  must  be  met  before  it 
can  be  even  entertained  as  a possi- 
bility. First  the  patient  must  have 
a sibling  who  has  the  same  HL-A 
white  blood  cell  type.  Neither  par- 
ent is  a candidate  because  either 
parent  can  be  50  percent  different, 
genetically,  from  any  of  their  chil- 
dren, i.e.,  each  child  receives  one- 
half  of  his  genetic  traits  from  each 
parent.  Second,  the  information 
from  white  cell  typing  should  be 
obtained  early  in  the  course  so  that 
timing  of  the  transplant  can  be  care- 
fully planned.  Third,  no  patient  is 
considered  a transplant  candidate 
until  all  conventional  methods  of 
chemotherapy  have  been  explored 
and  none  remain.  Fourth,  and  per- 
haps the  most  difficult,  there  is  a 
much  better  chance  for  a transplant 
to  be  successful,  or  for  engraftment 
to  occur,  if  the  patient  is  relatively 
well.  That  is,  early  in  the  last  relapse 
or  just  before  the  last  relapse,  when 
the  patient  is  not  infected  and,  even 
though  his  bone  marrow  may  show 
recurrence,  the  peripheral  blood 
counts  are  relatively  normal.  There 
have  now  been  several  successful 
marrow  transplants  using  these  cri- 
teria. The  longest  survivor  is  now 
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two  years  post  transplant  with  no 
evidence  of  disease  and  on  no  medi- 
cation.*® 

These  criteria  present  many  prob- 
lems. But  at  this  time  this  avenue 
of  treatment  still  holds  promise  and 
needs  to  be  continued.  It  should  be 
attempted  only  at  a center  that  has 
personnel  experienced  in  the  special 
procedure  and  knowledge  of  the 
many  problems  that  can  arise  during 
the  exceedingly  important  support- 
ive care  period  required  by  this  type 
of  treatment. 

emotional  support 

Care  of  any  child  with  leukemia 
involves  much  more  than  considera- 
tion of  what  type  of  treatment  to 
give  and  administration  of  the  treat- 


ment. Because  of  chronicity  of  the 
problem  the  entire  family  and  their 
way  of  life  are  profoundly  affected. 
One  must  pay  a great  deal  of  atten- 
tion to  the  heeds  of  the  parents  and 
siblings  as  well  as  the  needs  of  the 
patient. 

Because  of  the  complexities  of 
the  improved  treatment  methods  in 
use  today  it  is  best  to  have  a pa- 
tient’s treatment  program  supervised 
by  a center  specializing  in  this  type 
of  medical  care. 

It  is  equally  as  important  to  have 
the  patient  in  his  own  home  and 
community  as  much  as  possible. 
Therefore,  perhaps,  the  most  impor- 
tant single  item  in  the  patient’s  care 
in  many  cases  is  the  communication 
set  up  between  the  center  and  the 


Beginning  with  a Smattering 


patient’s  physician  in  his  own  com- 
munity. Except,  perhaps,  at  the 
time  of  initial  diagnosis  and  treat- 
ment, at  the  time  of  recurrence  or 
when  complications  arise,  the  pa- 
tient’s care  should  be  optimal  when 
he  is  cared  for  in  his  own  commun- 
ity where  his  family  unit  is  intact, 
with  only  periodic  visits  to  the 
center. 

4800  Sand  Point  Way  N.E. 

(98105) 

The  reference  list  submitted  by  the 
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publication  although  reference  figures 
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readers.  Photocopies  of  the  list  will  be 
provided  on  request.  Address  requests  to 
Editor,  Northwest  Medicine,  500  Wall 
Street,  Seattle  98121. 


It  has  been  stated,  and  accurately  so,  that  it  is  impossible  to  impart  the  entire  contents 
of  medical  and  surgical  science  to  the  student.  You  cannot  even  impart  the  contents  of  a 
single  subject  in  the  curriculum.  The  most  you  can  expect  is  to  give  to  the  student  a fair 
knowledge  of  the  principles  of  the  fundamental  subjects  in  medicine,  and  the  power  to  use 
the  instruments  and  methods  of  bis  profession;  the  right  attitude  toward  his  patients  and 
his  fellow-members  in  the  profession;  above  all,  to  put  him  in  the  position  to  carry  on  his 
education,  because  his  education  is  only  begun  in  the  medical  school.  . . . The  student  does 
not  go  out  a trained  practitioner,  a trained  pathologist,  or  a trained  anatomist,  or  a 
surgeon.  Looked  at  from  the  point  of  view  of  mere  knowledge,  he  has  only  a smattering. 

WILLIAM  H.  WELCH,  Bulletin  of  the  American  Academy  of  Medicine  1 1:720,  1910 
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Medical  Assistants  — Good  or  Bad? 


BLACKBURN  S.  JOSLIN,  M.D.,  Bellevue,  Washington 


Pediatric  Nurse  Associates,  Medical  Assistants  in  Pediatrics,  and  Pediatric  Aides,  can 
assist  pediatricians  in  a wide  variety  of  activities,  freeing  the  physician  for  better  service 
in  diagnosis,  and  care  rendered  those  in  most  need.  The  field  is  developing  so  rapidly  that 
there  are  few  standards  and  no  agreement  on  definitions  or  terms.  There  is  some  danger 
that  too  many  physicians’  assistants  will  be  produced.  If  this  happens,  they  will  find  it 
necessary  to  practice  independently,  rather  than  under  direction  of  a physician  as  now 
required.  The  physician  who  employs  a medical  assistant  must  be  responsible  for  the 
quality  of  health  care  delivered. 


D uring  recent  years  there  has 
been  increased  interest  in  the  meth- 
ods of  delivering  health  care.  The 
medical  profession  has  been  repeat- 
edly analyzed  by  its  own  members, 
by  members  of  the  government,  by 
social  workers,  by  computer  ma- 
chines, by  health  care  planners,  all 
with  their  different  recommenda- 
tions for  improving  the  delivery 
system.  Some  of  these  recommend- 
ations are  good,  while  others  have 
been  less  than  helpful.  Most  of 
this  input  has  been  from  academi- 
cians or  government  planners.  Very 
little  has  been  from  those  who  are 
delivering  health  care.  The  truth  of 
the  matter  is  that  health  care  plan- 
ners can  plan  all  they  want  to, 
but  the  person  who  must  eventu- 
ally deliver  the  care  is  the  physician 
or  his  assistant.  The  physician  may 
have  to  deliver  the  care  in  a health 
maintenance  organization,  in  a hos- 
pital, or  an  ambulatory  setting, 
wherever  he  or  they  (the  planners) 
decide.  In  the  past  the  physician 
would  deliver  the  care  himself,  but 
now  it  appears  he  will  have  many 
different  kinds  of  medical  assistants. 
Will  these  assistants  improve  the 
quality,  as  well  as  the  quantity,  of 
care  delivered? 

One  of  the  major  problems  in  the 
delivery  of  health  care  has  been  the 
problem  of  manpower.  There  are 
indications  that  a shortage  of  man- 
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power  exists,  but  there  are  many 
knowledgeable  persons  in  this  field 
who  will  argue  that  there  is  not  as 
much  a shortage  as  there  is  a mal- 
distribution. There  are  many  pro- 
posed solutions.  One  proposal  that 
appears  to  have  merit  and  to  have 
been  generally  accepted  is  the  use  of 
medical  assistants.  We  should  look 
at  medical  assistants  and  see  how 
they  can  be  utilized  efficiently  and 
provide  quality  care  for  our  patients. 
Early  in  the  increased  use  of  medi- 
cal assistants  it  became  evident  that 
there  was  a lack  of  terminology, 
definition,  and  means  of  recognizing 
people  who  had  had  special  training. 
As  always,  where  there  was  a vacu- 
um, everyone  rushed  in.  Some 
groups  proceeded  thoughtfully,  but 
other  groups  created  more  prob- 
lems than  they  solved.  It  is  becom- 
ing easier  to  identify  well-trained 
assistants  correctly,  but  we  still  have 
not  developed  a universal  terminol- 
ogy. This  problem  is  being  worked 
on  by  the  American  Medical  Associ- 
ation and  the  American  Academy  of 
Pediatrics  with  others,  but  until 
this  is  adequately  solved  it  makes 
evaluation  of  the  use  of  medical 
assistants  very  difficult. 

An  example  of  our  confusion  in 
terminology  is  easily  seen  in  the  use 
of  medical  assistants  in  pediatrics. 
Some  people,  when  they  spoke  of 
such  assistants,  meant  the  trained, 
registered  nurse,  some  meant  an 
R.N.  with  special  training  in  pedi- 
atric care,  some  meant  the  girl- 
Friday  who  had  been  trained  in  an 
individual  physician’s  office  to  work 
with  that  one  physician,  some  meant 


an  aide  who  sat  at  the  desk  and  was 
not  the  person  involved  in  medical 
procedures  but  was  an  assistant  in 
an  office  for  receptionist-secretarial 
work.  All  these  people  were  identi- 
fied as  pediatric  assistants.  Natur- 
ally, comparing  these  people  led  to 
much  confusion,  as  if  one  were  try- 
ing to  compare  apples  to  oranges 
and  come  up  with  a common  denom- 
inator. In  other  fields  of  medicine, 
aides  were  the  Medex,  surgical  assist- 
ant, x-ray  assistant,  dental  hygienist, 
optometrists  or  optician,  and  many 
more.  Almost  all  health  fields  can 
use  assistants  in  some  ways,  and, 
therefore,  when  we  speak  of  these 
people,  we  must  define  our  terms. 

The  American  Academy  of  Pedi- 
atrics together  with  the  American 
Nursing  Association,  and  recently 
the  American  Medical  Association, 
have  developed  the  following  term- 
inology for  the  use  of  medical  assist- 
ants in  pediatrics:  ’ 

1.  Pediatric  Nurse  Associate:  A 
registered  nurse  with  expanded 
skills,  obtained  from  a continuing 
education  program  incorporating 
the  AMA,  AAP,  guidelines.  The 
term  Pediatric  Nurse  Associate  is 
used  interchangeably  with  the  term 
Pediatric  Nurse  Practitioner. 

2.  Medical  Assistant  in  Pediat- 
rics: A two-year  junior  college  grad- 
uate with  intensive  instruction  in 
pediatric  office  tasks  and  clinical 
skills. 

3.  Pediatric  Aide-.  A high  school 
graduate  or  equivalent  who  has  had 
specific,  on-the-job  training  in  sup- 
portive functions. 
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pediatric  nurse  associate 

The  pediatric  nurse  associate  pro- 
grams will  enable  nurses  to  expand 
their  knowledge  and  skills  so  they 
may  become  an  integral  part  of  the 
delivery  of  health  care.  Their  role 
probably  would  be  more  in  the  area 
of  ambulatory  child  health  care. 
There  must  be  the  united  effort  of 
the  physician  and  the  nurse,  so  that 
he  can  recognize  that  she  has  more 
abilities  and  responsibilities,  and  she 
must  be  willing  to  accept  these 
responsibilities.  The  responsibilities 
of  a pediatric  nurse  associate  would 
be  as  follows:^ 

1.  Secure  health  history. 

2.  Perform  comprehensive  pedi- 
atric appraisal,  including  physical 
assessment  and  developmental  evalu- 
ation on  children  from  birth  through 
adolescence. 

3.  Record  findings  of  physical 
and  developmental  assessment  in  a 
systematic  and  accurate  form. 

4.  Advise  and  counsel  parents 
concerning  problems  relative  to 
child  rearing,  growth  and  develop- 
ment. 

5.  Advise  and  counsel  youth  con- 
cerning mental  and  physical  health. 

6.  Provide  parents  and  other  fam- 
ily members  with  the  opportunity 
to  increase  their  knowledge  and 
skills  necessary  for  maintenance  or 
improvement  of  their  health. 

7.  Cooperate  with  other  profes- 
sionals and  agencies  involved  in  pro- 
viding services  to  a child  or  his 
family,  and  coordinate  the  health 
care  given. 

8.  Identify  resources  available 
within  a community  to  help  chil- 
dren and  their  families  and  guide 
parents  in  their  use. 

9.  Identify  and  help  in  the  man- 
agement of  technical,  economic, 
and  social  influences  affecting  child 
health. 

10.  Plan  and  implement  routine 
immunizations. 

1 1.  Prescribe  selective  medications 
according  to  standing  orders. 

12.  Assess  and  manage  common 
illnesses  and  accidents  of  children. 

13.  Work  in  collaboration  with 
physicians  and  other  members  of 


the  health  team  in  planning  to  meet 
health  needs  of  pediatric  patients. 

14.  Engage  in  role  re-definition 
with  other  members  of  the  health 
team. 

15.  Delegate  appropriate  health 
care  tasks  to  non-professional  per- 
sonnel. 

To  meet  her  responsibilities,  the 
pediatric  nurse  practitioner  must  be 
knowledgeable  enough  to  assume 
the  care  and  work  of  the  following: 

1.  Secure  a child’s  health  and 
developmental  history  from  his  par- 
ent and  record  findings  in  a system- 
atic, accurate,  and  succinct  form. 

2.  Be  able  to  evaluate  a health 
history  critically. 

3.  Perform  a basic,  pediatric  phy- 
sical assessment  using  techniques  of 
observation,  inspection,  ausculta- 
tion, palpation  and  percussion,  and 
make  use  of  such  instruments  as  the 
otoscope  and  stethoscope. 

4.  Discriminate  between  normal 
and  abnormal  findings  on  the  screen- 
ing physical  assessment  and  know 
when  to  refer  the  child  to  the  phy- 
sician for  evaluation  or  supervision. 

5.  Discriminate  between  normal 
variations  of  child  development  and 
abnormal  deviations  by  utilizing 
specific,  developmental  screening 
tests  and  refer  children  with  abnor- 
mal findings  to  the  pediatrician. 

6.  Provide  anticipatory  guidance 
to  parents  concerning  the  problems 
of  child  rearing;  such  as  feeding, 
developmental  crisis,  common  ill- 
nesses, and  accidents. 

7.  Recognize  and  manage  speci- 
fic, minor  common  childhood  con- 
ditions, (or  modify  a pre-determined 
immunization  plan). 

8.  Identify  community  health  re- 
sources and  guide  parents  in  their 
use. 

9.  Make  home  visits  in  view  of 
presenting  health  problems. 

10.  Make  decisions  arrived  at  per- 
spectively  and  collaboratively  with 
the  physician,  in  addition  to  deci- 
sions involving  a level  of  traditional 
nursing  judgments.  Trust  and  a 
close  state  of  interdependence  are 
essential  for  this  collaborative  deci- 
sion making. 


The  joint  committee  of  the  AAP 
and  the  ANA  have  set  up  the  guide- 
lines for  instruction  programs  to 
impart  the  required  knowledge.  The 
instruction  period  should  be  a mini- 
mum of  four  months.  The  course 
should  include  a combination  of 
classroom  work,  clinical  practice, 
and  work  experience  composed  of 
approximately  four  hours  of  class 
and  8-12  hours  of  supervised  clinical 
practice  each  week  with  the  remain- 
der devoted  to  on-the-job  work 
operation.  These  programs  must  be 
continually  re-evaluated  for  the  ef- 
fectiveness and  adequacy  of  the  care 
rendered.  Special  licensing  or  credit- 
ing of  programs  for  certification  of 
individuals  who  complete  the  pro- 
grams must  be  developed. 

medical  assistant  in  pediatrics 

The  medical  assistant  in  pediat- 
rics may  be  developed  from  several 
sources.  One  source  is  that  recom- 
mended by  the  Committee  on  Man- 
power of  the  AAP,  involving  a per- 
son with  two  years  junior  college 
training  with  special  training  in  pedi- 
atric office  ambulatory  care. 

Another  way  to  train  a medical 
assistant  in  pediatrics  would  be 
to  employ  a registered  nurse  in  a 
physician’s  office  where  he  could 
give  her  special  training  in  tech- 
niques that  would  be  helpful  in  his 
practice.  This  has  been  done  in  my 
office  for  several  years.  I have 
trained  girls  for  special  jobs,  such 
as  evaluating  problems  over  the  tele- 
phone, evaluating  health  supervision 
and  guidance  of  newborns  and  chil- 
dren in  the  first  years  of  life,  coun- 
seling patients  who  have  problems 
with  obesity  and  allergy,  applying 
casts,  removing  sutures  and  many 
other  functions  to  help  deliver  care, 
different  from  those  in  the  tradi- 
tional role.  This  training  has  been 
accomplished  by  lectures  one  or  two 
hours  a week.  The  use  of  standard 
procedures  for  common  problems 
and  written  directions  for  the  nurse 
assistant  are  helpful.  The  nurse 
should  have  a cardex  of  usable 
medications.  She  does  need  more 
special  training  to  do  Denver  Devel- 
opmental Examinations.  My  con- 
cept has  been  to  increase  the  re- 
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sponsibilities  of  nurses  but  not  to 
have  them  do  extensive  physical 
examinations  using  the  otoscope 
and  ophthalmoscope. 

Several  programs  are  training 
medical  assistants  in  pediatrics  to 
perform  physical  examinations  of 
varying  degrees  of  complexity.  We 
should  remember  our  courses  in 
physical  diagnosis  and  how  many 
years  and  repeated  exposures  to 
abnormal  findings  were  required 
to  promote  accuracy  in  diagnosis. 
Short  courses  in  physical  diagnosis 
must  be  carefully  evaluated  and 
responsibilities  must  be  commen- 
surate with  the  knowledge  of  the 
examiner. 

pediatric  aide 

The  pediatric  aide  may  be  a 
licensed  practical  nurse  or  just  some- 
one trained  in  an  office  to  do  many 
of  the  duties  that  should  be  per- 
formed by  personnel  other  than  the 
physician.  Duties  for  this  aide  are 
initiating  the  history  and  physical, 
recording  the  data  needed  for  setting 
up  records,  weighing  and  measuring 
children,  helping  put  on  casts,  help- 
ing the  nurse  practitioner  or  physi- 
cian in  many  medical  procedures. 
These  girls  are  specially  trained  but 
should  not  take  major  amounts  of 
responsibility.  They  also  can  be 
trained  specifically  in  such  things  as 
taking  x-rays,  helping  with  lab  work, 
without  fulfilling  the  full  require- 
ments of  assistants  or  associates. 

When  we  first  started  using  as- 
sistants it  was  evident  there  were 
no  standards  for  training.  A review 
of  the  early  programs  reveals  that 
the  requirements  ranged  all  the  way 
from  those  with  six  weeks  of  extra 
training  to  those  who  had  three  to 
four  years  of  training.  The  require- 
ments for  entering  medical  assistant 
courses  ranged  from  those  who  did 
not  need  to  complete  a high  school 
education  to  those  who  were  trained, 
graduate,  baccalaureate  nurses.  Part 
of  this  confusion  has  been  that  no 
one  has  adequately  defined  the  jobs 
that  they  were  training  these  people 
to  do.  Therefore,  they  used  differ- 
ent requirements  for  different  jobs, 
but  grouped  them  under  one  head- 


ing as  assistants.  We  should  remem- 
ber that  those  who  must  assume  the 
most  responsibility,  such  as  doing 
physical  examinations  and  ordering 
medicines,  should  be  those  who  are 
the  most  trained.  In  this  regard, 
there  is  still  a very  wide  variance,  as 
some  MEDEX  personnel  have  not 
had  more  than  a high  school  train- 
ing where  most  programs  using  a 
practitioner  would  require  a trained, 
registered  nurse.  Because  this  con- 
fusion in  the  training  still  exists,  it 
is  pertinent  that  the  person  under 
whom  an  assistant  is  working  must 
be  responsible  for  the  actions  of 
that  assistant. 

Some  means  of  recognition  of 
personnel  who  have  had  increased 
training  must  be  developed.  The  ma- 
jor considerations  have  been  wheth- 
er they  should  receive  a certificate 
of  training  or  be  licensed.  It  has 
been  the  opinion  of  most  of  those 
involved  that  to  license  such  a per- 
son would  then  give  them  freedom 
to  go  ahead  on  their  own  without 
adequate  supervision.  Practically 
all  programs  for  training  of  nurse 
assistants  or  practitioners  state  that 
these  should  be  assistants  to  the 
physician  and  they  should  work 
under  the  supervision  of  a physician. 
Therefore,  it  is  accepted  that  they 
should  receive  certification  for  train- 
ing, but  not  licenses  to  practice. 

Establishing  laws  to  permit  medi- 
cal assistants  to  deliver  health  care 
has  also  been  a problem.  Medicine 
has  maintained  some  degree  of 
control  over  the  quality  of  services 
through  licensing  agencies.  Those 
who  do  practice  must  be  licensed  in 
every  state.  In  order  that  assistants 
might  function,  Colorado^  has  de- 
veloped a licensing  act  so  that  they 
have  certificates  of  education,  but 
they  must  perform  under  the  super- 
vision of  a physician.  They,  in  their 
laws,  have  specified  exactly  what 
services  an  assistant  may  perform. 
Other  states  such  as  Washington 
and  Oregon**  have  laws  that  leave 
it  up  to  the  Board  of  Medical  Exam- 
iners to  specify  exactly  what  duties 
a physician’s  assistant  is  allowed  to 
perform.  This  then  leaves  the  regu- 
lation of  their  activities  to  the  inter- 
est and  knowledge  of  the  Board  of 


Medical  Examiners.  All  states,  as  far 
as  I know,  have  required  that  an  as- 
sistant work  under  the  supervision 
of  a physician,  and  that  the  physi- 
cian must  be  responsible  for  his 
actions.  There  is  still  a wide  disa- 
greement when  one  must  define  the 
exact  amount  of  supervision  by  the 
physician.  Must  the  physician  be 
present  in  person?  Or  can  he  be 
present  by  telephone  or  by  radio, 
at  times  many  miles  from  the 
practitioner? 

This  then  leads  us  to  the  next 
problem  as  to  who  is  responsible 
for  a nurse’s  actions  and  who  is 
covering  her  for  malpractice.  As  yet, 
no  precedent  has  been  established 
by  the  courts.  This  problem  is  under 
consideration,  but  in  the  meantime 
the  physician  must  be  responsible 
for  the  actions  of  the  associate.  The 
pediatric  nurse  associate  is  a regis- 
tered nurse  practicing  in  an  ex- 
panded nursing  role.  Nursing  prac- 
tice acts  in  most  states  cover  her 
functions  adequately.  The  physician 
retains  full  responsibility  for  total 
patient  care,  and  because  he  has  del- 
egated responsibilities  to  the  nurse 
he  is  responsible  for  her  actions. 

There  are  uses  of  assistants  in 
other  fields  of  medicine  that  should 
be  considered.  This  is  not  a com- 
plete list  as  there  are  many  other 
possibilities  for  the  use  of  assistants. 
Henry  Silvers,  of  Colorado,  has  pro- 
posed a pediatric  school  nurse  asso- 
ciate.*^ This  would  be  a nurse  spe- 
cially trained  in  health  matters  that 
are  pertinent  in  a school  setting. 
Every  school  should  have  a nurse  to 
take  care  of  the  health  problems  of 
the  children  in  that  school.  The 
exact  extent  of  her  role  arouses 
much  concern.  Some  people  would 
say  that  she  has  the  best  opportun- 
ity to  control  completely  all  the 
health  aspects  of  a child  from  ages 
4-18.  Therefore,  she  should  take 
care  of  all  health  requirements;  ex- 
aminations, treatment  of  illnesses, 
guidance  counselling,  etc.  Others 
feel  that  this  is  the  concern  of  the 
parents  and  their  family  physician. 
The  nurse  should  be  there  primarily 
to  assist  the  family  care  and  to  help 
the  school  meet  its  responsibilities 
in  school  health.  Since  a school 
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nurse  would  work  only  during  day- 
light hours,  and  probably  only  five 
days  a week,  her  involvement  in  all 
aspects  of  child  health  would  frag- 
ment care  and  disrupt  family  unity. 
Furthermore,  someone  more  know- 
ledgeable in  health  matters  and 
health  education  should  be  in  the 
school  setting.  The  exact  role  of  this 
assistant  has  not  been  completely 
developed. 

For  comparison  with  function  of 
a pediatrician’s  assistant,  I should 
like  to  mention  remarks  published 
by  Vasquez,  a Navy  medical  officer. 
Dr.  Vasquez  describes  three  grades 
of  assistants  used  in  the  Navy  pro- 
gram.* The  Type  A assistant  is  cap- 
able of  approaching  the  patient,  col- 
lecting historical  and  physical  data, 
organizing  the  data,  and  presenting 
them  in  such  a way  that  the  physi- 
cian can  visualize  the  medical  prob- 
lem and  determine  appropriate  di- 
agnostic or  therapeutic  steps.  He  is 
also  capable  of  assisting  the  physi- 
cian by  performing  the  diagnostic 
and  therapeutic  procedures  and  co- 
ordinating the  roles  of  the  more 
technical  assistants.  He  functions 
under  the  general  supervision  and 
responsibility  of  a physician,  but 
under  special  circumstances  and, 
under  specially  defined  rules,  may 
perform  without  the  physician’s 
immediate  surveillance. 

A Type  B assistant,  although  not 
equipped  with  general  knowledge 
and  skills  relative  to  the  whole  range 
of  medical  care,  possesses  exception- 
al skill  in  a clinical  specialty,  or  skill 
in  most  procedures  commonly  re- 
quired within  a specialty.  He  is  not 
as  qualified  for  independent  action. 

A Type  C assistant  is  capable  of 
performing  a variety  of  tasks  over 
the  whole  range  of  medical  care, 
under  a physician’s  supervision.  He 
does  not  have  the  level  of  medical 
knowledge  necessary  to  integrate 
and  interpret  findings  and,  there- 
fore, is  not  capable  of  exercising  a 
great  degree  of  independence.  Vas- 
quez also  comments  that  as  of  the 
publishing  of  his  article  there  were 
42  programs  for  training  of  physi- 
cian assistants,  but  only  10  were 
operational.  He  found  that  the  peri- 
od of  training  varied  from  14  weeks 


to  five  years.  Generally,  those  re- 
quiring the  shortest  period  of  train- 
ing had  the  most  stringent  entrance 
requirements.  Programs  with  the 
longest  period  of  training  had  to 
start  at  the  lowest  level  and  train 
corpsmen  through  many  of  the  basic 
health  skills.  All  programs  require  a 
high  school  graduation.  Practically 
all  the  one  or  two  year  programs 
require  or  recommend  previous  ex- 
perience in  health  fields. 

Another  report  has  just  been 
published  on  the  use  of  an  assistant 
in  an  obstetric-gynecology  office, 
especially  one  for  planned  parent- 
hood.*^ It  compares  the  pelvic 
examination  done  by  the  nurse  with 
that  by  the  physician.  The  nurses 
inserted  intrauterine  devices  and 
greatly  facilitated  delivery  of  health 
care. 

Another  example  of  the  use  of  a 
nurse  assistant  is  in  our  own  State 
of  Washington,  in  Darrington,  where 
two  nurses  have  taken  over  medical 
care  in  the  community.  There  have 
been  no  physicians  in  that  commun- 
ity for  some  time.  Two  nurses  have 
set  up  an  office  and  are  the  first  line 
of  entry'  into  the  health  care  system 
for  that  city.  The  patients  are  most 
appreciative  of  their  services,  and 
the  nurses  are  referring  on  to  physi- 
cians those  patients  needing  more 
care.  In  working  under  supervision 
of  a physician  in  Arlington,  they 
can  render  a great  deal  of  help  to 
this  community. 

A similar  arrangement  has  ap- 
peared in  Maryland,  where  a nurse 
has  set  out  her  shingle  and  entered 
practice.  She  has  announced  that 
she  is  a nurse  practitioner.  She  helps 
people  with  counseling.  She  helps 
people  learn  how  to  care  for  them- 
selves when  ill.  She  works  in  coop- 
eration with  physicians.  She  does 
not  diagnose  or  make  examinations. 

In  Washington  there  is  wide  use 
of  Medex  as  a physician’s  assistants. 
Medex  have  proven  quite  capable, 
in  many  situations,  helping  physi- 
cians deliver  health  care.  1 have  not 
been  entirely  satisfied  when  work- 
ing with  the  Medex  training  in  my 
office.  The  problem  is  his  lack  of 
training  in  pediatric  care,  especially 
health  evaluations,  guidance,  coun- 


seling, and  small  child  care.  These 
men  have  been  trained  primarily  in 
adult  care  in  the  Armed  Forces,  and 
need  more  training  in  child  care. 

Another  problem  with  the  use  of 
physicians’  assistants  is  how  and 
under  what  mechanisms  they  should 
be  charging.  It  is  interesting  to  note 
that  Senator  Gaylord  Nelson,  Demo- 
crat from  Wisconsin,  has  recently 
introduced  a bill  that  would  extend 
Medicare  coverage  to  include  reim- 
bursement for  all  out-patient  serv- 
ices performed  by  physician-directed 
physicians’  assistants.^  This  bill  is 
supported  by  the  AMA.  It  seems 
essential  that  if  the  federal  govern- 
ment is  going  to  support  the  concept 
of  the  use  of  physicians’  assistants 
they  must  also  support  the  concept 
of  paying  for  the  services  rendered. 
Nurses  with  special  training  certainly 
should  receive  more  than  the  nurse 
without  such  training.  Guidelines 
for  these  problems  are  still  being 
developed.  In  some  states  a physi- 
cian who  uses  an  assistant  must 
have  a special  license  to  do  so.  This 
assures  that  a physician  using  an 
assistant  is  qualified  to  supervise  and 
educate  the  assistant.  It  is  also  the 
law  that  a physician  may  have  only 
one  and  in  some  states  two  assist- 
ants working  under  his  supervision. 
There  are  variations  on  exactly  how 
much  supervision  is  essential  — 
should  the  physician  be  physically 
present  when  the  assistant  is  work- 
ing, or  may  he  leave  and  contact  by 
telephone  or  radio?  In  the  last  situ- 
ation he  may  be  several  hundred 
miles  away. 

We  also  have  the  problem  of 
whether  we  are  going  to  flood  the 
market  with  partially  or  poorly 
trained  medical  providers.  It  is 
cheaper  and  requires  less  time  to 
train  an  assistant  than  a physician. 
We  could  train  so  many  assistants 
that  they  would  become  practition- 
ers. Working  without  much  super- 
vision they  would  lower  the  quality 
of  health  care.  This  is  going  to  cre- 
ate many  problems  that  must  be 
solved  in  the  future.  It  is  sad  to  see 
that  articles  are  already  being  pub- 
lished comparing  physical  examina- 
tions done  by  nurses  with  those 
done  by  pediatric  residents.  The 
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problems  are  so  complex  that  they 
do  not  warrant  comparison,  but 
Skinner  and  Kahn  actually  tried.® 
The  nurse  practitioners  saw  only 
14  percent  of  the  patients  in  a clinic, 
and  the  physician  saw  31  percent. 
They  discussed  reasons  she  didn’t 
see  more.  They  also  rationalized 
about  her  having  done  more  good 
because  she  spent  more  time. 

In  general,  nurse  assistants  or 
practitioners  are  better  accepted  in 
those  areas  where  there  is  no  health 
care.  Where  there  is  adequate  health 
care  and  good  physician-patient  re- 
lationships, they  are  not  as  well 
accepted.  They  must  be  accepted 
by  the  physician  as  well  as  by  the 
consumer. 

The  American  Academy  of  Pedi- 
atrics keeps  current  listings  of  all 
programs  that  are  approved  for 
training  of  pediatric  nurse  associates. 
They  also  keep  a listing  of  all  gradu- 
ates. The  AAP,  ANA,  and  AMA  are 
trying  to  continue  education  for 
these  people.  The  girls  also  must 


be  invited  to  our  medical  meetings 
and  to  our  ongoing  continuing  edu- 
cation programs,  so  that  they  may 
continue  their  education. 

conclusion 

I should  like  to  stress  the  follow- 
ing points:  I think  that  in  the  future 
we  will  have  a different  system  of 
health  care  involving  much  more  the 
use  of  ancillary  personnel.  There 
are  certainly  many  situations  where 
ancillary  personnel  can  be  used, 
that  would  improve  the  delivery  of 
health  care.  The  physician  would 
devote  his  time  to  those  situations 
requiring  his  training  and  not  for 
some  of  the  everyday  procedures  he 
is  now  performing.  With  this  type 
of  care,  he  will  be  able  to  deliver 
more  quality  health  care  to  more 
patients  at  a lower  cost.  The  institu- 
tion of  such  a system  will  necessitate 
many  changes  in  our  current  con- 
cepts and  thinking.  These  changes 
must  come  with  much  thought  and 


supervision.  Many  people  will  be 
involved  in  the  new  system  of  health 
care  including  the  medical  schools, 
training  programs,  community  col- 
leges, high  schools,  educators,  nurs- 
ing organizations,  nursing  programs, 
physicians,  practitioners,  and  the  re- 
gional or  government  health  plan- 
ners. The  training  and  education  of 
these  persons  will  be  the  responsi- 
bility of  those  in  the  educational 
system,  but  the  ultimate  responsibil- 
ity for  the  quality  of  health  care 
delivered  will  be  in  the  hands  of  the 
physician  who  is  utilizing  assistants. 
Whether  any  physician’s  assistant 
will  be  good  or  bad  will  depend 
jointly  on  his  training,  and  the  effort 
of  the  physician  under  whom  he  is 
working.  This,  therefore,  is  going  to 
mean  that  those  of  us  in  practice 
who  want  to  use  a physician’s  assist- 
ant must  be  responsible  for  the 
quality  of  care  delivered. 

1199  I I6th  Avenue  NE 
(98004) 


The  reference  list  submitted  by  the 
author  has  not  been  included  in  this 
publication  although  reference  figures 
have  been  retained  for  convenience  of 
readers.  Photocopies  of  the  list  will  be 
provided  on  request.  Address  requests  to 
Editor,  Northwest  Medicine,  500  Wall 
Street,  Seattle  98121. 


An  Addition  to  Education 

To  be  ill,  or  to  undergo  an  operation,  is  to  be  initiated  into  the  mystery  of  nursing,  and 
to  learn  the  comforts  and  discomforts  of  an  invalid’s  life;  the  unearthly  fragrance  of  tea  at 
daybreak,  the  disappointment  of  rice-pudding  when  you  thought  it  was  going  to  be  orange- 
jelly,  and  the  behaviour  of  each  constituent  part  of  the  bedclothes.  You  know,  hence- 
forth, how  many  hours  are  in  a sleepless  night;  and  what  unclean  fancies  will  not  let  us 
alone  when  we  are  ill;  and  how  illness  may  blunt  anxiety  and  fear,  so  that  the  patient  is 
dull,  but  not  unhappy  or  worried;  and  how  we  cling  to  life,  not  from  terror  of  death,  nor 
with  any  clear  desire  for  the  remainder  of  life,  but  by  nature,  not  by  logic.  In  brief,  you 
learn  from  your  own  case  many  facts  which  are  not  in  text-books  and  lectures:  and  your 
patients,  in  the  years  to  come,  will  say  that  they  prefer  you  to  the  other  doctor,  because 
you  seem  to  understand  exactly  how  they  feel.  I wish  you  therefore,  young  man,  early  in 
your  career,  a serious  illness,  or  an  operation,  or  both.  For  thus,  and  thus  alone,  may 
you  complete  your  medical  education,  and  crown  your  learning  with  the  pure  gold  of 
experience. 

STEPHEN  PAGET  1 1855-1926]  Confessio  Medici,  Ch.  7 
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Sepsis  and  Meningitis  in  the 


Newborn 


C.  GEORGE  RAY,  M.D.,  Seattle,  Washington 


Maternal  fever,  delayed  delivery  after  ruptured  membranes,  difficult  delivery  and  pre- 
maturity are  important  factors  that  increase  the  incidence  of  sepsis.  Prompt  diagnosis, 
careful  attention  to  metabolic  needs  and  meticulous  attention  to  antibiotic  selection  may 
reduce  the  loss  from  sepsis  and  meningitis.  Present  salvage  rate  is  only  20  percent. 


T 

-L  here  are  many  infectious  agents 
that  are  capable  of  producing  dis- 
ease in  the  newborn  infant,  with  a 
spectrum  ranging  from  the  trivial  to 
the  severe,  including  viruses,  that 
are  generally  not  responsive  to  di- 
rect therapeutic  measures.  Unfortu- 
nately, life  threatening,  potentially 
treatable,  bacterial  disease  represents 
a greater  proportion  of  the  infec- 
tions in  this  period  of  life  than  at 
any  other  time.  The  most  common 
of  these  are  sepsis  and  meningitis. 

Despite  our  presumed  advances 
in  the  understanding  and  treatment 
of  these  diseases,  we  have  been  un- 
able to  effect  any  measurable  change 
in  the  basic  mortalit}'  or  sequelae 
rates  over  the  past  twenty  years.  If 
meningitis  complicates  bacterial  sep- 
sis in  the  neonate,  the  average  mor- 
tality rates  are  estimated  as  being 
between  50  and  60  percent  and  it  is 
also  estimated  that  at  least  60  per- 
cent of  the  survivors  will  have  seri- 
ous, permanent,  neurological  seque- 
lae. This  means  there  is  less  than  a 
20  percent  chance  of  intact  sur\ival 
from  this  disease,  which  is  certainly 
a grim  statistic.  The  implication  is 
that,  despite  our  current  sophisti- 
cated antibiotics,  we  still  fail  to 
achieve  a reasonable  result.  It,  there- 
fore, seems  appropriate  to  examine 
the  possible  reasons  for  such  failure, 
and  to  attempt  to  suggest  means  by 
which  we  might  improve  the  intact- 
survival  rates. 

etio logic  agents 

Escherichia  coli  and  Beta  hemo- 
lytic streptococci,  group  B,  cur- 
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rently  account  for  more  than  80  per- 
cent of  the  serious  infections  in  the 
newborn,  but  other  agents  such  as 
listeria,  bacteroides,  proteus  species, 
and  staphylococci  can  also  be  signi- 
ficant. In  the  hospital  setting,  the 
“water  bugs”:  such  as  pseudomonas, 
serratia,  and  achromobacter  species, 
as  well  as  klebsiella  and  salmonella, 
may  assume  a highly  significant  role. 
The  “water  bugs”  are  particularly 
suspect  in  a setting  where  any  instru- 
mentation has  been  carried  out  in 
an  infant,  such  as  endotracheal  intu- 
bation or  tracheostomy.  The  exten- 
sive use  of  potent  antibiotics  in  a 
unit  for  newborn,  while  difficult  to 
av’oid  in  many  circumstances,  prob- 
ably serves  to  enhance  the  develop- 
ment and  spread  of  the  more  unu- 
sual and  resistant  bacterial  agents. 
This  problem  can  be  further  com- 
pounded by  the  presence  of  indwel- 
ling catheters  in  the  urinary  tract  or 
systemic  circulation,  also  imposing 
the  added  risk  of  secondary'  fungal 
invasion,  particularly  with  Candida 
species. 

delay  in  diagnosis 

The  neonate  is  unique  in  that 
clinical  signs  of  serious  disease  may 
be  exceedingly  subtle  in  the  early 
stages.  Therefore,  close  observation 
is  essential,  with  particular  attention 
to  such  signs  as  fever,  temperature 
instability  or,  in  the  premature  in- 
fant, hypothermia.  Other  useful 
signs  include  jaundice,  cyanosis, 
irritability  or  letharg}’,  poor  food 
intake,  respiratory  distress,  or  unex- 
plained acidosis. 

It  is  of  particular  importance  to 
recognize  that  the  single  feature 
most  commonly  associated  with 
neonatal  meningitis  is  a history  of 
obstetrical  abnormalities.  This  is 


found  in  over  half  of  the  infected 
infants,  and  includes  such  factors  as 
maternal  fever,  prolonged  ruptured 
membranes,  difficult  delivery,  and 
prematurity.  Thus,  infants  arriving 
under  such  circumstances  should  be 
under  particularly  close  surveillance 
for  possible  infection. 

While  screening  procedures  such 
as  examination  of  external  ear  canal 
or  gastric  aspirate  smears  for  the 
presence  of  pus  cells  may  be  of  some 
use  in  determining  the  infants  most 
likely  to  be  infected,  a positive  find- 
ing does  not  constitute  proof  of 
infection;  conversely,  negative  re- 
sults do  not  exclude  infection.  The 
most  appropriate  diagnostic  maneu- 
vers consist  of  adequate  blood  cul- 
ture, examination  and  culture  of 
the  cerebrospinal  fluid  (CSF),  and  a 
urine  culture.  If  there  is  a serious 
suspicion  of  infection,  it  appears  wise 
to  err  on  the  side  of  over-treatment 
and  commence  antibiotic  therapy 
immediately  after  the  cultures  have 
been  obtained.  In  general,  such 
therapy  consists  of  a combination 
of  ampicillin  with  an  aminoglycoside 
antibiotic,  such  as  kanamycin  or 
gentamicin,  in  full  recommended 
doses.  If  infection  is  proved,  then 
the  antibiotic  therapy  is  tailored  to 
the  known  sensitivities  of  the  organ- 
ism and  continued  for  at  least  ten 
days. 

One  caveat  should  be  noted  at 
this  point:  occasionally,  an  infant 

will  be  found  to  have  bacteremia 
but  no  evidence  of  meningitis  on 
initial  investigation.  We  have  found 
that  these  infants  often  go  on  to 
develop  purulent  meningitis  in  the 
face  of  what  appears  to  be  appropri- 
ate therapy.  Therefore,  such  infants 
need  to  be  observed  carefully  and 
repeated  lumbar  punctures  should 
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be  considered  within  24  to  48  hours 
after  the  initial  work-up. 

inadequate  or  inappropriate  anti- 
body therapy 

Meticulous  attention  to  the  cor- 
rect selection  of  antibiotic  as  well 
as  the  appropriate  dosage  and  mode 
of  administration  is  extremely  im- 
portant, particularly  if  meningitis 
is  present.  While  specific  dosage 
recommendations  vary  and  tend  to 
be  somewhat  arbitrary,  1 have  at- 
tempted to  summarize  some  guide- 
lines regarding  appropriate  dose  and 
administration  in  Table  1.  Included 
are  the  antibiotics  most  commonly 
used  in  the  initial  therapy  of  neo- 
natal meningitis.  In  general,  the 
penicillins  can  be  given  in  relatively 
high  doses  without  concern  of  tox- 
icity. However,  excessive  doses  of 
any  of  these  agents  may  provoke 
cerebral  irritation.  Furthermore,  it 
must  be  remembered  that  many  of 
the  parenteral  preparations  of  peni- 
cillin G are  in  the  form  of  a potassi- 
um salt,  which  can  have  dangerous 
cardiac  implications  if  infused  too 


rapidly.  Of  the  penicillins,  ampicil- 
lin  is  the  least  stable,  and  it  is  wise 
to  avoid  administration  of  this  drug 
by  continuous  intravenous  drip.  In 
general,  1 find  it  preferable  to  give 
any  of  the  penicillins  by  an  intermit- 
tant,slow,  intravenous  push  at  regu- 
lar intervals.  This  policy  generally 
circumvents  the  considerations  of 
relative  stability  in  various  solutions, 
and  compatibility  with  other  intra- 
venous additives. 

At  present,  with  the  exception 
of  pseudomonas,  the  majority  of 
etiologic  agents  involved  in  neonatal 
meningitis  and  sepsis  in  our  area  are 
susceptible  to  a combination  of  am- 
picillin  and  kanamycin.  Thus,  this 
combination  still  constimtes  the  usu- 
al choice  before  the  results  of  sensi- 
tivity testing  are  known.  If  pseudo- 
domonas  is  strongly  suspected,  a 
combination  of  carbenicillin  and  gen- 
tamicin is  currently  recommended. 

It  is  important  to  recognize  that 
the  gram  negative  infections  of  the 
central  nervous  system  are  frequent- 
ly slow  to  respond  to  antibiotic  ther- 
apy, even  if  the  appropriate  choice 


has  been  made.  It  is  not  unusual  to 
have  viable  organisms  in  the  cerebro- 
spinal fluid  for  as  long  as  eleven 
days  following  initiation  of  therapy. 
Therefore,  it  appears  imperative  that 
full  doses  should  he  given  by  the 
recommended  routes  and  for  a pro- 
longed period  of  time.  Neonatal 
gram  negative  meningitis  often  re- 
quires three  weeks  or  more  of  ther- 
apy with  close  monitoring  of  the 
clinical  status  and  the  CSF.  My  cur- 
rent criteria  for  discontinuation  of 
the  antibiotic  include  clinical  evi- 
dence of  a therapeutic  response  plus 
CSF  with  less  than  30  WBC/cu  mm, 
normal  glucose,  protein  less  than  60 
mg  per  100  ml  and  negative  culture 
and  gram  stain.  Even  if  these  rather 
rigid  criteria  are  followed,  the  risk 
of  relapse  is  still  significant.  There- 
fore, it  is  wise  to  continue  to 
observe  the  infant  closely  for  at 
least  one  week  following  termina- 
tion of  therapy. 

It  is  quite  clear  that  many  infants, 
particularly  those  with  gram  nega- 
tive meningitis,  do  not  do  well  even 
if  therapy  is  begun  aggressively  and 
early  in  the  course  of  their  disease. 
This  may  be  partly  related  to  the 
fact  that  antibiotics  such  as  kana- 
mycin and  gentamicin  may  achieve 
adequate  blood  levels,  but  cross  the 
blood-brain  barrier  in  a rather  unpre- 
dictable fashion.  We  have  found 
that  these  antibiotics  may  not  pro- 
duce adequate  CSF  levels  with  par- 
enteral therapy  alone.  It  therefore 
seems  appropriate  to  consider  a 
more  aggressive  approach,  in  spite  of 
the  fact  that  careful,  controlled 
studies  have  not  yet  been  reported. 
My  current  policy  is  to  recommend, 
if  a gram-negative  organism  has  been 
demonstrated  in  the  CSF,  that  intra- 
thecal therapy  be  initiated  in  addi- 
tion to  the  recommended  parenteral 
treatment  program.  I administer 
1 mg  of  kanamycin  or  gentamicin 
intrathecally  by  slow  barbotage  once 
daily  for  three  days,  then  on  alter- 
nate days  for  three  more  doses. 
While  the  benefits  of  such  treatment 
remain  unproven,  I have  been  en- 
couraged by  the  results  to  date,  and 
believe  that  any  such  effort  is  worth 
a trial  in  a disease  with  such  poor 
prognosis. 


TABLE  1 

Recommended  Antibiotic  Doses  for  Neonatal  Meningitis 

Interval  Between 


Drug 

Age  of  Infant* 

Total  Dose 
(per  Kg /day) 

Route** 

Doses 

Ampicillin 

0-4  days 

100  mg 

IV 

6-8  hours 

5-14  days 

200  mg 

IV 

6 hours 

>14  days 

300  mg 

IV 

4 hours 

Penicillin 

0-4  days 

100,000  units 

IV 

6-8  hours 

5-14  days 

200,000  units 

IV 

6 hours 

>14  days 

300,000  units 

IV 

4 hours 

Carbenicillin 

0-4  days 

350  mg 

IV 

8 hours 

5-14  days 

500  mg 

IV 

6 hours 

>14  days 

600  mg 

IV 

4 hours 

Kanamycin 

All  ages 

15  mg 

IM 

12  hours 

Gentamicin 

0-7  days 

5 mg 

IM 

12  hours 

>7  days 

7.5  mg 

IM 

8 hours 

* These  age-related  guidelines  are  somewhat  arbitrary;  maturity  of  the  infant 
should  also  be  used  to  judge  the  antibiotic  dosage.  For  example,  a small  premature 
infant  is  often  treated  adequately  with  the  lower  dosage  range  (0-4  days)  for  as 
long  as  two  weeks. 

**  IV  = Intravenous 
IM  = Intramuscular 


687 

Northwest  Medicine,  September  1972 


inattention  to  metabolic  needs 

It  must  be  remembered  that  in- 
fants with  meningitis  often  develop 
relative  hyponatremia,  primarily  on 
the  basis  of  excess  water  retention 
secondary  to  inappropriate  secretion 
of  antidiuretic  hormone.  Dilutional 
hyponatremia  may  have  deleterious 
effects,  including  cerebral  edema.  It 
is  appropriate  to  follow  the  serum 
sodium  quite  closely  and  to  consider 
restriction  of  free  water  allowances 
to  compensate  for  water  retention. 
On  the  other  hand,  this  considera- 
tion must  be  balanced  against  a real- 
ization that  saline  depletion  should 
not  go  uncorrected.  This  becomes 
a problem,  particularly  if  the  infant 
has  vomited  or  developed  diarrhea 
during  the  course  of  his  illness. 

Other  metabolic  aspects  include 
close  attention  to  the  control  of  aci- 
dosis, adequate  oxygenation,  and 
caloric  supply  for  the  sick  infant. 
With  regard  to  the  latter,  it  is  wise 
to  provide  as  many  calories  as  pos- 
sible throughout  the  course  of  the 
illness. 

other,  possibly  important  factors 

Disseminated,  intravascular  coag- 
ulation is  now  recognized  as  a com- 
mon occurrence  in  septic  newborns, 
particularly  those  with  gram  nega- 
tive infections.  Heparinization  has 
been  suggested  to  correct  this  defect; 
however,  the  role  of  heparin  in  this 
situation,  particularly  in  the  new- 
born, remains  a debatable  issue.  It 
is  my  general  policy  not  to  consider 
heparinization  unless  there  are  ob- 
jective clinical  signs  suggesting  intra- 
vascular coagulation,  such  as  ecchy- 
moses  and  excessive  bleeding  from 
puncture  sites.  Further,  I do  not 
undertake  such  therapy  unless  there 
are  some  objective  laboratory  data 
to  support  this  diagnosis  in  this 
group. 

Acute  inflammatory  cerebral  ede- 
ma, not  related  to  water  excess,  is 
also  common,  particularly  in  the 
early  acute  states  of  meningitis. 
Osmotic  agents  such  as  mannitol 
have  been  suggested  for  use  in  con- 
trol, but  again  the  over-all  benefits 
of  such  therapy  remain  uncertain. 
Unlike  the  older  infant  or  child  with 


Chemical  Nomenclature 

Generic  Trade 

ampicillin  . Amcill 

Omnipen 
Penbritin 
Principen 
and  others 

disodium  carbenicillin  Geopen 
Pyopen 

gentamicin  Garamycin 

kanamycin  Kantrex 

a more  rigid  cranial  vault,  the  neo- 
nate is  able  to  expand  the  skull  to 
compensate  for  much  of  the  cerebral 
edema  that  may  result.  I do  not 
generally  recommend  mannitol  un- 
less there  is  objective  evidence  that 
the  cerebral  edema  itself  is  becom- 
ing life  threatening. 

Recent  studies  have  suggested 
that  a significant  factor  in  neonatal 
susceptibility  to  gram  negative  infec- 
tions may  be  lack  of  serum  opsonins. 
Years  ago,  measures  such  as  fresh 
adult  blood  transfusions  were  sug- 
gested for  life-threatening  gram  neg- 
ative infections  in  newborns.  While 
there  is  some  enthusiasm  by  some 
investigators  regarding  use  of  fresh 
blood  or  plasma  as  an  adjunct  to 
therapy  of  gram  negative  infections 
of  the  newborn,  there  are,  unfortu- 
nately, no  reports  of  controlled  clin- 
ical trials  demonstrating  the  benefit 
of  such  therapy. 

lack  of  careful  follow-up 

It  must  be  accepted  that  neuro- 
logical damage  may  occur  despite 
the  best  available  management.  It 
is  nevertheless  important  to  follow 
the  infant  carefully  throughout  the 


acute  period  and  thereafter  in  an 
effort  to  detect  complications  that 
may  progress,  eausing  further,  un- 
necessary damage.  Serial  measure- 
ments of  head  circumference,  assess- 
ment of  the  fontanelles,  general 
response  of  the  infant,  and  repeated 
transillumination  are  all  important 
parameters  to  follow  throughout  the 
course  of  the  illness  and  thereafter. 
These  maneuvers  will  aid  in  detect- 
ing significant  subdural  effusions  or 
abseesses,  smoldering  ventriculitis, 
and  early  hydrocephalus.  Prompt 
action  may  reverse  the  progress  of 
such  lesions. 

conclusion 

It  is  quite  clear  that  there  is  no 
guarantee  that  strict  attention  to  all 
of  the  above  details  is  going  to  pre- 
vent death  or  brain  damage  in  any 
individual  infant.  The  importance  of 
preventive  medicine  must  not  be 
under-estimated.  Control  of  this 
problem  by  use  of  vaccines  seems 
to  be  an  unattainable  goal  at  the 
present  time.  Careful  attention  to 
proper  prenatal  and  perinatal  obstet- 
ric management  is  a highly  impor- 
tant aspect  of  prevention  of  new- 
born infections.  Furthermore,  in 
our  highly  sophistieated  modern 
nurseries  and  delivery  rooms,  we 
must  not  forget  that  strict  observ- 
ance of  aseptic  techniques  has  not 
diminished  in  importance  as  our  lists 
of  chemotherapeutic  agents  and  anti- 
biotics have  increased.  Rather,  the 
potential  risk  of  hospital-acquired 
infections  is  as  great  or  greater  now 
than  ever  before. 

4800  Sandpoint  Way  NE 
(98105) 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


lap  Tablets 

ch  tablet  contains:  No.O  No.  1 No.  2 
enobarbital  8 mg.  15  mg.  30mg. 

ifnmg;  May  ba  habil  forming!  /?i' 

Iladonna  Extract  8 mg.  8 mg.  oitig. 

Dosage;  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
)lets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  habil  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  2^0 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  Mar  be  habil  form.ng) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med’  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
nation  or  flushing  and  dryness  of  the  skin  may 
ur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
h incipient  glaucoma  or  urinary  bladder  neck 
itruction  as  in  proetatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

HAAU 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


0^*7*  LCHMOlt 
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DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD-  phenformin  HCI 
Timed-Disintegration 
Capsules  of  SO  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensabfe;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia. 

IVarnings:  Use  during  pregnancy  is  to  be  jid^ 
Precautions:  1.  Starvation  Ketosis:  This  n'l  jj 
differentiated  from  “insulin  lack”  ketosis 
characterized  by  ketonuria  which,  in  spite' rdf 
tively  normal  blood  and  urine  sugar,  may  u)i 
from  excessive  phenformin  therapy,  excesje 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  |t». 
formin  dosage,  or  supply  carbohydrates  t(( 
alleviate  this  state.  Do  not  give  insulin  wit  jt 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recompd- 


Why  go  to  the  islets 

Let’s  say  you’ve  decided  that  diet  alone  won’t  Both  lower  blood  sugar.  But  here’s  why  DEtlL 

work  in  your  adult-onset,  nonketotic  diabetic.  which  is  not  a sulfonylurea,  ma}|e 

important  to  the  dieting  diabetr 

You're  considering  oral  therapy  for  a new 

patient.  DBI-TD  or  a sulfonylurea.  Which?  • Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  gliosi 

into  adipose  tissue. 

• Overweight  patients  frequently  have  norm 

or  high  levels  of  endogenous  in  Hu 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  frci 
the  pancreas. 

Usual  dosage;  one  50-mg.  capsif 
with  breakfast  may  be  effective, f'a 
second  capsule  may  be  given  wi. 
the  evening  meal. 


DBI-TD®  Geig; 

phenformin  HCI 

lowers  blood  sugar 
without  raising  blood  insulin 
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leresence  of  azotemia  or  in  any  clinical 
lin  that  predisposes  to  sustained  hypoten- 
Jt  could  lead  to  lactic  acidosis.  To 
.Ttiate  lactic  acidosis  from  ketoacidosis, 
o;  determinations  of  ketones  in  the  blood 
ne  should  be  made  in  diabetics  previously 
iil!d  on  phenformin,  or  phenformin  and 
ill  who  have  become  unstable.  If  electrolyte 
i|ice  is  suspected,  periodic  determinations 
llalso  be  made  of  electrolytes,  pH,  and  the 
llpyruvate  ratio.  The  drug  should  be  with- 
irind  insulin,  when  required,  and  other 
Mive  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Read  ions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  cqm^lele  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


500m  IOOOm 


Islets  of 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


OREGON  Medical  Association 


2164  5.  W!  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 
PRESIDENT 

Augustus  M.  Tanaka,  M.D.,  Ontario 


SECRETARY-  TREASURER 

Donald  F.  Kelly,  M.D.,  Portland 


Medical  Board  Licenses  97  Doctors 


At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held  on 
July  13,  14  and  15,  1972,  Raymond  M.  Reichle,  M.D., 
Secretary,  announced  that  the  following  doctors  are 
licensed  to  practice  medicine  in  Oregon: 

Eldon  Dean  Andersen,  M.D.;  John  Edward  Berland, 
M.D.;  Michael  Carl  Bidgood,  M.D.;  Jeremy  Cunning- 
ham Campbell,  M.D.;  Richard  Glenn  Chenoweth,  MD.; 
Marcelle  Chiasson,  M.D.;  Franklin  Dale  Curl,  M.D.; 
John  Albert  Currier,  M.D.;  David  Gary  Evans,  M.D.; 
James  Edwin  Fox,  M.D.;  Randall  Deaver  Gore,  M.D.; 
Jerold  Bruce  Graff,  M.D.;May-Ho  Hung,  M.D.;  William 
Kadner,  M.D.;  Emmet  Britton  Keeffe,  M.D.;  Kay  Alain 
Kenney,  M.D.;  Timothy  Guy  Lee,  M.D.;  James  William 
Linman,  M.D.;  John  Osmond  Lipkin,  M.D.;  Jon  Tony 
Madeira,  M.D.;  Ronald  Gale  Marcum,  M.D.;  John  Bar- 
ton McMullan,  Jr.,  M.D.;  Fredrick  William  Miller,  M.D., 
James  Douglas  Norris,  M.D.;  Joseph  Adrien  Parent,  Jr., 
M.D.;  Marvin  Rosen,  M.D.;  Roy  Martin  Rusch,  M.D.; 
Richard  Selden,  M.D.;  Arthur  Francis  Stoddard  Steele, 
Jr.,  M.D.;  David  Warren  Stein,  M.D.;  Ernest  Alfred 
Talley,  M.D.;  David  Prescott  Thompson,  M.D.;  Frank 
Robert  Walchak,  M.D.;  Donald  Eugene  Walker,  M.D.; 
and  David  Ray  Wood,  M.D.,  all  of  Portland. 

Edward  Donald  Arbow,  M.D.,  Anchorage,  Alaska; 
Robin  Scott  Ballantyne,  M.D.,  Grants  Pass;  Arthur 
Joseph  Barnett,  M.D.,  White  City;  Stanley  Arthur 
Barnett,  M.D.,  Medford;  Gladys  Marie  Beddoe,  M.D., 
Belleview,  Nebraska;  Blake  Dennis  Berven,  M.D.,  Kla- 
math Falls;  William  Alsop  Bours,  IV,  M.D.,  Camp 
Sherman;  Sandra  Marshall  Clark,  M.D.,  Stayton;  Alan 
Jay  Cohn,  M.D.,  Eugene;  Edward  Allen  Drum,  M.D., 
U.S.  Navy;  James  Edgar  Eaves,  M.D.,  Florence;  John 
David  Ehrhart,  III,  M.D.,  Los  Angeles,  California; 
Patricia  Louise  Eraker,  M.D.,  Wilsonville;  Lowell 
Edward  Euhus,  M.D.,  Enterprise;  Clyde  William  Far- 
son,  M.D.,  Camarillo,  California;  John  Vincent  Fer- 
nandez, M.D.,  Gloversville,  New  York;  Matthew  Kirk 
Gooding,  M.D.,  Lima,  Ohio;  George  Everett  Greenberg, 
M.D.,  Medford;  Charles  Edgar  Grissom,  M.D.,  Jackson, 
Mississippi;  Frank  Morris  Hansen,  M.D.,  U.S.  Army; 
Sidney  Charles  Henderson,  M.D.,  San  Francisco,  Cali- 
fornia; Howard  Shinjo  Henjyoji,  M.D.,  U.S.  Public 


Health  Service;  Frederick  Walter  Hornick,  M.D.,  Bea- 
verton; Gordon  Jackson  Jacobs,  M.D.,  The  Dalles; 
Paul  Orrin  Jacobs,  M.D.,  Los  Angeles,  California;  John 
Reginald  Jarrett,  M.D.,  Eugene;  Peter  Benville  Kelly, 
M.D.,  Salem;  Jerome  Louis  Krumpelman,  Jr.,  M.D., 
Lexington,  Kentucky;  Donald  Rudolph  Laub,  M.D., 
Stanford,  California;  Richard  Alvin  Loescher,  M.D., 
Eugene;  Del  Brown  Lutsenhizer,  M.D.,  Shawnee 
Mission,  Kansas;  Hugh  Ballard  McMahan,  M.D.,  U.S. 
Army;  Stanley  Lester  Mundall,  M.D.,  Los  Angeles, 
California;  John  Harlan  Newsom,  M.D.,  Newport; 
Richard  Ernest  Nieman,  M.D.,  Miami,  Florida;  Tim- 
othy Armstrong  Patrick,  M.D.,  Astoria;  Donal  Harry 
Pedersen,  M.D.,  Milwaukee,  Wisconsin;  Raymond  Le- 
Roy  Penniman,  M.D.,  Denver,  Colorado;  Paul  Penning- 
ton, M.D.,  Tualatin;  John  Mark  Pozar,  M.D.,  Salem; 
Lee  Allen  Raitz,  M.D.,  Martinez,  California;  Daniel 
Guy  Robinhold,  M.D.,  Eugene;  Charles  Ashley  Saffell, 
M.D.,  Oakridge;  Ted  Reece  Schroeder,  M.D.,  Bend; 
Jack  Benjamin  Shininger,  M.D.,  Birmingham,  Michigan; 
Kenneth  Martin  Singer,  M.D.,  Watertown,  Massachu- 
setts; Robert  William  Smith,  M.D.,  Bend;  Roy  Glen 
Swenson,  M.D.,  North  Branch,  Minnesota;  James  Pat- 
rick Switzer,  M.D.,  Concord,  California;  Thomas  Mar- 
tin Turek,  M.D.,  U.S.  Army;  Robert  Allen  Vajda,  M.D., 
Roseburg;  Robert  Earl  Van  Bruggen,  M.D.,  Los  Gatos, 
California;  David  Leo  von  Weiss,  M.D.,  Minneapolis, 
Minnesota;  Jerry  Gene  Warren,  M.D.,  Roseburg;  and 
Diana  Corrinn  Willis,  M.D.,  Tigard. 

Duane  Ray  Darnell,  D.O.,  Kansas  City,  Missouri; 
Harold  William  Jackson,  D.O.,  Tillamook;  George 
Martin  Larson,  D.O.,  Eugene;  Roger  James  Martindale, 
D.O.,  Tillamook;  Thomas  Galbraith  McCleary,  D.O., 
Milwaukie;  Mona  Janet  Motz,  D.O.,  Powers;  George 
John  Pramstaller,  III,  D.O.,  Birmingham,  Michigan. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  October  12,  13  and  14,  1972. 
The  filing  deadline  date  for  this  meeting  is  September 
12, 1972. 

The  next  State  Board  Written  Examination  will  be 
given  on  December  5,  6 and  7,  1972.  The  filing  dead- 
line date  for  the  examination  is  October  20,  1972. 
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Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  IS  present.  Caution:  Do  not  administer  to  chiJdren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  to C.B. FLEET  CO., INC., 

RO.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

C.B.FLEETCO.,INC. 

Lynchburg,  Va.  24505 


phanmiticals 


F70*72 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsun*  ^(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  1V2%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-y^ 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume, 


therapy 
that  only 


you  can 


give. 


Proven 


WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 
PRESIDENT 

Peter  T.  Brooks,  M.D.,  Walla  Walla 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


Clinic  Traveling  by  Earmobile  to  Reservations 
in  Montana  and  Wyoming 


James  A.  Donaldson,  chairman  of  the  Department 
of  Otolaryngology  at  the  University  of  Washington 
School  of  Medicine,  has  developed  a mobile  ear  care 
clinic  housed  in  a van  type  vehicle  and  manned  by 
paramedical  personnel.  It  is  now  in  operation  in 
Montana,  serving  needs  of  Blackfoot,  Crow  and  other 
Indian  groups  and  will  visit  reservations  in  Wyoming 
also.  The  vehicle  is  owned  and  the  program  is  sup- 
ported by  the  Indian  Health  Service.  Details  of  opera- 
tion of  the  program  are  under  direction  of  Jorgen 
Holmquist,  an  otolaryngologist  who  came  from 
Sweden  last  summer  for  the  purpose. 

Dr.  Donaldson  has  been  concerned  about  the  preva- 
lence of  middle  ear  disease  in  the  Indian  population 


The  earmobile  is  a compact  clinic  on  wheels,  with 
an  examining  room  to  the  rear  of  the  vehicle,  and  a 
testing  room  in  the  middle.  Next  is  a small  office,  just 
behind  the  driver’s  compartment.  A detachable  gen- 
erator may  be  seen  fastened  to  the  rear  of  the  van. 


and  finally  realized  that,  in  this  situation,  the  only 
answer  was  to  take  the  clinic  to  the  patient  rather  than 
the  patient  to  the  clinic.  Complete  otologic  diagnosis 
and  treatment  can  be  provided,  using  the  equipment 
in  the  vehicle.  External  power  is  required  but,  where 
electricity  is  not  available  from  power  lines,  it  can  be 
provided  by  a gasoline-powered  generator  carried  in  a 
separate  structure  that  can  be  attached  to  the  van  or 
dropped  at  a distance,  reducing  the  noise  level  that 
would  otherwise  interfere  with  hearing  tests. 

The  vehicle  was  built  by  the  Gerstenslager  Company 
of  Wooster,  Ohio.  Total  cost  of  the  vehicle  and  equip- 
ment was  approximately  $70,000. 

An  audiologist  makes  the  examinations  and  a 


Plenty  of  storage  space  is  on  all  sides  of  the  well- 
equipped  examining  room.  Posing  as  a patient  is  Miss 
Nancy  Mass.  Jorgen  Holmquist  is  demonstrating  the 
operating  microscope. 
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specially  trained  technician,  called  a Flexner,*  prac- 
tices ear  hygiene  and  keeps  the  equipment  in  running 
order. 

Currently  the  mobile  clinic  is  operating  out  of 
Browning,  Montana,  but  during  the  winter  will  head- 
quarter at  Billings. 

1.  Flexner  is  a designation  proposed  as  a generic  term  for 
a paraphysician  trained  in  a surgical  specialty.  This  is  part  of 


a proposed  nomenclature  system  that  includes  Nurse  Practi- 
tioner Generalist,  a nurse  who  functions  in  capacity  similar  to 
that  of  a Mede.x;  Osier,  trained  for  general  medical  assisting 
but  without  military  background;  Cruzer,  a paraphysician 
trained  in  a non-surgical  specialty;  Korman,  an  assistant  who 
can  handle  some  emergency  situations  but  having  less  training 
than  a Medex;  and  Pinel,  a paraphysician  who  assists  psychi- 
atrists. See  Smith,  R.  A.,  et  alii,  A strategy  for  health  man- 
power, JAMA  217:1362-1367,  September  6,  1971. 


Pediatric  Pulmonary  Disease 
Course  Planned 


Children’s  Orthopedic  Hospital  and  Medical  Center 
and  the  Department  of  Pediatrics,  Division  of  Con- 
tinuing Medical  Education  of  the  University  of 
Washington  School  of  Medicine,  will  present  a post- 
graduate course  in  pediatrie  pulmonary  disease  Octo- 
ber 26  and  27  at  the  hospital,  4800  Sand  Point  Way 
Northeast,  in  Seattle. 

Guest  faculty  members  will  be  Paul  A.  di  Sant’ 
Agnese,  Bethesda,  Maryland;  Rebecca  Buckley,  Dur- 
ham, North  Carolina;  and  Colby  Parks,  Anchorage, 
Alaska. 

Faculty  members  from  the  University  of  Washing- 
ton will  be  Errol  Alden,  Bruce  Beckwith,  John  L. 
Cahill,  Robert  N.  Frank,  W.  Alan  Hodson,  C.  George 
Ray,  Peter  M.  Winter,  and  David  E.  Woodrum. 

The  program  follows: 

Thursday,  October  26 
MORNING  SESSION 

8:30  Introduction  — David  E.  Woodrum,  M.D. 

8:45  Pathophysiology  of  Pulmonary  Disease  in  Children 
— W.  Alan  Hodson,  M.D. 

9:30  Air  Pollution  and  Its  Impact  on  Pediatric  Pulmonary 

Disease  — Robert  N.  Frank,  M.D. 

10:15  Intermission 

10:45  Oxygen  Toxicity  — Peter  M.  Winter,  M.D. 

11:30  Group  Discussion  with  Drs.  Hodson,  Frank,  Winter, 
and  Woodrum 

12:00  Lunch 

AFTERNOON  SESSION 

1:00  Immunologic  Defense  Mechanisms  Utilized  by  the 
Lung  — How  Do  They  Relate  to  Chronic  Lung 
Disease?  Rebecca  Buckley,  M.D. 

CAPRI  Conference 

After  participating  in  a three-day  conference  on 
heart  disease,  bronchitis  and  emphysema,  registrants 
quickly  adopted  a proposed  set  of  “positive  action 
assignments”  designed  to  spread  the  message  of  the 
conference  to  a wide  audience.  The  conference  was 
the  World  of  the  Heart  and  Lung,  sponsored  by  the 
University  of  Washington  School  of  Medicine  and  the 
Cardio-Pulmonary  Research  Institute  (CAPRI).  The 
meeting  was  in  Seattle,  July  17-19. 

The  assignments  constitute  a common  sense  ap- 


1:45  Cystic  Fibrosis  — Recent  Advances  Understanding 
of  the  Basic  Disease  — Paul  A.  Di  Sant’  Agnese,  M.D. 

2:15  Cystic  Fibrosis  — One  Pathologists  View  — Bruce 
Beckwith,  M.D. 

2:45  Intermission 

3:15  Cystic  Fibrosis  — Is  There  a Rational  Therapy?  — 
Paul  A.  di  Sant’  Agnese,  M.D. 

3:45  Group  Discussion  with  Drs.  Buckley,  Beckwith,  di 
Sant’  Agnese  and  Jack  Docter. 

Friday,  October  27 
MORNING  SESSION 

9:00  Croup  and  Epiglottitis  — Colby  Parks,  M.D. 

9:30  Lower  Respiratory  Tract  Infections  — C.  George 
Ray,  M.D. 

10:00  Advances  in  Childhood  Asthma  — Rebecca  Buckley, 
M.D. 

10:30  Intermission 

11:00  Diagnosis  and  Treatment  of  Acute  Ventilatory 
Failure  — Colby  Parks,  M.D. 

11:30  Group  Discussion  with  Drs.  Parks,  Buckley  and  Ray. 
12:00  Lunch 

AFTERNOON  SESSION 

1:00  Atelectasis  in  Infancy  and  Childhood  — W.  Alan 
Hodson,  M.D. 

1:30  Surgical  Approach  to  Chest  Disease  in  Children  — 
John  L.  Cahill,  M.D. 

2:00  Intermission 

2:30  Hyaline  Membrane  Disease  — David  E.  Woodrum, 
M.D. 

3:00  Other  Neonatal  Lung  Disease  — Errol  Alden,  M.D. 

3:30  Group  Discussion  with  Drs.  Hodson,  Cahill,  Wood- 

4:00  rum  and  Alden. 

Accepts  Assignments 

proach  to  a way  of  living  that  may  diminish  the  inci- 
dence of  coronary  heart  disease,  and  pulmonary  dis- 
abilities. The  conference  placed  emphasis  on  rehabili- 
tation of  those  who  have  had  infarctions  or  who  have 
been  incapacitated  by  ehronic  bronchitis  or  emphy- 
sema. It  is  not  surprising  that  the  assignments  include 
emphatic  warnings  about  smoking  and  the  need  for 
regular  exercise. 

continued  on  page  701 
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Upjohn 


The  Upjohn  Company 
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GREATER  NEUTRAUZING IMRACT 


NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  FAIN 
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STUART  PHARMACEUTICALS  | D.v.s.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Medi-scan  Q & A 


In  severe  infections 

when  nutritional  supplementation 


is  indicated 


Please  see  Complete  Prescribing  Information,  a q 
mary  of  which  follows: 


Beroccatabiets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

Riboflavin  

Pyridoxine  HCI 

Niacinamide  

Calcium  pantothenate 

Cyanocobalamin 

Folic  acid  

Ascorbic  acid 


IOC 

2C 

5 

0.5 

50C 


Indications:  Nutritional  supplementation  in  condit 
in  which  water-soluble  vitamins  are  required  pro 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernic 
anemia  or  other  primary  or  secondary  anemias,  f 
rologic  involvement  may  develop  or  progress,  des 
temporary  remission  of  anemia,  in  patients  with 
nicious  anemia  who  receive  more  than  0.1  mg  of 
acid  per  day  and  who  are  inadequately  treated 
vitamin  Bi,. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  dir 
need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


^£.  co/f  are  revealed  by  the  rounded  ends  of  the  bacteria  in  this  new 
scanning  electron  micrograph.  P.  aeruginosa  have  tapered  ends. 
Neither  distinction  can  be  seen  under  standard  microscopy. 
Photomicrography:  Courtesy  Harry  S.  Truman  Laboratory, 

Kansas  City,  Mo. 
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POSITIVE  ACTION  ASSIGNMENTS 


ASSIGNMENT  FOR  ALL  TEACHERS 

1.  Encourage  all  students  NOT  to  smoke  - YOU 
TOO! 

2.  Teach  the  basics  of  nutrition  and  encourage 
students  to  maintain  an  optimum  lean  body 
weight  by  caloric  restriction  — YOU  TOO! 

3.  Encourage  all  students  to  exercise  vigorously 
at  least  three  times  weekly  for  at  least  15 
minutes  each  time  — YOU  TOO! 

4.  Teach  anatomy  and  physiology  of  the  lungs, 
heart  and  blood  vessels  with  emphasis  on 
blood  pressure,  coronary  circulation,  coro- 
nary heart  disease,  gas  exchange  and  chronic 
obstructive  pulmonary  disease  (emphysema 
and  bronchitis). 

5.  Encourage  students  to  have  regular  medical 
check-ups  every  1-2  years  to  include  blood 
pressure  measurements,  blood  and  urine 
studies  and  examination  of  the  heart  and 
lungs  - YOU  TOO! 

ASSIGNMENT  FOR  ALL  STUDENTS 

1.  DO  NOT  SMOKE 

2.  Exercise  vigorously  at  least  three  times  week- 
ly for  at  least  1 5 minutes  each  time. 

3.  Maintain  an  optimum  lean  body  weight  by 
caloric  restriction. 

4.  Have  medical  check-ups  every  1-2  years  to 
include  blood  pressure  measurements,  blood 
and  urine  studies  and  examination  of  the 
heart  and  lungs. 

5.  Practice  good  hygiene. 

ASSIGNMENT  FOR  ALL  PARENTS  AND 

OTHER  ADULTS 

1.  DO  NOT  SMOKE  — Encourage  children  to 
do  the  same. 

2.  Maintain  an  optimum  lean  body  weight  by 
caloric  restriction  — encourage  children  to  do 
the  same. 

3.  Exercise  vigorously  at  least  3 times  weekly 
for  at  least  1 5 minutes  each  time  — encourage 
children  to  do  the  same. 


4.  If  you  have  high  blood  pressure,  high  fat  in 
your  blood,  emphysema  or  bronchitis  or  dia- 
betes, follow  your  doctor's  orders  exactly. 

5.  Reduce  tension  and  emotional  stress  by  re- 
laxing frequently  — seek  help  from  your  phy- 
sician if  necessary. 

ASSIGNMENT  FOR  ALL  PEDIATRICIANS 

AND  OBSTETRICIANS 

1.  Insist  that  parents  maintain  their  own  and 
their  children's  optimum  lean  body  weight 
by  caloric  restriction. 

2.  Investigate  and  vigorously  treat  all  cases  of 
hypertension. 

3.  Insist  that  parents  NOT  smoke  — thus  being 
a good  example  for  their  children. 

4.  Prescribe  low  cholesterol  diets  for  anyone 
with  a personal  or  familial  tendency  toward 
hypercholesterolemia. 

5.  YOU  are  NOT  to  smoke  — and  you  are  to 
maintain  an  optimum  lean  body  weight  by 
caloric  restriction. 

ASSIGNMENT  FOR  ALL  PHYSICIANS 

1.  Encourage  all  patients  to  maintain  an  opti- 
mum lean  body  weight  by  caloric  restriction 
and  NOT  to  smoke. 

2.  Vigorously  investigate  and  treat  all  cases  of 
hypertension. 

3.  Refer  selected  patients  with  coronary  heart 
disease  (post  myocardial  infarction,  angina, 
post-by-pass,  etc.)  and  chronic  obstructive 
pulmonary  disease  (emphysema  and  bronchi- 
tis) to  supervised  exercise  rehabilitation  pro- 
grams to  help  achieve  optimum  individual 
improvement. 

4.  Recommend  regular  vigorous  physical  exer- 
cise for  everyone  to  be  done  at  least  3 times 
weekly  for  a minimum  of  15  minutes  each 
time  — preferably  after  having  had  an  exer- 
cise stress  test  for  those  over  35  years  of  age. 

5.  Order  exercise  stress  tests  on  all  patients  sus- 
pected of  having  coronary  heart  disease. 


Surgeon  to  Speak  in  Tacoma 


The  first  of  a series  of  presentations  underwritten 
by  the  Edwin  C.  Yoder  Memorial  Fund,  in  coopera- 
tion with  St.  Joseph  Hospital,  Tacoma,  is  scheduled 
for  November  10. 

Speaker  will  be  Charles  G.  Rob,  Rochester,  New 


York,  well-known  vascular  surgeon.  Information  may 
be  obtained  from  James  Billingsley,  Director  of  Med- 
ical Services,  St.  Joseph  Hospital,  1812  South  I Street, 
Tacoma,  Washington  98405. 

Washington  news  continued  on  page  704 
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memory  of 
yesterday's 
pain... 

apprehension  over 

tomorrow's 

pain- 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheif 

For  the  patient  with  a terminal  illness,  PAIN  past,  present,  and  future  can  dominate 
his  thoughts  until  it  becomes  almost  an  obsession.  The  more  he  is  aware  of  the  pain 
he  is  now  experiencing,  the  more  difficult  it  is  to  erase  his  memory  of  yesterday’s 
pain,  and  to  allay  his  fearful  anticipation  of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an  analgesic  containing  caffeine  to  stimulate 
the  senses  and  heighten  pain  awareness.  A far  more  logical  choice  is  Phenaphen 
with  Codeine.  The  sensible  formula  provides  V4  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula  can  help  control  the  pain  more 
effectively.  Don't  you  agree.  Doctor,  that  psychic  distress  is  an  important  factor 
in  most  of  your  terminal  and  long-term  convalescent  patients? 


Phenaphen  with  Codeine  No.  2.  3,  or  4 contains:  Phenobarbital 
(%  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin 
(2'/2  gr  ),  162.0  mg.;  Phenacetin  (3  gr  ),  194.0  mg.;  Codeine 
phosphate,  'A  gr.  (No.  2),  'h  gr.  (No.  3)  or  1 gr.  (No.  4)  (warning; 
may  be  habit  forming). 


Indications:  Provides  relief  in  severe  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects: 
Side  effects  are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 

1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 
— 1 capsule  every  3 to  4 hours  as  needed.  For  further  details  see 
product  literature. 


Phenaphen  with  Codeine  is  now  classified  in  Schedule  III, 
VL  Controlled  Substances  Act  of  1970.  Available  on  written 
or  oral  prescription  and  may  be  refilled  5 times  within  6 
months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Va. 
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UNIVERSITY  News 

New  Chairman  for  UW  Department 
of  Psychiatry 


Carl  Eisdorfer  recently  became  professor  and  chair- 
man of  the  Department  of  Psychiatry  at  the  University 
of  Washington  School  of  Medicine. 

Dr.  Eisdorfer  is  from  Duke  University,  Durham, 
N.C.,  where  he  was  professor  of  psychiatrv’  and  pro- 
fessor and  head  of  the  Division  of  Medical  Psychology, 
Department  of  Psychiatry.  At  Duke  he  was  also  direc- 
tor of  the  Center  for  the  Study  of  Aging  and  Human 
Development,  his  special  area  of  interest.  In  addition. 


Hospitals  Receive 

Federal  grants  totaling  $332,550  have  been  award- 
ed to  three  Seattle  hospitals  to  fund  new  residency 
training  programs  in  family  medicine. 

The  grants,  awarded  under  the  Comprehensive 
Health  Manpower  Training  Act  of  1971,  were  made 
to  University  Hospital,  $108,000;  Doctors  Hospital, 
$143,550;  and  Group  Health  Hospital,  $81,000.  The 
awards  were  made  by  the  Division  of  Physician  and 
Health  Professions  Education  of  the  Bureau  of  Health 
Manpower  Education,  the  major  educational  compon- 
ent of  the  National  Institutes  of  Health. 

The  University  of  Washington  Department  of  Fam- 
ily Medicine  residency  program  is  based  at  University 


he  directed  the  Behavioral  Science  Program  and  third 
year  medical  studies. 

Dr.  Eisdorfer  received  his  B.A.,  M.A.  and  Ph.D. 
degrees  from  New  York  University.  He  received  his 
M.D.  degree  in  1964  from  Duke. 

John  L.  Hampson,  professor  of  psychiatry,  who 
has  been  acting  chairman  of  the  Department  since  the 
fall  of  1970,  will  resume  his  previous  position  as 
director  of  the  adult  outpatient  facilities. 


Federal  Grants 

Hospital  and  affiliated  with  Doctors  Hospital.  Under  i 
consideration  is  a proposal  to  extend  the  School  of 
Medicine’s  residency  affiliation  to  Group  Health 
Hospital. 

The  School  of  Medicine,  one  of  the  first  to  recog- 
nize the  need  for  training  physicians  in  this  field, 
established  the  Division  of  Family  Medicine  in  Sep- 
tember 1970.  The  division  was  given  departmental 
status  in  February  1971.  Forty  to  fifty  percent  of  the 
third-year  medical  students  have  chosen  the  family 
medicine  pathway  since  establishment  of  the  depart-  j 
ment,  according  to  Theodore  J.  Phillips,  chairman  of  | 
the  department. 


BOOK  REVIEW 

How  to  Live  Happily  with  Diabetes,  and  a sequel. 

How  to  Live  Happier  with  Diabetes 

By  Holcomb,  Blair,  Barkerbrook  Press,  1 5833  Northeast 
Rose  Parkway,  Portland,  Oregon  97230,  1972. 

Hezekiah  Perkins  didn’t  exist,  but  many  people 
who  read  the  first  edition  of  this  book  thought  he  did, 
and  wrote  or  phoned  Dr.  Holcomb  to  ask  about  him. 
I had  that  same  feeling  of  reality  when  reviewing  it, 
saying,  “I  suspect,  however,  that  Hezekiah  may  be 
more  real  than  any  single  person  could  be  because  he 
must  be  many  persons.  I’m  sure  they  have  all  been 
patients  of  Dr.  Holcomb  who  took  a little  from  each 
and  added  them  to  his  friend  around  whom  he  has 
woven  a simple  but  effective  story  of  the  patient  who 
has  diabetes.” 

The  original  volume  has  been  reissued  now,  in  paper 
cover  rather  than  hardback  and  it  has  been  augmented 
by  what  the  author  calls  a sequel.  It  is  a sequel  only 


in  the  sense  that  its  pages  follow  those  of  the  first 
edition.  It  is  really  an  amplification  of  the  work  of 
the  first  volume,  adding  discussions  of  some  aspects 
of  diabetes  not  covered  in  the  first. 

Eighteen  new  topics  are  carried  in  the  sequel, 
including  infectious,  giUigre)ie,  obesity,  use  of  tolbuta- 
mide, insulin  reactions,  neuritis,  brittle  diabetes  and 
timing  blood  sugars.  Added  also  is  a compact  list  of 
food  values  for  those  who  wish  to  follow  Hezekiah’s 
system  of  choosing  foods  for  their  value  rather  than 
for  their  exchange  equivalency.  The  two  books  in  one 
answer  many  questions  that  physicians  do  not  always 
have  time  to  answer.  Most  patients  who  happen  to 
hav'e  diabetes  will  enjoy  reading  these  well  told  stories 
and  they  will  know  a great  deal  more  about  their  own 
problems  after  spending  a few  pleasant  hours  with 
Hezekiah  and  Dr.  Holcomb. 

HERBERT  L.  HARTLEY,  M.D. 
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virs.  Socrates  and 
ler  husband  knew 
vhat  every  Doctor 
ihould  know 
ibout  wine 


anthippe,  the  wife  of  Socrates 
469-399  B.C.),  wore  the  pants  in  the 
iamily.  Long  before  pants  were  popular 
n girls.  She  was  famous  as  a shrew, 
ut,  between  scoldings,  must  have 
iiven  the  old  philospher  a bit  of  tender 
Oving  care,  and  as  much  nutrition  and 
!ood  wine  as  a poverty  budget  per- 
mitted, for  Socrates  survived  seventy 
(ears.  He  might  have  lived  much  longer, 
' ad  it  not  been  for  that  cup  of  hemlock, 
t government  request, 
j Of  wine  and  well-being,  Socrates 
laught  the  people  of  Athens: 

I "Wine  moistens  and  tempers  the 
pirits,  and  lulls  the  cares  of  the  mind 
0 rest . . .it  revives  our  joys,  and  is  oil 

0 the  dying  flame  of  life ...  If  we  drink 
emperately,  and  small  draughts  at  a 
ime,  the  wine  distills  upon  our  lungs 
I'ke  sweetest  morning  dew . . . It  is  then 
he  wine  commits  no  rape  upon  our 
Reason,  but  pleasantly  invites  us  to 
igreeable  mirtb." 

1 The  wisdom  of  Socrates  in  therapy 
not  only  influenced  a young  physician 
:ieighbor,  Hippocrates  by  name;  but 

' Iso  Socrates'  pupil  Plato;  who  passed 
t to  his  pupil  Aristotle;  who  taught 
t to  his  pupil  Alexander  the  Great,  who 
onquered  the  world,  spreading  the 
I'uphoric  influence  of  wine  to  India, 
phina,  and  the  Pillars  of  Hercules! 

And  that  gentle  wisdom  of  wine  for 
'he  well-being  of  patients,  wine  with 
ineals  for  better  nutrition,  has  come 
>lown  to  us  through  the  centuries, 
rerhaps  to  your  own  practice,  your 
)wn  hospital  and  patients. 


WINE  AND 
YOUR  PATIENTS' 
WELL-BEING 


Wine  is  good  — and  often  good  in 
therapy  and  patient  care.  For  more  than 
5,000  years,  wine  has  been  a faithful,  gentle 
aid  to  the  wise  physician  and  nurse  as  tran- 
quilizer, appetizer,  mealtime  companion, 

I food  and  source  of  vitamins;  inducer  of 
i serenity;  persuader  to  needed  sleep;  and 
supporter  of  morale  for  patients.  Hence  the 
' increasing  use  of  wine  in  hospital  dietaries 
! throughout  the  United  States  today. 


Their  young  neighbor, 
Hippocrates,  Father  of  Medicine, 
c.  460-377  B.C. 


- Vf  Socrates 

Sculptor,  Philosopher,  Teacher 


To  that  wisdom  have  been  added 
the  findings  of  three  decades  of  world- 
wide scientific  research  on  wine  in 
therapy.  May  we  share  them  with  you? 

FREE  WINE  INFORMATION 

First,  for  your  own  personal  enjoy- 
ment, and  to  know  wine's  attributes 
better,  we  suggest  our  free  Wine  Study 
Course,  by  use  of  the  coupon  below. 
Nearly  a million  Americans  have  en- 
rolled. We  will  send  the  fact-filled 
50-page  booklet.  The  Story  of  Wine, 
and  an  easy,  interesting  Wine  Quiz; 
you  teach  and  quiz  yourself;  we  correct 
your  answers  — and  if  you  pass  (we're 
confident  you  will),  you  are  winewise. 


and  get  a handsome  Diploma  to  put 
on  the  wall  to  prove  it. 

If  you  do  not  already  have  it,  you  will 
want,  without  charge,  the  informative 
160-page  book  by  a practicing  internist: 
Dr.  Salvatore  P.  Lucia's  Wine  and  Your 
Well-Being. 

To  document  research  findings  we 
offer  the  64-page  Uses  of  Wine  in 
Medical  Practice,  with  indications, 
contraindications,  and  a chapter  on 
wine  in  hospitals  and  nursing  homes. 

If  you  check  it  off  below,  we'll  send 
along  How  to  Cook  with  California 
Wines,  with  its  "81  delicious  secrets 
of  wine  cookery  — all  easy!"  to  make 
anyone  a sweet-tempered  Xanthippe 
or  Socrates  of  the  skillet. 


TO  DOCTOR,  NURSE,  Assistant,  Administrator,  Dietician,  or  other  members  of 
the  medical  professions:  We  offer  all  these  reading  materials  free,  but  to  help  us 
reduce  our  heavy  handling  costs,  would  you  check  off  those  items  you  actually 
want?  Thank  you.  Please  print  full  name,  title  as  member  of  your  profession, 
address,  and  zip,  and  mail  to: 

WINE  ADVISORY  BOARD,  DEPT.  L -16,  717  MARKET  ST.,  SAN  FRANCISCO,  CA  94103 

EZl  Kindly  enroll  me,  without  cost  or  obligation,  in  the  famous  WINE  STUDY  COURSE,  including 
booklet  THE  STORY  OF  WINE,  WINE  QUIZ,  and  DIPLOMA. 

I I Send  me  the  160-page  paperback  book,  WINE  AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia, 
M.  D.  Free. 

I I Send  me,  without  charge,  your  64-pp.  USES  OF  WINE  IN  MEDICAL  PRACTICE. 

I I Send  me  the  free  booklet,  HOW  TO  COOK  WITH  CALIFORNIA  WINES. 

NAME TITLE 

(please  print  carefully) 

ADDRESS CITY 

STATE ZIP 

Please  "X"  only  those  items  actually  wanted. 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2'mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lO^mg  tablets  Bften  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


\^lmill  (diazepam) 


Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/ or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Rochf|c 

Nutley,  N.J.  07110 


WASHINGTON/ ALASKA  REGIONAL  MEDICAL  PROGRAM 
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HIGHLIGHTS 

• Seminars  help  healers 
face  death  and  dying 

• Conference  explores 
modern  methods  in 
medical  communications 

• W/ARMP  tests  own  system 
in  nine  other  regions 
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VE  STATES  PLAN 
|V  CANCER  COUNCIL 

|mP  directors  from  five  Northwest 
tjes  met  in  Seattle,  August  10,  to 
Tuss  organization  and  structure  of 
1 proposed  Regional  Cancer  Coun- 

ess  B.  Spielholz,  M.D.,  has  been 

tointed  to  coordinate  planning  for 
Council,  formation  of  which  was 
sommended  by  the  W/ARMP  Can- 
^ Subcommittee  when  the  Fred 

fchinson  Cancer  Research  Center 
posal  was  approved, 
he  Council  will  coordinate  cancer 
vities  in  Idaho,  Oregon,  Montana, 
|shington  and  Alaska  and  identify 
as  where  joint  participation  would 
Idesirable  in  planning,  developing 
I supporting  cancer  prevention  and 
itment  programs  and  research. 


1AT  FOODS  BUILD  STRONG 
SOLES?”  With  the  aid  of  the  RMP- 
eloped  Basic  Good  Food  Chart, 
Vizcaya  conducted  nutrition  les- 
s for  children  of  migrant  workers 
’he  Whatcom-Skagit  area  at  the 
Care  Center  in  Mt.  Vernon.  More 
1 100  Mexican- American  children 
iicipated  in  the  six-week  course 
summer.  Since  there  is  a scarcity 
ood  bilingual  material  on  nutrition 
migrants  throughout  the  country, 
U.S.  Department  of  Agriculture  is 
ing  the  effectiveness  of  the  color- 
f-designed  chart  for  both  children 
their  mothers  with  an  eye  on  pos- 
e national  distribution. 


A refreshing  breeze  — if  not  a wind 
of  change  — is  blowing  through  East- 
ern Washington  medical  circles.  The 
physicians  in  Spokane  county,  long 
characterized  as  a traditionally  con- 
servative portion  of  the  state,  are 
themselves  taking  the  lead  in  reaching 
out  to  the  medically  dispossessed  in 
an  effort  to  make  quality  health  care 
available  and  accessible  to  all. 

In  the  pioneering  spirit  of  the  area, 
they  are  determined  to  use  their  own 
local  resources  to  solve  the  problems 
if  they  can. 

Last  year,  80  percent  of  the  mem- 
bers of  the  Spokane  County  Medical 
Society  responded  to  a questionnaire 


dealing  with  the  problems  of  the 
medically  dispossessed. 

“It  was  a heartening  response,” 
says  Hampton  Irwin,  M.D.,  Spokane 
obstetrician  and  gynecologist,  who 
helped  to  initiate  the  survey.  “The 
doctors  wrote  all  over  the  question- 
naires with  ideas,  suggestions  and 
pithy  comments  on  everything  from 
free  clinics  to  sharing  the  load  on 
welfare  and  social  security  clients.” 

One  result  is  Spokane  Health,  a 
health  services  information  and  refer- 
ral system,  which  received  a $1,900 
developmental  grant  from  W/ARMP  to 
begin  the  tabulation  of  all  community 
Continued  on  Page  2 


WAMI  PROGRAM  MOVED  FORWARD  when  state  coordinators  and  representa- 
tives of  basic  science  faculty  from  four  universities  met  for  three  days  at 
Rosario  in  the  San  Juan  Islands  in  August.  Problems  were  to  identify  common 
course  content  and  set  standard  tests  for  entering  medical  students  who  will 
take  their  first  basic  science  quarters  outside  the  U.  of  Washington  Medical 
School.  WAMI,  regionalized  medical  education  program  in  tour  states,  began  in 
September,  1971,  in  Alaska,  will  be  extended  to  Washington  State  and  U.  of 
Idaho  this  fall.  Montana  State  will  enter  program  in  1973. 


RMP'S  GRANT  TESTS  MODEL  SYSTEM 


A $521,000  grant  to  test  a new  kind 
of  Management  Reporting  and  Evalua- 
tion System  has  been  awarded  to  this 
area’s  RMP  by  its  national  office  in 
Rockville,  Maryland. 

The  model  system,  which  includes 
measuring  results  of  a service  activ- 
ity against  its  intended  goals,  was 
developed  by  W/ARMP  and  will  be 
tested  among  nine  other  such  pro- 
grams throughout  the  country. 

In  the  new  plan,  methods  of  sys- 
tems engineering  are  applied  to  a 
service  enterprise. 

“The  system  builds  in  budgetary 
controls,  measures  goals  of  health 
care  projects  against  performance  in- 
dicators and  makes  accurate  and  cur- 
rent data  immediately  available  to 
program  directors  and  the  national 
office,’’  according  to  William  R. 
Thompson,  director  of  the  pilot  proj- 
ect. 

In  addition  to  providing  better  man- 
agement visibility  and  control,  the 
system  is  designed  to  save  time  and 
reduce  paper  work  in  carrying  the 
major  functions  and  projects  of  the 
program. 

The  nine  RMPs  which  will  partici- 
pate in  testing  out  the  new  system 
have  been  selected  from  both  small 
and  large  regional  programs  and  will 
include  rural  and  urban  populations. 


W/ARMP  projects  and  programs 
have  been  participating  in  this  sys- 
tem for  the  past  year.  New  offices  for 
the  MRES  Center  are  at  340  Univer- 
sity District  Building  in  Seattle.  Tele- 
phone number  is  543-5180. 

REFERENCE  BOOKLETS 
ON  STROKE  PUBLISHED 

Two  reference  booklets  on  stroke, 
one  dealing  with  diagnosis  and  treat- 
ment and  the  other  with  rehabilitation, 
were  distributed  to  a selected  list  of 
Washington/Alaska  physicians  and 
nurses  by  the  Cancer/Stroke  Program 
in  August. 

Printed  in  the  form  of  index  cards 
for  easy  reference  and  filing,  the 
booklets  were  reproduced  from  those 
prepared  by  the  California  RMP  and 
the  Michigan  Heart  Association. 

A limited  amount  of  extra  copies 
are  available  and  may  be  obtained  by 
writing  to  the  Cancer/Stroke  Program 
at  W/ARMP’s  central  office  address 
in  Seattle. 

RMP  RESULTS  is  published  by  the 

Washington/Alaska  Regional  Medical  Program 
500  University  District  Building 
Seattle,  Washington  98105 
543-8540 

Donal  R.  Sparkman,  M.D.  — Director 
Marion  Hoff  Johnson  — Editor 

Shirley  I.  Cannon  — Assistant  Editor 


SPOKANE  HEALTH,  cont.: 


health  resources  this  fall.  By  Decv 
ber,  they  will  enroll  participating  |i/. 
sicians  who  will  accept  patients  ({a 
rotating,  one-time,  diagnostic  ba: 

“This  will  ensure,  we  hope,  jt 
everyone  in  Spokane  — those  ntiy 
arrived,  the  migrant,  the  poor  andie 
low  income  worker,  will  have  hi  ir 
her  medical  and  health  needs  d). 
nosed  and  will  be  referred  for  tr  t- 
ment  and  supportive  measures,"  • f$ 
Dr.  Irwin,  now  acting  director  of  le 
new  project. 


Spokane  Health,  initiated  by 


le 


physicians,  has  engaged  the  coop 
tion  of  many  other  organizations 
Board  represents  the  entire  healtlv 
dustry,  including  the  dentists,  phc|> 
acists,  nurses,  the  medical  auxi  ry 
and  the  Junior  League,  the  Co  ty 
Health  District  and  the  United  Wa 
A total  of  $6,500  has  so  far  t;ir 
subscribed  by  community  sourcesl 


“At  the  same  time  as  we  are  bid- 
ing up  the  referral  system  and  m t- 
ing  immediate  needs,  we  will  be  v 
pointing  those  people  who  II 
through  the  cracks  in  our  system  id 
building  hard  evidence  on  whicito 
base  future  plans,”  says  Dr.  Irwi 


“For  example,  do  we  need  to  ;e 
more  allied  health  professionaliin 
new  ways,  or  do  we  need  to  devi.'p 
more  non-professional  helpers?  'O 
we  need  free  clinics,  and  if  so,  wl  e 
and  for  what?’’ 


A booster  for  free  health  clinicHs 
well  as  a supporter  of  Spokane  He.  h, 
is  William  Richter,  M.D.,  membeol 
RMP’s  Regional  Advisory  Boardol 
the  Eastern  Washington  Adviify 
Committee,  and  of  the  local  Come- 
hensive  Health  Planning  group. 

At  present,  he  runs  the  “oldest  r- 
manent  floating  refractory  clinic  in 
town,  donating  about  20%  of  his  'n 
time  and  using  equipment  lent  by  is 
eye  clinic  partners. 

Here,  he  sees  the  need  for  heth 
centers  for  the  “working  poor”,  ur 
and  women  who  work  in  margins  11- 
paid  jobs,  who  are  not  covered  b;n- 
surance  and  cannot  afford  eithene 
time  or  the  money  to  enter  the  reg  3f 
health  system. 

Dr.  Richter  views  Spokane  Heth 
as  a viable  structure  with  two  r- 
poses,  one  to  open  medical  doors 
the  community  and  the  other  to  dn- 
onstrate  to  physicians  themse  ;s 
that  people  who  lack  entry  to  the  s- 
tem  are  “harassed,  troubled  and  3- 
serving  human  beings.” 

Both  physicians  paid  tribute  toie 
leaders  of  the  Spokane  Medical  > 
ciety  over  the  past  three  years  'd 
mentioned  the  part  that  the  S:e 
Association  played  in  stimulating  e 
physicians’  outreach  efforts. 
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lEDICAL  COMMUNICATION  MEET  SET 


Jse  of  modern  communication  sys- 
ins  in  medicine  will  be  the  subject 
da  Conference  to  be  held  at  the 
Rcific  Science  Center  in  Seattle,  Oct. 

$■ 

iJointly  sponsored  by  W/ARMP,  the 
htional  Library  of  Medicine,  and  the 
Center,  the  meet- 
ing will  involve 
physicians, 
nurses,  computer 
specialists,  elec- 
tronic engineers 
and  others. 

Subjects  to  be 
discussed  at  the 
two-day  Medical 
Communica- 
tns  Conference  will  include  the  use 
C|'  satellites,  emergency/transporta- 
t:n  communications,  medical  records 
Ed  health  data  networks,  communi- 
clion  with  nurse  practitioners  in  re- 
nte areas;  remote  ECG  monitoring 
c'd  two-way  TV  consultation. 

Among  the  national  speakers  will 
1:  Albert  Feiner,  Director,  Lister  Hill 
f tional  Center  for  Biomedical  Com- 
r|inications;  Samuel  Pool,  M.D.,  from 
t;  NASA  Manned  Spacecraft  Center, 

I Houston;  E.  R.  Gabrielli,  M.D.,  of 
Effalo;  Robert  Oseasohn,  M.D.,  New 
fjxico;  and  Charles  Robinson,  M.D., 
['Oklahoma. 

Ralph  Crawshaw,  M.D.,  a psychia- 
tst  from  Portland,  will  speak  at  the 
1‘icheon  on  “A  Physician  Looks  at 
t|;  Movies.”  A no-host  reception  will 
t held  in  the  Center’s  new  Indian 
Inghouse  and  the  dinner  speaker 
«l  be  Bill  Holm,  local  expert  on  In- 
dia art. 
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\\EMIER  SHOWING  of  the  W/ARMP- 
oduced  film,  ‘‘The  Surest  Test,"  was 
> ld  at  the  American  Institute  of  Ar~ 
|/fecfs’  meeting  in  Anchorage,  Aug. 
I.  Designed  to  demonstrate  the  need 

1'  removing  architectural  barriers  for 
i rehabilitated  disabled,  the  film  is 
? brainchild  of  Barbara  Allan,  U.W. 

!3d,  herself  disabled.  She  plans  to 
hibit  the  10-minute  film  to  groups 
architects,  contractors  and  legis- 
yVe  committees.  Mariann  Soulet, 
inter,  “star”  of  the  film,  talks  over  a 
|ene  with  a rehabilitative  aide  and 
trnard  Simons,  director  of  the  Pros- 
l?(/cs  Orthotics,  Rehabilitation  Medi- 
ae at  the  University  Hospial. 
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Registration  should  be  made  with 
James  Backstrom,  Director,  Pacific 
Science  Center,  200  Second  Avenue 
North,  Seattle,  98109.  Fee  is  $30  if 
registration  is  made  prior  to  Septem- 
ber 15;  $40  after  that  date. 

TV  SERIES  TO  TAKE 
DIFFERENT  APPROACH 

A total  of  seven  TV  “specials”, 
some  of  them  suitable  for  public  view- 
ing, will  be  produced  by  W/ARMP  this 
coming  season  and  shown  on  an  ad 
hoc  basis. 

“Instead  of  the  regular  TV  Tuesday 
showing  of  continuing  health  educa- 
tional programs,  we  will  concentrate 
on  producing  in-depth  films  on  select- 
ed subjects,”  said  J.  R.  Gustafson,  M. 
D.,  director  of  the  Central  Washing- 
ton Project  which  chooses  the  sub- 
jects. 

Renal  disease,  sports  injuries,  and 
emergency  diagnosis  and  care  of  the 
comatose  patient,  including  drug 
abuse,  will  be  covered.  Part  II,  Ex- 
panded Role  of  the  Nurse,  will  follow 
up  the  first  program  on  this  subject 
aired  last  December. 

Both  sports  injuries  and  the  care  of 
comatose  patients  will  have  applica- 
tion for  a wider  audience  than  profes- 
sionals in  the  health  care  field.  Dr. 
Gustafson  thinks. 

Dates  for  the  showings  will  be  an- 
nounced. 


DEALING  WITH  DEATH 
TOPIC  FOR  SEMINARS 

Taught  to  save  lives  and  to  cure 
disease,  hospital  staff  members  often 
have  a difficult  time  relating  to  the 
dying  patients.  Even  hospital  chap- 
lains and  visiting  ministers  feel  the 
need  for  help  in  this  area. 

A series  of  22  Chaplain’s  Seminars 
will  be  held  in  this  region  during  the 
coming  year  in  an  attempt  to  assist 
both  hospital  staffs  and  community 
ministers  coordinate  their  efforts  to 
meet  the  spiritual  needs  of  patients. 

W/ARMP  granted  $5,800  in  devel- 
opmental funds  for  the  unusual  proj- 
ect, headed  by  Chaplain  James  Jaeger 
of  Children’s  Orthopedic  Hospital  and 
Medical  Center. 

By  means  of  films,  discussion-lec- 
tures and  panel  presentations.  Chap- 
lain Jaeger  presents  problems  dealing 
with  troubled  youth,  drug  abuse,  the 
sudden  death  syndrome  in  children, 
attempted  suicide,  the  aging  person 
and  terminal  diagnosis. 

Participants  are  nurses  and  aides, 
social  workers,  members  of  the  cler- 
gy and  members  of  the  community  at 
large.  Four  other  institutional  chap- 
lains assist  in  the  programs. 

“Doctors  are  always  welcome  to  at- 
tend the  sessions,  too,”  Chaplain 
Jaeger  points  out. 

Scheduled  seminars  include  one  in 
Ballard  on  Sept.  29,  another  in  Port 
Angeles,  Oct.  6,  and,  in  November,  in 
Yakima,  Tri-Cities  and  Walla  Walla. 


Albert  Feiner 


FIRST  INTERNATIONAL  HEART  AND 
LUNG  Conference,  held  in  Seattle  in 
July,  attracted  over  200  physicians, 
nurses  and  cardiac  specialists  from 
throughout  the  U.  S.  Prevention,  treat- 
ment and  rehabilitation  were  dis- 
cussed in  the  three-day  meeting, 
sponsored  by  the  Cardio-Pulmonary 
Research  Institute,  (CAPRI)  and  the 
U.  W.  Continuing  Medical  Education 
Division.  J.  J.  Kellerman,  M.D.,  from 
Israel,  above  left,  was  a keynote 
speaker.  Howard  P.  Pyfer,  M.D.,  is  ex- 
ecutive director  of  CAPRI.  RMP  sup- 
ported an  early  demonstration  car- 
diac exercise  program  in  Seattle. 


LOCAL  GROUPS  BACK 
SICKLE  CELL  PROGRAM 

Community  support  for  the  Metro- 
politan Seattle  Sickle  Cell  Program, 
administered  by  W/ARMP,  was  dem- 
onstrated in  a tangible  fashion  during 
the  month  of  August. 

Strongly  bolstered  by  the  Central 
District's  radio  station,  KYAC,  the 
area’s  businessmen,  churches  and  so- 
cial organizations  set  an  August  tar- 
get of  raising  $14,600  to  provide  treat- 
ment and  support  for  victims  of  the 
sickle  cell  anemia,  many  of  whom  may 
be  discovered  through  the  Program’s 
free  screening  and  counselling  serv- 
ices. 

Donations  to  the  Sickle  Cell  Anemia 
Fund  are  being  accepted  at  the  Lib- 
erty Bank  in  Seattle. 

Events  included  a Gospel  Sing,  a 
bike-a-thon  from  Seattle  to  Tacoma,  a 
fashion  show,  theater  party  and  a 
White  Center  Festival. 

While  the  Program  is  operating  on 
a $68,000  federal  grant  for  education, 
screening  and  counselling,  money  for 
treatment  and  research  for  those  who 
have  the  serious  form  of  the  disease 
is  not  included. 

So  far,  the  Program  has  screened 
more  than  4,000  residents  and  is  iden- 
tifying between  8 and  10  percent  of 
those  screened  as  carriers  of  the 
sickle  cell  trait,  in  itself  not  disabling. 
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NEW  ECG  SERVICE  IS  DIAGNOSTIC  TOl 


A new  service  to  physicians  for 
their  cardiac  patients  is  being  offered 
by  the  Medical  Computer  Services 
Association,  a non-profit  organization 
conceived  by  members  of  the  RMP 
Heart  and  Health  Technology  staff. 

The  service  provides  central  pro- 
cessing of  12  or  24  hour  continuous 
ECG  recordings  at  a reduced  cost. 
High  speed  equipment  used  can  pro- 
cess 12  hours  of  dynamic  ECGs  in  12 
minutes. 

Printouts  of  abnormalities  are  pro- 
duced, but  the  scans  will  not  be  in- 
terpreted unless  requested  by  the 
physician. 

The  patient  wears  a miniaturized  re- 
corder, with  three  leads  taped  to  his 
chest,  to  record  his  ECG  during  his 
daily  life.  He  keeps  a diary  of  his  ac- 
tivities when  wearing  it.  His  physician 
is  then  able  to  relate  cardiac  changes 
to  the  patient’s  behavior  pattern. 

The  dynamic  ECG  is  a needed  diag- 
nostic tool  for  monitoring  post-myo- 
cardial infarction  and  pacemaker  pa- 
tients, those  who  have  fainting  or 
dizzy  spells  and  for  studying  the  ef- 
fects of  drugs  on  the  heart  activity. 

Dynamic  ECGs  have  been  available 
for  some  time  but  the  expense  of  the 
scanner  and  the  time  required  by  the 


physician  to  do  the  scanning  ma| 
general  use  impractical. 

For  more  information,  contact  V\| 
Mam  Cleminshaw,  Medical  Compuj 
Services  Association,  1107  N.E,  45| 
Seattle  98105,  telephone  633-0505.1 

PCA  MATERIAL  DRAWS  I 
NATIONWIDE  INTEREST 

Patient  Care  Appraisal  videotap 
produced  by  the  W/ARMP  Suppi| 
Unit  this  spring,  are  proving  to  be 
“smash  hit’’  in  the  medical  TV  wo| 
throughout  the  country. 

A total  of  23  requests  for  the  tapl 
of  the  two  programs  were  received  [ 
the  first  week  in  August  from  17  cl 
ferent  states,  including  one  CanadiF 
province.  An  additional  50  out-of-sta 
requests  for  the  accompanying  Pq 
booklet  were  received  from  29  diffi| 
ent  states. 

Hospitals,  other  RMPs,  medi^ 
schools  and  centers,  including 
national  office  of  the  American  Mel 
cal  Association,  were  among  tho| 
requesting  them. 

PCA  is  one  method  of  measuril 
quality  of  care,  determined  by  phyl 
cians.  It  establishes  data  on  whil 
continuing  medical  education  pq 
grams  can  be  based. 


DYNAMIC  ECG  RECORDER,  attached  to  patient’s  body  by  three  leads,  can 
carried  like  a camera  through  waking  hours,  as  shown  above,  left.  At  right,  a i 
fessional  scanner  processes  a 12-hour  tape.  Abnormalities  in  heart  rhythms  • 
identified  by  entries  in  patient’s  daily  diary.  Medical  Computer  Services  Ass 
ciation  offers  a new  central  processing  of  ECG  recordings  to  physicians. 
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dvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


W>uld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


1 

JJ 

bd. 

Results  of  a survey  of  physicians : 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


W)uld  it  be  useful  in  clinical  practi<^ 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  erf  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
tbe  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 
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in  practice  can  rea-j 
determined. 

The  Bureau  of  Drul 
suggested  the  packa| 
sert  as  a possible  me  s 
communicating  inforrjjti 
on  relative  efficacy  of  15 
to  the  physician.  I fin[ji 
objectionable,  since 
not  believe  the  phyl 
should  have  to  rely  ol 
source  for  final  sci«[ 
truth.  There  is  also  a| 
tical  objection:  Sincj 
physicians  actuall;l| 
pense  drugs,  they  s<|( 
see  the  package  insejj 
any  event,  I would 
tain  that  the  phys 
should  know  what  dr 
wants  and  why  witho^ 
pending  on  the  goverr 
or  the  manufacturer 
him. 

Undoubtedly,  phys) 
are  swamped  by  exci  u 
numbers  of  drugs  in  in 
therapeutic  categories  || 
I am  well  aware  that  H 
drugs  within  such 
gories  could  be  elimi  la 
without  any  loss,  or  ei 
haps  even  some  proljt 
the  practice  of  meda 
But,  in  my  opinion,  n(|ii 
the  FDA  nor  any  « 
single  group  has  the  e|g 
tise  and  the  wisdom  rii 
sary  to  determine  thita 
“drug  of  choice”  iiH 
areas  of  medical  pract 


i-rtisement 


One  of  a series 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


T 

^aker  of  Medicine 
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^eth  G.  Kohlstaedt,M.D.,  that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


I Vice  President, 
Medical  Research, 

'i  Lilly  and  Company 


my  opinion,  it  is  not 
unction  of  any  govern- 
t or  private  regulatory 
cy  to  designate  a “drug 
loice.”  This  determina- 
should  be  made  by  the 
iician  after  he  has  re- 
jd  full  information  on 
properties  of  a drug, 
then  it  will  be  based  on 
experience  with  this 
: and  his  knowledge  of 
individual  patient  who 
eking  treatment, 
an  evaluation  of  com- 
.tive  efficacy  were  to  be 
e,  particularly  by  gov- 
nent,  at  the  time  a new 
: is  being  approved  for 
jketing,  it  would  be  a 
lit  disservice  to  medi- 
I and  thus  to  the  patient 
p consumer.  For  exam- 
■ when  a new  therapeu- 
igent  is  introduced,  on 
basis  of  limited  knowl- 
, it  may  be  considered 
>e  more  potent,  more 
ctive,  or  safer  than 
ducts  already  on  the 
ket.  Conceivably,  at 
time  the  new  drug 
d be  labeled  “the  drug 
choice.”  But  as  addi- 
al  clinical  experience  is 
imulated,  new  evidence 
f become  available. 
?r,  it  may  be  apparent 


Insi3hts  into  the  ulcer-prone  ■ 

This  man  governs  an  empire— the  section  of  beach  fl 
that  he  combs— and  he  may  have  much  in  common 
a business  tycoon.  Both  may  be  ulcer-prone  for  similB 
reasons:  both  may  be  difficult  to  please— both  may  ■ 
demanding,  especially  of  themselves.  While  there  arl 
many  types  of  duodenal  ulcer  patients,  it  has  been  not  I 
that,  characteristically,  these  individuals  are  not  easill 
satisfied.  fl 

Measuring  oneself  against  one's  own  expectations  o I 
against  those  of  society  may  be  equally  trying— equafl 
anxiety-provoking.  It  is  hard  to  win  when  both  succe  ; 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  1^^ 
would  experience  less  anxiety— and  perhaps  fewer  uli 
attacks.  In  most  cases,  this  would  mean  altering  the  en 
tire  constellation  of  psychological  attitudes.  Many  are « 
unwilling  to  do  so,  and  many  are  unable.  But  while  the' 
patient  is  trying  to  make  his  best  adjustment  to  his  ulo 
he  often  needs  therapeutic  relief  for  both  the  undue  ' 
anxiety  with  which  he  may  be  plagued  and  the  hyper-  • 
secretion  and  hypermotility  that  cause  pain  and  spasm  i 

*Palmer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoei 
Medical  Division,  Harper  & Row,  1963,  p.  206. 
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jrax  can  relieve  excessive 
ixiety,  thereby  helpin3  to  reduce 
lin  and  spasm 


■ce  duodenal  ulcer  is  frequently  associated  with 
^essive  anxiety  and  tension,  therapy  logically  demands 
yef  from  both  the  psychic  and  the  somatic  discomfort. 
|rax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
!ias  in  a single  capsule  both  the  antianxiety  action  of 
irium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
(.spasmodic  action  of  Quarzan®  (clidinium  Br).  With 
irax,  the  patient  usually  tends  to  react  less  strongly 
t nxiety-provoking  situations,  and  hypersecretion  and 
ivermotility  are  also  reduced.  A reduction  of  asso- 
ijed  pain  and  spasm  can  also  be  expected,  and  often 
J;r  attacks  become  fewer  and  farther  between! 


p to  8 capsules  daily 
1 divided  doses 

^timum  therapeutic  response  can  be  achieved  with 
ijividualization  of  dosage— within  the  range  of  1 or  2 
^sules,  3 or  4 times  daily.  Many  patients  will  respond 
ill  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
i]?n  be  relied  on  both  to  help  in  managing  the  acute 
tick  andTlo  help  the  patient  maintain  gains  in  therapy, 
irax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 

jrf  h.s. 

'|low-up  therapy,  Rx  #100,  Sig:  cap.-#  t.i.d.  a.c. 
iij^h.s. 


[ 

i 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 


Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  mmor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con- 
stipation. Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  —bottles  of  100  and  500. 
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for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
w •■adjunctive  " 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual  — June  24-28,  1973,  New 
York;  June  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim;  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians  — Region- 
al Meeting,  Dec.  1-2,  1972,  Seattle, 
Washington 


Idaho  Medical  Association  — Annual 
Meeting,  June  27-30,  1973,  Sun  Valley 

Oregon  Medical  Association  — Annual 
Meeting,  Sept.  13-17,  1972 

Washington  State  Medical  Association  — 
Annual  Meeting,  September  17-20, 
1972,  Seattle 


Pacific  Association  of  Pediatric  Surgeons 
— Sixth  Annual  Meeting,  April  1973, 
San  Diego,  California 
Pres.  K.  Suruga,  Tokyo,  Japan 
Sec.  John  Campbell,  Portland 

Pacific  Northwest  Radiological  Society  — 
Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  MiUer,  Beaverton,  Ore. 

North  Pacific  Pediatric  Society  — 105th 
Meeting,  Sept.  10-13,  1972,  Sun  River 
Lodge,  Bend 

Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
Meeting,  June  1973,  Banff,  Alberta, 
Canada 

Pres.  David  Blair,  Calgary,  Alberta 
Sec.  Donald  SOverman,  Seattle 

Northwest  Rheumatism  Society  — Annual 
Meeting,  October  5 and  7,  1972, 
Wilson  Motor  Inn,  Victoria,  B.C. 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Ogden  Surgical  Society  — Annual  Meet- 
ing,  June  21,  1973,  Ogden,  Utah; 
Annual  Scientific  Meeting,  May  16-18, 
1973,  Ogden,  Utah 

West  Coast  Allergy  Society  — Annual 
Meeting,  Nov,  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  E.  D.  Lynch,  Yakima 

OREGON 

Oregon  Academy  of  Family  Physicians  — 
Annual  Meeting,  May  3-5,  1973,  Sun 
River,  Oregon 

Pres.  F.  Douglas  Day,  Portland 
Sec.  R.  M.  Bernard,  Beaverton 


Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.) 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Oct.,  Nov.,  Jan.- April) 

Pres.  Bernard  Ryan,  Portland 
Sec.  Walter  G.  Larsen,  Portland 

Oregon  District  Branch  of  American  Psy- 
chiatric Association  — (Jan.,Apr.,Oct.) 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announced 
prior  to  meeting. 

Pres.  Peter  J.  Dawson,  Portland 
Sec.  Howard  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
mee  ting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  MUwaukie 

Oregon  Society  of  Anesthesiologists,  Inc. 
— 3rd  Fri.  (Oct.-April)  Portland; May, 
Salishan;Sept.,  Village  Green,  Cottage 
Grove 

Pres.  Paul  E.  Schaff,  Portland 
Sec.  K.  W.  Hillyer,  Eugene 

Oregon  Society  of  Internal  Medicine  — 
1st  Wed.  (Sept.-June)  OMA  Head- 
quarters, Portland.  Annual  Meeting, 
May  10-12,  1973,  The  Dunes,  Lincoln 
City 

Pres.  Douglas  Johnson,  Coos  Bay 
Sec.  Neal  Smith,  Beaverton 

Oregon  Society  of  Obstetrics  and  Gyne- 
cology - 3rd  Fri.(Sept.-May)  6:30  p.m. 
New  Heathman  Hotel,  Portland 
Pres.  Jesse  Ray,  Portland 
Sec.  John  Tarnasky,  Portland 

Oregon  Thoracic  Society  — Annual  Meet- 
ing, Feb.  22-24,  1973,  Salishan 
Pres.  James  L.  Mack,  Portland 
Sec.  Melvin  Reeves,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Pediatrics  — 1st 
Mon.  (Oct.-June)  OMA  Budding,  Port- 
land 

Pres.  Richard  Sleeter,  Portland 
Sec.  Arthur  D.  Kracke,  Portland 

Portland  Surgical  Society  — Second  week 
of  month  (Tues.  or  Thurs.)  Jantzen 
Beach  Thunderbird.  Annual  Meeting, 


May  10-11,  1973,  Jantzen  Beach 

Thunderbird,  Portland 
Pres.  Nat  Wdson,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmology 

— 3rd  Tues.  (Oct.-April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  MuUigan,  Seattle 

Puget  Sound  Allergy  Society  — Date  of 
each  meeting  announced  prior  to 
meeting 

Pres.  Gordon  P.  Baker,  Seattle 
Sec.  H.  Rowland  Pearsall,  Seattle 

Puget  Sound  Academy  of  Otolaryngology 

— 4th  Tues.  (Sept.,  Nov.,  Feb.,  Apr.) 
Pres.  Roger  Lindeman,  Seattle 

Sec.  Richard  Voorhees 

Seattle  Pediatric  Society  — 3rd  Thurs., 
7:30  p.m.,  Washington  Athletic  Club, 
Seattle 

Pres.  Frederick  G.  Hazeltine,  Seattle 
Sec.  Wdliam  R.  Forney,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Spokane  Surgical  Society  —1st  Wednes- 
day (Oct., Dec., Feb.),  Spokane  Club, 
Spokane 

Pres.  D.  Wade  Robinson 
Sec.  Richard  E.  Ahlquist,  Jr. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May)  O’Brien’s  Restaurant,  Tacoma; 
Annual  Meeting,  March  16-17,  1973, 
University  of  Puget  Sound 
Pres.  L.  S.  Durkin,  Tacoma 
Sec.  John  R.  Alger,  Tacoma 

Washington  Academy  of  General  Practice 
Pres.  Wayne  Zook,  Wenatchee 
Sec.  Paul  M.  Tueffers,  Seattle 

Washington  State  Heart  Association  — 
Annual  Symposium,  October  13-14 
Olympic  Hotel,  Seattle 

Washington  State  Radiological  Society  — 
Sept.  15,  Dec.  11,  Feb.  16.  Places  to 
be  announced.  Annual  Meeting,  April 
30,  1973.  Place  to  be  announced. 
Pres.  Arthur  Griffin,  Seattle 
Sec.  John  Roehr,  Bellevue 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion varies, Mur.,  June,  Sept,  and  Dec. 
Pres.  Phdlip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept.-June).  Annual  Meeting,  April 
1973,  Yakima 

Pres.  Harlow  Skinner,  Yakima 
Sec.  Darrell  Hunsaker,  Y akima 
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The  negative  power  of  clinically  significant  anxie 
in  angina  pectoris... 


i During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  hut  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCl)  may  he 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Lihrium* 

(chlordiazepoxide  HCl) 

10-mg;  25 -mg  capsules 
I up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings  : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  tbe  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
bave  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  S mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  tbe  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc. 

Nutley.  N.J  07110 


CONTINUING  MEDICAL  EDUCATION 

Compiled  by  Washington/Alaska  Regional  Medical  Program,  Oregon 
Regional  Medical  Program,  and  Mountain  States  Regional  Medical  Program 


POTPOURRI  II:  COMMON  ANEMIAS;  VENEREAL  DIS- 

EASE; ADVANCES  IN  VIROLOGY;  OSTEOPATHIC  MEDI- 
CINE; ADVANCES  IN  MEDICAL  GENETICS;  October  4,  11, 
18,  25,  and  November  1,  Room  326,  Thompson  Hall  of 
Science,  University  of  Puget  Sound.  - 

Faculty:  Robert  Kapelowitz,  M.D.,  coordinator.  Sponsor: 
Committee  for  Continuing  Medical  Education,  Pierce 
County  Medical  Society;  College  of  Medical  Education, 
University  ot  Puget  Sound.  For  physicians;  AAFP  credit, 
10  hours.  No  enrollment  limit.  Fee,  S45.  Five  consecu- 
tive Wednesday  evenings,  7:30  - 9:30  p.m.  Information/ 
registration:  College  of  Medical  Education,  University  of 
Puget  Sound.  1500  North  Warner,  Tacoma  98416.  (206) 
SK  9-3521,  ext.  748. 

MEDICAL  COMMUNICATIONS  CONFERENCE,  October 
6-7,  Pacific  Science  Center,  Seattle. 

Faculty:  Stephen  Yarnall,  M.D.,  chairman;  Kenneth  Bird, 
M.D.,  Boston;  Ralph  Crawshaw,  M.D.,  Portland;  A.Feiner, 
M.D..  W'ashington,  D.C.;  Samuel  Pool,  M.D.,  NASA. 
Sponsor;  Washington/ Alaska  Regional  Medical  Program; 
Pacific  Science  Center;  National  Library  of  Medicine. 
For  physicians,  nurses,  computer  specialists,  engineers, 
and  others  interested  in  medical  communications.  No 
enrollment  limit.  Fee:  before  Sept.  15,  S30;  after  Sept. 
15,  S40.  Oct.  6 — session,  8 a.m.  - 9 p.m.;Oct.  7 — session, 

8 a.m.  - 12  noon.  Information/registration;  James  Back- 
strom.  Director,  Pacific  Science  Center,  200  Second 
Avenue  North,  Seattle  98109. 

ARTHRITIS  DAYS,  October  6-7,  Health  Sciences  Auditorium. 
Health  Sciences,  University  of  Washington. 

Faculty:  Robert  F.  Willkens,  M.D.  Sponsor:  Arthritis 

Foundation.  Western  Washington  Chapter;  Division  of 
Continuing  Medical  Education,  University  of  Washington 
School  of  Medicine.  For  physicians;  AAFP  credit,  11 
hours.  No  enrollment  limit.  Fee,  SIO.  Oct.  6 — registra- 
tion, 8:30  a.m.;  session,  9 a.m.  - 5 p.m.;  Oct.  7 — session, 

9 a.m.  - 12  noon.  Information/registration;  Arthritis 
Foundation,  Western  Washington  Chapter,  Seaboard  Build- 
ing, Seattle  98101.  (206)  MA2-2481. 

24TH  ANNUAL  MEDICAL  SYMPOSIUM  ON  HEART  DIS- 
EASE: Clinical  Decisions  in  Cardiology  - Coronary  Artery  Dis- 
ease and  Hypertension,  October  13,  14,  Olympic  Hotel,  Seattle. 
Faculty:  Ezra  Amsterdam,  M.D.,  University  of  California, 
Davis;  Sidney  Blumenthal,  M.D.,  University  of  Miami; 
Edward  D.  Freis,  M.D.,  Veterans  Administration,  Washing- 
ton, D.C.;  Richard  Havel,  M.D.,  University  of  California, 
San  Francisco;  William  R.  Hazzard,  M.D.,  University  of 
Washington;  Walter  Kirkendall,  M.D.,  University  of  Texas, 
Houston;  Henry  McIntosh,  M.D.,  Baylor  University,  Hous- 
ton; David  C.  Sabiston,  Jr.,  M.D,,  Duke  University; 
Sponsor:  Washington  State  Heart  Association.  For  phy- 

sicians; concurrent  session  for  nurses  on  October  14.  No 
enrollment  limit.  Fee:  physicians,  S 10;  nurses,  S5.  Oct. 
13  - session,  9 a.m.  - 5:30  p.m.;  Oct.  14  - session,  9 a.m.- 
12  noon.  Information/registration:  Washington  State 

Heart  Association,  3121  Arcade  Building,  Seattle  98101. 
(206)  MA  3-4713. 

OBSTETRICS  AND  GYNECOLOGY,  October  16-20,  Seattle 
Airport  Hilton,  South  176th  Street  and  Pacific  Highway 
South,  Seattle  98188. 

Sponsor:  American  College  of  Obstetricians  and  Gynecol- 
ogists, Armed  Forces  District;  American  Academy  of 
Family  Physicians.  For  physicians.  No  enrollment  limit. 
Fee:  Members,  ACOG  or  AAFP,  no  fee;  other  physicians, 
S75.  Information/registration:  Colonel  Robert  E.  Rogers, 
Box  33,  Madigan  General  Hospital,  Tacoma,  Washington 
98431.  (206)  967-6310. 


EASTERN  WASHINGTON  CIRCUIT  COURSE:  CANCER  - 
MODERN  CONCEPTS  AND  THERAPY,  October  17,  Walla 
Walla;  October  18,  Tri-cities;  October  19,  Yakima;  October  20, 
Wenatchee. 

Faculty:  Alexander  Fefer,  M.D.;  Roger  E.  Moe,  M.D.; 

Clyde  G.  Nicholson,  M.D.;  Arthur  J.  Gerdes,  M.D.;  Robert 
G.  Parker,  M.D. ; John  N.  Lein,  M.D.;  J.  Trenholme  Griffin, 
M.D.  Sponsor:  Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine;  Washington 
State  Medical  Association;  Washington/Alaska  Regional 
Medical  Program.  For  physicians.  No  enrollment  limit. 
Fee,  S20.  Sessions,  1:30  p.m.  - 5 p.m.  Information/ 
registration;  Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine,  RD-70, 
Seattle  98195.  (206)  543-1050. 

SIGNIFICANCE  OF  ABNORMAL  SCREENING  TESTS, 
October  20,  The  Mason  Clinic,  1118  Ninth  Avenue,  Seattle. 
Faculty;  L.  A.  Healey,  M.D.,  chairman.  Sponsor:  Virginia 
Mason  Medical  Center.  For  physicians.  Enrollment  limit, 
60.  Fee,  S35.  Session,  9 a.m.  - 5 p.m.  Preregistration  re- 
quired. Contact  Kenneth  R.  Wilske,  M.D.,  Division  of 
Continuing  Medical  Education,  Virginia  Mason  Medical 
Center,  1111  Terry  Avenue,  Seattle  98101.  (206)  MA  3- 
3700,  ext.  470  or  343. 

EIGHTEENTH  ST.  PAUL’S  HOSPITAL  CONTINUING  MED- 
ICAL EDUCATION  COURSE  - E.N.T.,  RESPIRATORY 
DISEASES,  THE  ADOLESCENT  AND  HIS  PROBLEMS, 
PODIATRY,  DERMATOLOGY,  AND  NUTRITION,  October 
25-28,  St.  Paul’s  Hospital  Auditorium  (entry  off  Comox 
Street),  Vancouver,  B.C. 

Faculty:  Faculty  of  Medicine,  University  of  British  Co- 
lumbia. Sponsor:  St.  Paul’s  Hospital;  the  University  of 

British  Columbia.  For  physicians;  17  credit  hours.  Enroll- 
ment limited  to  20  on  Oct.  25;  unlimited  Oct.  26-28. 
Fee,  S50  (S65  including  special  E.N.T.  program  Oct.  25). 
Sessions  - Oct.  25,  9 a.m.  - 12  noon;  Oct.  26-27,  9 a.m.  - 
5 p.m.;  Oct.  26,  9 a.m.  - 12  noon.  Information/registra- 
tion: University  of  British  Columbia  Health  Sciences 

Centre;  Continuing  Education  in  the  Health  Sciences; 
P.  A.  Woodward  Instructional  Resources  Centre,  Van- 
couver 8,  B.C.  (604)  228-2761. 

PEDIATRIC  PULMONARY  DISEASE,  October  26-27,  Chil- 
dren’s Orthopedic  Hospital  and  Medical  Center,  Seattle. 

Faculty:  David  E.  Woodrum,  M.D.,  chairman.  Sponsor: 
Children’s  Orthopedic  Hospital;  Department  of  Pediatrics 
and  Division  of  Continuing  Medical  Education,  University 
of  Washington  School  of  Medicine.  For  physicians.  Enroll- 
ment limit,  120.  Fee,  S25.  Oct.  26  — registration,  8 a.m.; 
session,  8: 30  a.m.  - 5 p.m.;  Oct.  27  — session,  9 a.m.  - 4 p.m. 
Information/registration:  David  E.  Woodrum,  M.D., 

Children’s  Orthopedic  Hospital,  4800  Sand  Point  Way  NE, 
Seattle  98105. 

POSTGRADUATE  PRECEPTORSHIPS:  INDIVIDUALIZED 
REFRESHER  COURSES’ ARRANGED  IN  MOST  MEDICAL 
SPECIALTIES,  at  hospitals  in  Seattle,  Spokane,  Tacoma  and 
Yakima. 

Faculty:  practicing  physicians.  Sponsor;  Washington/ 

Alaska  Regional  Medical  Program;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Washington  State  Medical  Association.  For 
physicians;  WAFP  credit,  35  hours  per  5-day  week.  No 
fee.  Dates  and  hours  to  be  individually  arranged.  Informa- 
tion/registration: Postgraduate  Preceptorship  Project, 

Washington/Alaska  Regional  Medical  Program,  530  Uni- 
versity District  Building,  Seattle  98105.  (206)  543-8525. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
announces  an  interdepartmental  course  on 

INTENSIVE  CARE 

October  30,  31,  November  1, 2,  3,  1972 


The  fi  ve-day  course,  which  includes  lectures  and  practical  demonstrations,  is  designed  to  review  in 
detail  the  practical  aspects  of  the  management  of  the  critically  ill  patient.  The  course  content  and  the 
presentations  have  been  developed  to  meet  the  needs  of  practicing  physicians  and  surgeons. 


COURSE  OUTLINE 

Resuscitation;  Impending  myocardial  infarction  and  the  prevention  of  sudden  death;  Management 
of  arrhythmias;  Conduction  disorders  and  pacing. 

Respiratory  failure:  Part  1,  Pathophysiology;  Part  II,  Manifestations.  Controlled  oxygen  therapy, 
assisted  and  controlled  ventilation;  Part  III,  Management  of  reversible  factors;  Thromboembolism. 

Acute  renal  failure;  Hyper-  and  hypokalemia;  Diabetic  ketoacidosis  and  hyperosmolar  coma; 
Adrenal  crisis. 

Mechanisms  of  hemostasis;  Management  of  hereditary  disorders  of  coagulation,-  Disseminated 
intravascular  coagulation,-  Transfusion  of  blood  and  its  components. 

Gram-negative  sepsis;  Oncologic  emergencies;  Cerebral  death;  Infections  in  the  compromised  host. 

Elective  Sessions 

EKG  workshop;  Computerized  monitoring,-  Pacemaker  workshop,-  Technique  of  coronary  arteriography; 
Treadmill  electrocardiography,-  Techniques  of  indwelling  arterial  and  venous  lines,-  Echocardiography  in 
cardiac  emergencies;  Myocardial  revascularization,-  Technique  of  coronary  arteriography. 

Pulmonary  function  testing  and  arterial  puncture;  Use  of  mechanical  ventilators,-  Respiratory  distress 
in  the  newborn. 

Surgical  management  of  gastrointestinal  hemorrhage,-  Management  of  burns;  Management  of  hand 
injuries;  Hypovolemic  shock;  Management  of  injuries  to  the  face;  Monitoring  in  shock. 

Hemodialysis;  Neonatal  emergencies;  Hepatic  coma. 

Platelet  disorders;  Leucocyte  crises,-  Hemorrhagic  disorders  in  the  newborn;  Acute  hemolytic  crises. 


Edwin  Alderman,  M.D. 
Robert  A.  Chase,  M.D. 

Roy  B.  Cohn,  M.D. 

Norman  S.  Coplon,  M.D. 
William  P.  Creger,  M.D. 
Lawrence  G.  Crowley,  M.D. 
Frederic  L.  Eldridge,  M.D. 

F.  Carl  Grumef,  M.D. 

Alvin  Hackel,  M.D. 

John  W.  Hanbery,  M.D. 

E.  William  Hancock,  M.D. 
Donald  C.  Harrison,  M.D. 


FACULTY 

Herbert  N.  Huitgren,  M.D. 
Stephen  H.  Jackson,  M.D. 
Rex  L.  Jamison,  M.D. 
Donald  R.  Laub,  M.D. 
John  A.  Luetscher,  M.D. 
Roy  H.  Maffly,  M.D. 

Tad  Nishimura,  M.D. 
Judith  G.  Pool,  Ph.D. 
Richard  L.  Popp,  M.D. 
Gerald  M.  Reaven,  M.D. 
Jack  S.  Remington,  M.D. 
Eugene  D.  Robin,  M.D. 
Saul  A.  Rosenberg,  M.D. 


Edward  Rubenstein,  M.D. 
Stanley  L.  Schrier,  M.D. 
John  S.  Schroeder,  M.D. 
Irving  Schulman,  M.D. 
Norman  E.  Shumway,  M.D, 
Alfred  P.  Spivack,  M.D. 
Philip  Sunshine,  M.D. 

Keith  B.  Taylor,  M.D. 

James  Theodore,  M.D. 
Antonius  L.C.J.  Van  Kessel 
Kenneth  L.  Vosti,  M.D. 

Lewis  Wexler,  M.D. 


APPLICATION  FORM 


INTENSIVE  CARE 


NAME. 


October  30,  31,  November  1,  2,  3,  1972 

Fee:  $210 


Last 


First 


ADDRESS- 


Middle 


Street 


City 


MEDICAL  SCHOOL. 


State 


Zip  Code 


. Degree . 


-Year . 


TYPE  OF  PRACTICE. 


.Daytime  Phone. 


Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 


ATTENDANCE  LIMITED  — ADVANCE  REGISTRATION  REQUIRED 
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. .in  the  presence  of  spasm  or  hypermotility, 
. gas  distention  and  discomfort, KIIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
oiJy  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains  : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Zhuckwalla  (Sauromalus  obesus): 
rhis  southwestern  desert  lizard  seeks 
ihelter  in  crevices  of  rocks. 
kVhen  attempts  are  made  to  probe  him 
rom  his  niche,  he  gulps  air 
mtil  his  torso  is  distended  up  to 
iixty  per  cent  over  its  normal  size... 
:hus  wedging  him.self  tightly 
n place  and  preventing  capture. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  super\  isor  at  the 
editorial  office  not  later  than  the  10th  of  the  month  preced- 
ing date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OBSTETR  I Cl  AN-G  YN  ECO  LOG  I ST  — Board  certified  or 
eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  S36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


ER  PHYSICIAN  — 158-bed  JCAH  Hospital,  mid-Willamette 
Valley  university  community;  weekend  coverage;  basic  salary 
S30,000  - S35,000  a year.  E.xcellent  outdoor  recreation  avail- 
able: ocean  beaches  and  mountains  nearby.  Contact  Mr. 
James  Mol,  Administrator,  Good  Samaritan  Hospital,  Corval- 
lis, Oregon  97330. 


FULL  OR  PART-TIME  GP  — needed  for  Priest  River, 
Idaho.  Population  about  1,800.  Five-room  clinic  built  in 
1961;  unequipped.  Kaniksu  Clinic,  Inc.,  Box  11,  Priest  River, 
Idaho  83856. 


FULL-TIME  FACU LTY  — family  physician  wanted  for 
AMA-approved.  University  of  Washington-affiliated  Family 
Practice  Residency  training  program,  to  join  existing  faculty 
group.  Resident  and  medical  student  teaching  experience 
and/or  completion  of  approved  Family  Practice  Residency 
desirable.  Starting  salary,  $25,000.  Please  reply  with  curri- 
culum vitae  to  J.  N.  Scardapane,  M.D.,  Director,  Family  Prac- 
tice Residency,  The  Doctors  Hospital,  909  University  Street, 
Seattle,  Washington  98101. 

GENERAL  PRACTICE  AVAILABLE  - Established 

medical-surgical  practice  in  rural  western  community  of  3,000, 
in  trading  area  of  10,000.  Modern  fully-equipped  and  staffed 
45-bed  hospital.  New,  modern  physicians’  office  building 
adjacent  to  hospital.  Clean,  progressive  city,  excellent  schools, 
above  average  residential  area,  fishing,  hunting,  water  sports; 
25  miles  from  metropolitan  center  with  university.  County 
has  highest  per  capita  income  in  state.  Call  collect;  (208) 
226-2327,  Mr.  Howard  Ellis,  Administrator,  Power  County 
Hospital,  American  Falls,  Idaho  83211. 

PHYSICIAN  WANTED  — An  opportunity  is  available  for 
either  a general  practitioner  or  an  internist  in  what  we  believe 
is  a very  exciting  young  medical  group.  We  are  live  doctors 
practicing  in  a town  of  5,000,  serving  an  area  of  up  to  40 
miles.  We  are  affiliated  with  the  Family  Practice  training  pro- 
gram. We  have  recently  added  a surgeon,  and  are  now  ready 
to  expand  again,  somewhat  undecided  whether  to  add  another 
specialist,  an  internist,  or  stay  with  general  practitioners.  We 
work  hard,  but  we  play  hard,  too.  If  you  are  interested,  write 
Mr.  Pete  Eckerman,  Box  F,  Omak,  Washington  98841. 

GENERAL  PRACTITIONER  — needed  for  medical  serv- 
ice in  a community  of  25,000;  drawing  area  of  60,000.  Su- 
perb hunting  and  fishing  in  the  heart  of  coastal  recreation 
area.  Contact  Mr.  W.  E.  Winter.  Administrator,  McAuley 
Hospital,  780  Commercial,  Coos  Bay,  Oregon  97420. 

WANTED;  LOCUM  TENENS  — to  assume  medical  prac- 
tice from  1/19/73  to  2/1 1/73  in  Yakima,  Washington.  G.  H. 
Parsons,  M.D.,  1 420  Summitview,  Yakima,  Wa.  98902. 


GENERAL  PRACTICE  OPPORTUNITY  - Oregon 

coast.  Well  established.  Fully  equipped  office  for  lease  or 
sale.  Retiring  for  health  reasons.  G.  W.  Lemery,  M.D.,  505 
Tomlinson  Road  W.,  Tillamook,  Oregon  97141. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


THE  PERMANENTE  CLINIC  — Portland,  Oregon,  has 
staff  vacancies  in  allergy,  emergency  room,  internal  medicine, 
obstetrics-gynecology,  and  otolaryngology.  Full  partnership 
after  two  years.  All  facilities  for  the  practice  of  medicine  fur- 
nished. Liberal  insurance  benefits,  including  an  excellent 
retirement  program.  Send  all  details  in  the  first  letter  to: 
Norman  W.  Frink,  M.  D.,  5055  North  Greeley  Ave.,  Portland, 
Oregon  97217. 

EMERGENCY  ROOM  PHYSICIAN  — Position  available 
in  an  80-bed  JACH-accredited  hospital  in  progressive  Tri- 
Cities  community  of  65,000  in  southeastern  Washington. 
Guaranteed  annual  income,  plus  opportunity  for  private  prac- 
tice in  free  office  facilities  within  hospital.  Other  income 
opportunities  available  also.  Contact  Sister  Albert  Mary  Rebel, 
Administrator,  or  Mark  Campbell,  M.D.,  Chief  of  Staff,  Our 
Lady  of  Lourdes  Hospital,  520  North  Fourth  Avenue,  Pasco, 
Washington  99301.  (509)  547-7704. 


SITUATION  AVAILABLE 


DIRECTORS -COUNTY  HEALTH  UNITS  INOREGON- 

Several  openings  for  Public  Health  Physicians  to  administer 
generalized  programs  in  well  staffed  departments.  Live  and 
work  in  the  Great  Northwest,  where  outdoor  recreation  is  su- 
perb the  year  around.  Salary  range  is  $20,000  to  $29,000,  de- 
pending on  training  and  experience.  Send  resume  to:  C.  A 
Jenike,  M.D.,  Director,  Local  Health  Services,  Oregon  State 
Health  Division,  Portland,  Oregon  97207.  An  Equal  Oppor- 
tunity Employer. 


SITUATIONS  WANTED 


INTERNIST-CLINICAL  CARDIOLOGIST,  35,  trained 

Cleveland  Clinic  and  Western  Reserve  Univ.  Hospitals,  private 
practice  experience,  desires  affiliation  with  internal  medicine, 
cardiology,  or  quality  multispecialty  group,  availability  im- 
mediate. Prefer  Puget  Sound  but  will  consider  all  offers. 
(814)  336-3046  or  (814)  336-5250.  Box  40-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


OTOLARYNGOLOGIST  — board  certified,  34,  married, 
with  five-year  university  residency  training  in  all  phases  of 
otolaryngology  and  maxillofacial  .surgery.  Completing  military 
service.  Available  in  July  1973.  Seeking  private  practice,  asso- 
ciation, group  or  solo,  practicing  all  aspects  of  the  specialty. 
Contact  G.  M.  Braun,  M.D.,  Box  O,  Gorgas  Hospital,  Balboa 
Heights,  Canal  Zone. 

SURGEON'S  ASSISTANT  — (paramedic)  eager  to  work 
for  private  surgeon,  hospital,  or  clinic;  with  most  experience  in 
General  Surgery;  also  Plastics,  CV,  Pediatrics,  and  Emergency. 
Available  for  employment  in  September  1972.  Write  Margaret 
Perkins,  SA,  380  Fisher  Road,  Eugene,  Oregon  97402. 

LOCUM  TENENS/OFFICE  ASSISTANCE  - Recent 
grad,  one  year  I.M.,  seeks  positions  in  Seattle  area.  Michael 
Doman,  M.D.,  2336  43rd  Avenue  Ea.,  Seattle,  Wa.  98102. 
(206)  329-6476. 
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CONTINUING  MEDICAL  EDUCATION 


OFFICE  SPACE 


VECTORCARDIOGRAPHY:  A WORKSHOP-  Octo- 
ber 11-13,  1972.  This  basic  course  in  vectorcardiography 
is  designed  for  physicians  with  a basic  understanding  of  elec- 
trocardiography who  wish  a close  exposure  to  the  values  and 
limitations  of  vectorcardiography.  An  intensive  three  day  pro- 
gram will  cover  the  basics  of  vectorcardiography  and  related 
areas.  Major  emphasis  will  be  placed  on  theoretical  and  prac- 
tical applications  of  the  technique  as  related  to  diagnostic 
problems.  Half  of  the  program  will  be  dedicated  to  individual 
analysis  of  routine  vectorcardiograms  by  the  participants  un- 
der the  orientation  of  the  program  director  and  faculty.  Pre- 
sented by  The  American  College  of  Cardiology  and  The 
Institute  for  Cardiovascular  Diseases,  Good  Samaritan  Hospi- 
tal, Phoenix,  Arizona.  At:  Mountain  Shadows  Resort  Hotel, 
Scottsdale,  Arizona.  Program  Director,  Alberto  Benchimol, 
M.D.,  Director  Institute  for  Cardiovascular  Diseases,  Good 
Samaritan  Hospital.  For  Information  Concerning  the  Program, 
Write:  Miss  Mary  Anne  Mclnerny,  Director,  Department  of 

Continuing  Education  Programs,  American  College  of  Cardi- 
ology, 9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


SERVICES 


CRT  FORMS,  CHARGE  TICKETS  — and  ledger  systems, 
standard  or  individualized,  Anne  T.  Taylor,  Consultant,  ATT 
Medical  Systems,  P.O.  Box  12442,  Seattle,  Wa.  98111.  (206) 
LA  2-5143. 

DOCTORS  ON  CALL,  INC.  — Weary  of  covering  week- 
ends and  holidays  for  your  partner  or  colleague?  Call  D.O.C. 
and  let  their  qualified  physicians  handle  your  calls.  For  fur- 
ther information,  call  (206)  MA  4-0091  or  885-0012. 


REAL  ESTATE 


TWELVE-UNIT  MOTEL  FOR  SALE  — Roman  brick; 
can  be  converted  to  medical  clinic.  Marlow  Strand,  8042  NE 
Bothell  Way,  Bothell,  Wa.  9801 1. 


PROFESSIONAL  OFFICE  BUILDING  SITE  - Ideal 

location  in  downtown  Boise.  Two  blocks  to  St.  Luke’s  Hospi- 
tal. Eight  lots  (50  ft.  by  122  ft.)  available.  All  improvements. 
Owner-occupant  corporation  planned  for  maximum  benefits 
of  low-cost  office  space,  property  appreciation  and  tax  shelter. 
Contact  Mr.  Roy  A.  Frakes,  Hedrick  and  Bodine  Realty,  1154 
N.  Orchard,  Boise,  Idaho  83704.  Phone  (208)  375-6660,  or 
342-6418  (eves.). 


OPHTHALMOLOGIST  OFFICE  — in  Northgate  Medical 
Building,  now  available.  Suite  of  972  sq.  ft.  is  in  Seattle’s 
Northgate  shopping  center  adjacent  to  Interstate  5,  just  min- 
utes away  from  every  section  of  Seattle.  The  Northgate  Med- 
ical Building  offers  every  professional  service  — complete 
radiology  and  clinical  laboratories;  prescription  pharmacy;  and 
a fully-accredited  92-bed  hospital.  The  Northgate  Medical 
Building  is  completely  air-conditioned,  with  free  parking  for 
medical  professionals,  employees,  and  patients.  Contact  Mr. 
Norm  Murray,  Northgate  Centers,  Inc.,  310  NE  Northgate 
Way,  Seattle,  Wa.  Phone  (206)  EM  2-4777. 


MEDICAL  OR  DENTAL  OFFICE  -710  sq.  ft.;  air- 

conditioned.  Good  location,  on  California  Ave.  in  West 
Seattle;  parking.  $260  month.  Call  Mr.  Mills(206)  WE  2-6161. 


FULLY  EOUIPPED  OFFICE  — Des  Moines,  Wa.,  with  x- 
ray,  modern  lab,  for  rent  due  to  death  of  physician.  Call 
Seattle  (206)  AT2-1308. 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1 037,  Twin  Falls,  Idaho  83301. 


LEASE  LARGE  SUITE  — in  new,  contemporary,  4-unit 
pro.  bldg.  Close  Woodland  Park  Hospital,  Gateway,  N.E. 
Portland.  1800  sq.  ft.  on  ground  floor,  sep.  entrance,  off- 
street  parking.  Designed  for  2 men  in  orthopedics;  ample  for 
3 men  in  urology,  internal  medicine,  general  surgery,  general 
practice,  etc.  For  appointment,  (503)  227-0820. 


EQUIPMENT 


FOR  SALE  - Swift  binocular  microscope;  dictaphone; 
Castle  autoclave;  centrifuge;  medical  books.  Phone  (206) 
491-8761,  Olympia,  Wa. 


VERIFAX  CAVALCADE  COPIER  - by  Kodak.  Good 
condition.  SIOO.  Phone  (206)  MA  3-0379,  or  write  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wa.  98121. 
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nakthe 
leer  circuit 
0 hyperacUity, 
ypemiotility  and 

ulcer  pain. 


Pro-Banthine 

bropaniheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


N orry,  frustration,  j ob  pressure  — all 
set  up  excessive  vagal  currents  in 
' jatients  with  peptic  ulcer, 
i Pro-Banthine"insulates"the  stom- 
ich,  the  duodenum  and  the  lower 
ntestinal  tract  — the  sites  where 
hese  destructive  currents  take  their 
oil. 

I This  "insulation”  helps  block  ex- 
I :essive  enteric  activity  and  acidity, 
1 hus  helping  to  provide  the  proper 
I mvironment  for  the  healing  of  pep- 
I ic  ulcers. 

j It's  nice  to  know  that  Pro-Banthine 
f jrovides  this  protection  at  a dosage 
t hat  causes  little  or  no  discomfort 
i md  that,  unlike  ataractic  agents,  Pro- 
Santhine  does  not  cloud  the  patient's 
iwareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids . 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  m acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  on  ileostomy  patient  may  indi- 
cate obstruction,  and  this  oossibili+v  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to;  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


SEARLE 


From  Lederle 


MINOaN 


MINOCYCUNE  HQ 

A Research  Concept  Confirmed 

Available  in  100  mg  Capsules 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Important  Note:  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  \A/ho  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions. significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis 

Contraindications:  Children  14  years  or  less;  senile  pa- 
tients; history  or  symptoms  of  G I inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia; history  or  presence  of  drug  allergy,  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension; thyroid  disease;  systemic  edema, 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully Instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butazolidilfalka  Geigy 

Each  capsule  contains: 

too  mg  phenylbutazone  USP 

too  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  voi) 
ing  and  diarrhea,  abdominal  distention,  agranulocytc! 
aplastic  anemia,  hemolytic  anemia,  anemia  due  toblcj 
loss  including  occult  G I bleeding,  thrombocytopenic  | 
pancytopenia,  leukemia,  leukopenia,  bone  marrow d«, 
pression.  sodium  and  chloride  retention,  water  reten 
tion  and  edema,  plasma  dilution,  respiratory  alkalosis) 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (chole* 
tasis  may  or  may  not  be  prominent),  petechiae.  purpi : 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme.  Stevens-Johnson  sv] 
drome.  Lyell's  syndrome  (toxic  necrotizing  epidermo  | 
ysis).  exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  f! 
actions  require  prompt  and  permanent  withdrawal  ol  | 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  rer) 
failure  with  azotemia,  glomerulonephritis,  acute  tubu ; 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystalsdue  to  uricosuric  action  of  drug,  impaire. 
renal  function,  cardiac  decompensation,  hypertensioi 
pericarditis,  diffuse  interstitial  myocarditis  with  muse  ] 
necrosis,  perivascular  granulomata.  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheum, 
ica.  optic  neuritis,  blurred  vision,  retinal  hemorrhage 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy 
perglycemia.  thyroid  hyperplasia,  toxic  goiter,  associ. 
tion  of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with  over 
dosage,  including  convulsions,  euphoria,  psychosis,  d 
pression,  headaches,  hallucinations,  giddiness,  vertig- 
coma,  hyperventilation,  insomnia;  ulcerative  stomatit 
salivary  gland  enlargement  (B)98-l  46-070-C 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reac 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 


helps  )XHir  patients  stay 
on  a low  cholesterol  di^ 


It’s  easier  for  a patient  to  continue  with  a low  cholesterol  diet  when  you 
recommend  good-tasting  Saffola.  Saffola  foods  are  made  with  safflower  oil  — an 
exceptionally  light  and  flavorful  oil  that  results  in  products 
people  readily  accept.  Safflower  oil  is  also  30  % 
higher  in  poly-unsaturates  than  corn  oil  and  lowest 


of  all  widely  used  vegetable  oils  in  saturated  fats. 

Let  us  send  you  some  useful  data  to  help  your 
patients  stay  on  a low  cholesterol  diet.  Write  PVO 
International  Inc.,  World  IVade  Center,  Saffola. 


San  Francisco,  California  94111. 


Your  patients  can  enjoy  it  to  their  hearts’  content. 
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FREE  TRAPPERS 


Malcolm  S.  Mackay,  a life-long  friend  of  the  artist, 
Society  in  1952,  and  hangs  in  Memorial  Museum  ir 


Charles  Marion  Russell  was  not  just  a painter  of 
western  scenes.  He  recorded  a living  I/Vest,  on  canvas, 
on  paper,  and  in  bronze,  and  the  Old  I/Vest  still  comes 
to  life  in  the  record  he  left.  For  he  loved  it,  he  was  a 
part  of  it,  and  he  knew  how  to  record  it,  from  the 
blue  haze  of  distant  mountains  to  the  windblown 
mane  of  a cow  poke's  pony.  No  one  else  has  left  such 
a rich  heritage  of  accurate  detail,  or  expressed  such 
feeling  for  the  rugged  land  and  the  rugged  men  who 
tamed  it.  He  died  in  1926,  but  such  men  never  really 
die.  Charles  Russell  is  more  alive  today,  to  those  who 
really  love  the  Itl/est  and  whose  pulse  quickens  as  his 
message  flashes  across  the  years,  than  those  who  know 
the  many  illustrations  in  magazine  articles  and  books 
that  came  from  the  studio  he  finally  built  in  Great 
Falls. 

Free  Trappers,  on  the  cover  this  month,  has  been 
reproduced  by  permission  of  the  Montana  Historical 
Society.  It  has  also  been  called  Trader  and  Trapper 
Return,  because  it  tells  the  story  of  mountain  men 
coming  down  from  the  hills  with  pack  horses  loaded 
with  pelts.  The  original  was  long  in  the  home  of 
in  Tenafly,  New  Jersey.  It  was  acquired  by  the  Historical 
I Great  Falls. 


Reproduction  Available 


This  magnificent  painting  has  been  reproduced  in 
oil  on  canvas  by  the  Montana  Historical  Society  and 
copies  are  available.  This  reproduction  should  not  be 
confused  with  ordinary  printing  or  even  with  high 
quality  lithography.  This  is  oil  on  canvas,  carrying  the 
distinctive  quality  of  an  original  oil  painting.  The 
canvas  is  stretched  on  a wood  frame  and  the  paintings 


are  shipped  flat.  The  size  is  22  x 31  inches.  The  Mon- 
tana Historical  Society  reports  that  those  reproduc- 
tions compare  very  favorably  with  the  original  when 
displayed  side  by  side.  If  you  would  like  to  have  one 
of  these  fine  paintings  for  home  or  office,  please  use 
the  coupon  below.  The  price  is  $25  plus  postage. 


NORTHWEST  MEDICINE 

500  Wall  Street 

Seattle,  Washington  98121 

Gentlemen: 

Please  send  one  oiTon-canvas  reproduction  of  Free  Trappers,  by  Charles  M.  Russell.  I enclose  check  for  $25 
for  the  painting  plus  $1 .25  for  postage  and  handling.  Ship  to 


Name 


Street 


(Please  Print) 


City 


State 


Zip 


Signed 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Genetic  Disease  Center  Not  Limited 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I would  like  to  clarify  your  announcement  in  the 
.•\ugust  1972,  issue  of  NORTHWEST  MEDICINE  re- 
garding the  establishment  of  the  Center  for  Inherited 
Diseases  at  the  University  of  Washington.  The  an- 
nouncement suggests  that  the  Center  grant  exclusively 
deals  with  studies  on  sickle  cell  anemia  and  hereditary 
lipid  patterns  in  heart  disease.  These  topics  are  only 
two  areas  out  of  30  different  research  investigations 
involving  32  faculty’  members  at  the  University  of 
Washington  and  make  up  approximately  10  percent 
of  the  Center’s  allotted  resources. 

The  Center  was  established  in  order  to  strengthen 
and  coordinate  various  research  activities  in  genetic 
diseases  at  the  University’  of  Washington  Medical 
School  and  affiliated  hospitals.  Research  activities 
range  from  fundamental  studies  of  gene  action  in 
human  tissues  to  clinical  investigations  of  many  differ- 


ent genetic  diseases.  The  Center  will  be  particularly 
concerned  to  translate  the  most  recent  research  find- 
ings into  prevention  and  management  of  hereditary 
diseases.  As  one  approach  along  these  lines,  a variety 
of  projects  dealing  with  intrauterine  diagnosis  of 
genetic  disease  are  under  way.  Several  specialized 
clinics  already  exist  to  aid  physicians  and  patients  in 
the  diagnosis  and  management  of  hereditary  diseases. 
Genetic  advice  and  counseling  regarding  recurrence 
risk  will  be  particularly  stressed.  Hopefully,  the  estab- 
lishment of  the  Center  will  aid  in  providing  the  most 
modern  diagnostic  and  therapeutic  techniques  and 
advice  to  the  many  patients  who  suffer  from  genetic 
disease. 

Sincerely  yours, 

ARNO  G.  MOTULSKY,  M.D. 

Professor  of  Medicine  and  Genetics 

Director,  Center  for  Inherited  Diseases 


Pleased 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I was  exceedingly  pleased  to  pick  up  my  September 
copy  of  NORTHWEST  MEDICINE  and  see  the  COH 
della  Robbia  on  the  cover,  and  even  more  pleased  to 
read  your  editorial  regarding  “The  Modern  Guide  on 
Pediatric  Problems.”  1 want  to  thank  you  very  much 
for  printing  the  papers  which  help  make  our  continu- 
ing education  course  such  a success. 


It  is  very  nice  to  be  appreciated  and  the  public 
relations  resulting  from  this  issue  of  NORTHWEST 
MEDICINE  will  go  a long  way  toward  helping  us  im- 
prove our  patient-care  and  educational  programs. 

Sincerely  yours, 

JACK  M.  DOCTER,  M.D. 
Chief  of  Staff 

Children's  Orthopedic  Hospital 
and  Medical  Center 


Forum  continued  on  page  745 
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L^john’s  low-priced 
penicillin\^ 


\ 

H 


I 


'*°C9.S8^.j  no 

100  Tablets 

Uticillin^  VK 

fr.  TRADCWARH  .^i 

^Potassium  Phenoxym**"' 
^•nicillin  Tablets.  U-S-P  ' 


Upjohn 


250  mg. 

(400,000  Units) 

Federel  law 

®*P«**ln*  without  prasc^^J^..^ 


H 


UticilliiiVK 

(potassium  phenoxymcthyl  penicillin, US.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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G*l.  problems 
making  her 
a fixture 
in  your  office? 


I MilpatK  can  cut  down  her  complaints 
I by  helping  to  control: 

I bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension " 


I 


For  most  patients: 

' ‘MilpatK-400 

i (meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

j Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

‘Milpath-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  ^ mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


! 

i 

I 

1 


I 

j 

I 

I 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


1 CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
lor  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
I bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
’hypertrophy);  pyloric  obstructions  because  of  reduced  motility 
land  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma; 

; possibly  in  stenosmg  gastric  or  duodenal  ulcers  with  significant 
I gastric  retention.  Meprobamate;  Acute  intermittent  porphyria 
I andallergicor  idiosyncratic  reactions  to  meprobamate  or  related 
1 compounds  such  as  carisoprodol,  mebutamate.  tybamate, 
j carbromal. 

! WARNINGS;  Meprobamate;  Drug  Dependence:  Physical  and 
I psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fullysupervisedoseandamountsprescribed,  andavoid  prolonged 
use.  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
I withdrawal  after  prolonged  and  excessive  use  may  precipitate 
I recurrence  of  pre-existing  symptoms  (e.g..  anxiety,  anorexia,  in- 
somnia)  or  withdrawal  reactions  (e.g,,  vomiting,  ataxia,  tremors. 

! muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
' sive  seizures,  more  likely  in  persons  with  CNS  damage  or 
! pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
1 dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
I biturate.  then  gradually  withdraw.  Potentially  Hazardous  Tasks 
I Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
! fects  Possible  additive  effects  between  meprobamate,  alcohol, 
i and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
j and  Lactation:  Safe  use  not  established;  weigh  potential  bene- 
! fits  against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
I women  of  childbearing  potential.  Animal  data  at  five  times  the 
I maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption 

I PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
j males  (possible  prostatic  hypertrophy)  Meprobamate;  To  avoid 
I oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
; and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
' tempts:  dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre- 
cipitate seizures  in  epileptics 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
"bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
C'eased  ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEC  activity.  Gastrointestinal 
Nausea,  vomiting,  diarrhea.  Cardiovascular  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other:  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae,  ecchymoses.  eosin- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
fion  with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anurfa,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e.g..  possible  use  of  epinephrine,  anti- 
histamines. and  in  severe  cases  corticosteroids)  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other  Exacerbation  of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  'Milpath-400  (meprobamate  AOQ 
mg  ^tridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect. 
2 'Milpath-200  (meprobamate  200  mg  * tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE.  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot,  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney. 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output:  avoid  overhydration,  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev  5/72 


WALLACE  PHARMACEUTICALS,  Cranbury,  N.J. 08512  ITT, 


Relaxes  smooth  muscle  and  ps/che/iiilpath* 

(meprobamate+tridihexethyl  chloride) 


GENERAL  NEWS 


Harvard  Professor  to  be  Strauss  Lecturer 


FRANCIS  D.  MOORE,  M.D. 


“Production  and  Distribution  of  Surgeons  and 
Physicians”  is  the  subject  of  the  23rd  Annual  Strauss 
Lecture  which  will  be  presented  by  Francis  Moore  on 
November  3,  1972,  in  Health  Sciences  Auditorium  at 
the  University  of  Washington  School  of  Medicine. 

Dr.  Moore  has  been  Moseley  Professor  of  Surgery 
at  Harvard  Medical  School  and  Surgeon-in-Chief, 
Peter  Bent  Brigham  Hospital  in  Boston  since  1948. 
He  has  been  interested  in  gastrointestinal  surgery, 
isotope  dilution  in  study  of  body  composition,  meta- 
bolic aspects  of  surgical  care,  tissue  transplantation, 
several  aspects  of  education  and  research,  and  prob- 
lems in  quality  and  delivery  of  surgical  care.  Many  of 
his  publications  and  his  Strauss  Lecture  reflect  his 
concern,  as  well  as  that  of  many  in  the  profession 
today,  that  our  medical  education  and  patient  care 
keep  up  with  changing  times  and  attitudes. 


Baylor  Scientist  New  Head  of  UOMS  Department  of  Anatomy 


A Baylor  University  College  of  Medicine  educator 
and  scientist,  Vaughn  Critchlow,  Ph.D.,  has  been 
appointed  chairman  of  the  University  of  Oregon 
Medical  School’s  Department  of  Anatomy. 

Dr.  Critchlow,  who  was  formerly  professor  and 
acting  chairman  of  anatomy  at  Baylor,  received  his 
doctorate  from  the  University  of  California  at  Los 
Angeles  in  1957  and  joined  the  Baylor  faculty  that 
same  year. 

He  is  internationally  recognized  for  his  work  in  the 
field  of  neuroendocrinology  and,  in  addition  to  his 
teaching  responsibilities,  has  actively  pursued  research 
in  the  areas  of  neurophysiology,  neuroanatomy  and 
reproductive  physiology. 


VAUGHN  CRITCHLOW,  Ph.D. 


Regional  Meeting  Planned  by  ACP 


A two-day  course,  “Current  Concepts  and  Drug 
Therapy,”  will  be  held  December  1 and  2,  1972,  in  the 
main  auditorium,  fourth  floor,  of  the  Health  Sciences 
Building  at  the  University  of  Washington  in  Seattle. 

The  course  is  sponsored  as  a Northwest  Regional 
Meeting  by  the  American  College  of  Physicians  and 
cosponsored  by  the  Washington  State  Society  of  In- 


ternal Medicine.  It  will  be  presented  by  the  Division 
of  Clinical  Pharmacology  of  the  university. 

Registration  forms  and  program  brochures  may  be 
obtained  from  John  W.  Ormsby,  M.D.,  1200  Harvard 
Avenue,  Seattle  98122,  or  from  Mr.  Richard  Reimer, 
Regional  Medical  Program,  530  University  District 
Building,  JD-20,  Seattle  98105. 


Morgan  Appointed  to  National  Council 


Thomas  E.  Morgan,  Associate  Professor  of  Medi- 
cine and  Associate  Dean,  University  of  Washington 
School  of  Medicine,  has  been  appointed  to  the 
National  Advisory  Heart  and  Lung  Council  of  the 
National  Institutes  of  Health.  The  Health,  Education 
and  Welfare  appointment  is  for  a four-year  term  begin- 


ning October  1.  Dr.  Morgan  has  done  extensive  re- 
search in  lipid  metabolism  in  the  lung  and  is  a mem- 
ber of  the  advisory  committee  for  the  University  of 
Washington’s  special  center  for  lung  research.  He  has 
been  associated  with  the  University  since  1962. 
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^ or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  yoimg  matron  Mrs.  T. 

Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
^paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


V!i  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
e.  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
piying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
B(it-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
te  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
ch- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
0 a alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

DonnagePPG 

Donnagel  with  paregoric  equivalent 

^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

1C  JO  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 

Ill  jlfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 

to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
^;dcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

/i^u^nnRiMQ 


Rcbitussmi' 


■»tussjnA-C 


Cough  Caltrei 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu” 

Robitussin® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®  S 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go” 


Cough  Calmers® 


Mthlhe 


Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50.0  mg. 


Dextromethorphan 


hydrobromide 


7.5  mg. 


MBITUSSIIH 


>elect  the  Robitussiir^  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

lobitussin®  extra 
«nefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

lOBITUSSIN® 

•> 

tOBITUSSIN  A-C® 

m 

• 

iOBITUSSIN-DM® 

m 

• 

lOBITUSSIN-PE® 

m 

m 

:OUGH  CALMERS® 

Q 

o 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 


/I'H'I^OBINS 


Now  avaikible:a  total  system  ; 

tor  obtaining  a ^ 

patient’s  medical  background  | 

1 


The  Rocom" 

Health  History  System 

saves  time,  compiles  comprehensive  data,  aids  evaluation 


Two  new  componentsnow  make  it  possible  to  tailor  the  ROCOM  Health 
History  System  to  your  precise  needs.  Each  item  is  designed  to  speed  both  the 
collection  and  review  of  the  complex  data  you  need  to  make  informed  decisions. 

Patient  Data  Base  System  is  recommended  whenever  you  schedule  a 
periodic  health  check-up,  or  a physical  exam  for  a new  patient.  The  patient 
completes  the  comprehensive  Health  History  Questionnaire  section  before  his 
appointment... your  aide  enters  the  results  of  routine  physical  measurements 
and  diagnostic  tests. . .and  you  record  the  results  of  your  examination  quickly  and 
easily  on  the  18-category  physical  examination  section.  Space  for  a summary 
of  problems  and  treatment  plans  is  also  provided  in  this  single  compact  folder, 
which  then  becomes  part  of  your  permanent  records. 

Branching  Health  History  Questionnaires  explore  in  detail  (100-250 

questions  each]  the  specific  body  system  in  question -Cardiovascular, 
Gastrointestinal,  Respiratory  or  Ob/Gyn.  Each  positive  answer  is  automatically 
transferred  to  your  summary  sheet.  You  begin  your  review  with  a complete 
outline  to  assist  you  in  determining  your  diagtTosis.  Each  branching  questionnaire 
contains  an  abbreviated  general  background  section  so  that  it  may  be  used 
alone  or  as  an  adjunct  to  any  other  component  in  the  system. 

These  new  elements,  together  with  the  original  components,  provide  you  with 
an  optional  system  for  simplified  data  collection. 

Hoolth  History  Quostionnoirscan  be  used  instead  of  the  Patient  Data 
Base  System  when  a physical  exam  has  rvDt  been  scheduled.  All  pertinent 
information  is  covered:  family  history,  past  and  present  illnesses,  hospitalizations, 
immunizations,  current  medications  and  ktxiwn  allergies.  Current  health  status 
is  reviewed  by  129  carefully  chosen  questions. 

Health  History  Questionnaire  (Spanish]  proves  invaluable  when  the 
patient's  krxDwIedge  of  English  is  limited.  The  questions  are  in  Spanish... 
your  summary  sheet  is  in  English.  The  form  does  the  "translating"  for  you. 

•Created  and  developed  by  Patient  Care  Systems.  Inc. 


The  patient  does  the  time- 
consuming  work  before  you  see  him. 
The  questionnaire  may  be  mailed 
to  his  home  or  filled  out  in  your  office 
prior  to  his  appointment. 


You  get  a complete  summary 
at  a glance.  Only  positive  answers 
are  transferred,  by  special  pressure- 
sensitive  paper,  to  your  summary 
sheet.  The  form  speeds  review,  aids 
diagrx5sis,  files  easily. 


Physician-patient  rapport 
is  strengthened  since 
you  quickly  pinpoint 
problem  areas  for  further 
exploration. 


ROCOM 


™ Divisbn  of  Hoffmann-La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


Gentlemen:  I'd  like  to  know  nnore  about  the  Health  History  System 
and  the  other  components  of  the  ROCOM  Medical  Management 
System:  Medical  Record  System,  Patient  Health  Guides,  Telephone 
System  and  Appointment  System. 


Name 


Street 


City 


State 


Specialty 


Zip 


Meal-scan  u & a 


T 


what  grade  diabetic  retinopathyT 


In  diabetes 
when  nutritional 
supplementation 
is  indicated 

Beroccatebiets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  Intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bi,. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Iru 
Nutley,  New  Jersey  071 1 0 


Grade  H diabetic  retinopathy  is  reveaied 
by  the  smail  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 
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Diabetes  Symposium  To  Be  November  3 


A symposium,  “Diabetes  Mellitus:  a Fresh  Look 
at  Some  Old  Problems,”  will  be  held  November  3 in 
the  Westlake  Room  of  the  Washington  Plaza  Hotel  in 
Seattle. 

Speakers  and  their  topics  are:  J.  Goldstein,  Texas 
Southwestern  Medical  School,  “Genetics  of  Diabetes: 
How  it  is  and  Isn’t  Transmitted”;  Daniel  B.  Stone, 
University  of  Nebraska,  “Diet  and  Diabetic  Manage- 
ment: A Long  Hard  Look  at  tbe  Time-Worn  Con- 

cepts”; R.  Lerner,  Columbia  University,  “Insulin  Se- 
cretion and  Diet  in  the  Diabetic:  How  Well  the  Beta- 
Cell  Tolerates  Glucose”;  Hunter  Little,  The  Palo  Alto 


Clinic,  “The  Diabetic  Eye:  New  Methods  for  the 

Treatment  of  Retinopathy”;  and  Francis  Wood,  Jr., 
University  of  Washington,  “Oral  Agents:  Dissipation 
of  a Dilemma.” 

Robert  Neilson,  of  The  Mason  Clinic,  Seattle,  will 
be  moderator  for  a panel  discussion,  “Problems  in  the 
Management  of  Diabetes  Mellitus.” 

Sponsors  of  the  symposium  are  the  Washington 
Diabetes  Association,  the  University  of  Washington 
School  of  Medicine,  and  Pfizer  Laboratories.  Further 
information  may  be  found  on  page  783  of  this  issue. 


ORMP  Elects  Internist 


William  I.  Holcomb,  Eugene  internist,  was  elected 
chairman  of  the  Advisory  Board  of  the  Oregon  Region- 
al Medical  Program  at  its  recent  annual  meeting  in 
Portland.  He  succeeds  Alfred  C.  Hutchinson,  Portland 
family  practitioner. 

Other  officers  named  were  vice-chairman,  Ernest 
T.  Livingstone,  Portland,  and  secretary,  Mr.  George 
W.  Dewey,  public  affairs  counsel,  Salem.  Members 
of  the  Executive  Committee  are  Mr.  William  L. 
Branson,  President,  Blue  Cross  of  Oregon;  Miss  Mary 
DeMartini,  retired;  M.  Roberts  Grover,  Jr.,  Associate 


Dean,  UOMS;  Tyra  T.  Hutchens,  Chairman,  Depart- 
ment of  Clinical  Pathology,  UOMS;  Walter  C.  Reynolds, 
family  practitioner,  all  of  Portland;  and  Mr.  Charles 
Smith,  Assistant  Administrator,  Holy  Rosary  Hospital, 
Ontario. 

ORMP  recently  received  a $1,072,710  grant  to 
provide  funding  for  the  program’s  fifth  year  of  activ- 
ities designed  to  improve  accessibility,  efficiency  and 
quality  of  patient  care  in  Oregon.  The  new  award  will 
expand  program  staff  activities  and  fund  eight  projects 
in  the  state. 


FORUM  continued  from  page  734 


You  Know,  You  See 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

George  is  one  of  the  greatest,  just  the  greatest, 
you  know. 

He’s  going  to  stop  the  bombs,  you  know. 

Dick  has  already  ended  the  war,  you  know. 

He  has  done  what  needed  to  be  done,  you  know. 

You  know,  whenever  you  use  the  words,  yow  know, 

I am  supposed  to  know  even  when  I don’t,  you 
know. 

If  I don’t  understand,  you  know. 

It  means  I’d  better  — or  can’t,  you  know. 

Like  spirituals,  jazz,  and  brothers  and  sisters. 


It  came  from  the  deep  in  American  spirit,  you  know. 
But  now  it  is  mouthed  by  all  who  don’t  know,  you 
know. 

An  Englishman  to  me  said  his  say  and  then  said,  you 
see. 

But  I didn’t  see  what  he  saw,  you  know,  you  see. 
Could  it  be,  you  see,  that  you  know,  you  know. 

Is  the  pause  that  refreshes,  or  the  phrase  that  digresses 
From  thinking,  or  thought,  you  know? 

Sincerely, 

Yu  Kno 

(WILLIAM  E.  WATTS,  M.D.) 
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rhere  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


I > Inadequate  drainage, 

■^hronic  rhinitis,  allergy,  exposure 
^^0  temperature  extremes,  and  other  . 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
^e  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports* 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are  ^ 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.* 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histoiy  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the.lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


3lds,  R.  C.,  et  al.:  Bull.  Johns  Hof)kins  Hosp.  114:269, 1964 

1 on  file,  Medical  Research  Department,  The  UKobn  Company  ©1971  The  U.-jo!;:  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in  .. 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.'  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparafion  Clindamycin  HCI  hydrate 

cantains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal;  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults;  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  Infectians,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es-Bottles  of  16  s and  100  s.  75  mg  Copsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  |ig.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 


consult  package  insert.  MED  B-4-S  (LNU-3)  JA7I-1565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohit 
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Patient  Care  Appraisal  — IV 

JOHN  L.  WRIGHT,  M.D.,  and  A.  RICHARD  GRAHAM,  M.D.,  Seattle,  Washington 


On  the  last  three  Tuesdays  in  May  1972,  the  Wash- 
ington/Alaska Regional  Medical  Program’s  Medical 
Education  TV  program  presented  the  concept  of 
patient  care  appraisal  (PCA)  as  a basis  for  continuing 
medical  education.  These  programs  were  publicized 
to  the  membership  of  the  Washington  State  Medical 
Association,  members  were  encouraged  to  become 
acquainted  with  PCA  and  to  consider  introducing  this 
form  of  continuing  medical  education  in  their  own 
hospitals. 

Patient  care  appraisal  has  the  support  of  the  Wash- 
ington/Alaska Regional  Medical  Program,  the  Com- 
mittee for  Continuing  Education  of  the  Washington 
State  Medical  Association  and  the  Department  of  Con- 
tinuing Education  of  the  Washington  State  Medical 
Association  and  the  Department  of  Continuing  Edu- 
cation of  the  University  of  Washington.  For  the  past 
few  years  these  three  organizations  have  been  cooper- 
ating in  the  presentation  of  continuing  medical  edu- 
cation programs,  and  their  resources  are  available  to 
support  the  implementation  of  PCA  throughout  the 
state.  It  is  therefore  safe  to  predict  that  during  the 
next  few  years  most  physicians  will  be  exposed  to 
PCA  in  one  form  or  another. 

PCA,  or  medical  audit,  as  a basis  for  continuing 
education,  was  introduced  to  representatives  of  several 
hospitals  in  western  Washington  at  a three-day  work- 
shop in  November  of  1970.  This  workshop  was  direc- 
ted by  Clement  Brown,  Philadelphia,  and  supported, 
in  part,  by  the  Office  of  Research  and  Medical  Educa- 
tion at  the  University  of  Washington.  Following  this 
introduction  to  the  PCA  method,  several  of  us  at  The 
Swedish  Hospital  Medical  Center  decided  to  gain  some 
experience  with  its  utility  as  a means  of  continuing 
education.  For  many  years  we  have  carried  out  patient 
care  studies,  reporting  these  studies  to  the  staff  at  a 
spring  program.  This  annual  Swedish  Hospital  Day 
Clinical  Program  offered  an  opportunity  for  us  to  con- 
duct studies  using  the  PCA  method.  In  the  spring  of 
1971,  our  clinical  program  consisted  of  reporting  PCA 
studies  carried  out  by  study  groups  in  five  of  our  clin- 
ical departments.  Experience  gained  with  this  initial 
and  continuing  effort  provides  the  basis  for  the  com- 
ments presented  in  this  paper. 

It  is  not  the  purpose  of  this  paper  to  present  the  de- 
tails of  the  PCA  method.  This  has  already  been  accom- 
plished by  the  three  aforementioned  television  pro- 
grams, and  a booklet  entitled  Patient  Care  Appraisal,^ 
produced  by  the  Washington/Alaska  Regional  Medical 
Program  Support  Unit,  and  further  presented  in  recent 


Dr.  Wright  is  Director  of  Medical  Education,  and  Dr. 
Graham  is  Director  of  Medical  Education  in  the  Department 
of  Obstetrics  and  Gynecology  at  the  Swedish  Hospital,  Seattle. 


issues  of  NORTHWEST  MEDICINE.^  The  rationale 
for  such  an  approach  to  continuing  medical  education 
has  been  thoroughly  presented  by  Dr.  Brown, ^ as  well 
as  others.  Briefly  stated,  patient  care  appraisal  is  a 
method  of  continuing  education  whereby  a staff,  or 
department  of  the  staff,  develop  standards  for  the  care 
of  a given  clinical  problem;  an  abstract  is  developed 
which  reflects  the  criteria  for  the  accepted  standards; 
and  medical  record  personnel  review  medical  charts, 
obtaining  information  requested  by  the  abstract.  If  a 
significant  deficiency  is  found  in  staff  performance, 
an  educational  program  is  developed  to  improve  that 
specific  situation.  A key  to  the  success  of  PCA  is  to 
have  the  staff’s  commitment  to  the  program  to  the 
extent  that  they  are  willing  to  make  the  necessary 
changes  to  improve  unacceptable  performance.  The 
purpose  of  this  paper  is  to  comment  on  three  aspects 
of  patient  care  appraisal  in  an  effort  to  be  helpful  to 
those  who  assume  responsibility  for  implementing 
this  method  in  their  own  hospitals.  The  aspects  we  re- 
fer to  are,  first,  the  problem  of  documentation;  sec- 
ondly, PCA  as  a method  of  continuing  medical  educa- 
tion; and  third,  the  kind  of  patient  care  problem 
most  amenable  to  PCA. 

Patient  care  appraisal,  as  presently  advocated,  is  a 
method  of  studying  the  quality  of  patient  care  as  re- 
flected in  medical  records.  Medical  documentation  of 
the  care  given  is  therefore  necessary  if  PCA  is  to  be  a 
valid  measurement  of  that  care.  It  will  be  no  great 
revelation,  especially  to  those  who  have  attempted 
medical  record  reviews,  that  the  current  state  of  our 


"One  of  the  major  criticisms  of  PCA  is  that  it 
is  only  a measure  of  documentation" 


medical  records  is  far  from  adequate  for  this  purpose. 
In  fact,  one  of  the  major  criticisms  of  PCA  is  that  it  is 
only  a measurement  of  documentation,  and  not  really 
a measurement  of  the  quality  of  care.  Fessel  and 
Brunt,  in  a recent  article  entitled  “Assessing  Quality 
of  Care  from  Medical  Records,”  concluded  that  there 
was  no  relationship  of  the  recorded  process  of  care  to 
the  outcome  of  that  care,  at  least  with  care  for  acute 
appendicitis  or  myocardial  infarction.^  The  lack  of 
documentation  should,  however,  not  discourage  the 
implementation  of  PCA;  rather,  PCA  should  serve  as  a 
stimulus  to  improve  documentation. 

Weed,  in  hishook, Medical  Records,  Medical  Educa- 
tion and  Medical  Care,  and  article,  “Medical  Records 
that  Guide  and  Teach,”  presents  what  has  become 
known  as  the  “problem-oriented  approach”  to  docu- 
mentation.^’® It  will  take  a great  deal  of  effort  to  re- 
train ourselves,  not  necessarily  to  think  in  the  problem- 
oriented  manner,  but  to  display  our  thoughts  in  such 
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a systematic  way.  Realistically,  it  will  take  a genera- 
tion of  physicians  trained  in  the  problem-oriented 
method  of  recording  clinical  data  from  their  initial 
encounter  with  clinical  problems  before  this  is  a gen- 
erally accepted  method.  Much  of  our  poor  document- 
ation at  present  is  due  to  the  fact  that  vital  informa- 
tion is  not  transferred  from  the  doctor’s  office,  or 
from  a referring  physician  to  the  hospital  chart.  How- 
ever, there  should  be  no  excuse  for  not  recording  a 
proper  histor\’  and  physical,  or  for  progress  notes  that 
do  not  reveal  thoughts  regarding  abnormal  physical 
findings  or  laboratory'  data,  and  reasons  for  various 
therapeutic  measures.  Documentation  of  care,  increas- 
ingly, will  need  to  reflect  the  quality  of  care  more 
accurately,  if  legitimate  third  parties,  be  they  other 
physicians  caring  for  the  patient  or  those  paying  for 
the  patient’s  care,  are  to  make  proper  decisions. 

Patient  care  appraisal  is  advocated  as  a basis  for 
continuing  medical  education.  Just  what  can  we  ex- 
pect PCA  to  contribute  to  this  ongoing  effort  that 
the  more  traoitional  content-oriented  approach  has 
not  succeeded  in  accomplishing?  Papers  began  to 
appear  in  1966,  with  such  titles  as  “Continuing  Edu- 
cation for  What?”  by  George  Miller’;  and  “Continu- 
ing Education  and  Patient  Care  Research,”  by  John 
Williamson.*  These  authors  were  concerned  that  ex- 
isting continuing  medical  education  programs  were 
not  changing  physician  behavior,  or  improving  patient 
care.  In  1969,  a paper  by  Wesley  Eisele,  “Medical 
Audit  in  Continuing  Education,”^  was  especially 
provocative.  Eisele  points  out  that  really  effective 
continuing  education  for  the  practicing  physician 
must  be  continuous,  community-hospital  based,  and 
directly  related  to  the  physician’s  day-to-day  clinical 
activ'ities.  In  1970,  Charles  Lewis, in  an  article 
entitled  “Continuing  .Medical  Education  - An  Epidemi- 
ologic Evaluation,”  studied  the  impact  of  the  continu- 
ing medical  education  program  of  the  University’  of 
Kansas  (circuit  courses,  home  study  courses,  in- 
resident training  and  symposia)  over  a ten-year  period, 
on  certain  end  results  of  medical  care.  He  was  unable 
to  show  any  significant  difference  between  physician 
attenders  and  non-attenders.  He  concluded,  among 
other  things,  that  methods  employed  in  continuing 
education  must  involve  the  physician  actively  learning 
in  areas  where  he  has  been  made  aware  of  deficiencies. 
Similarly,  almost  twenty  years  ago,  Peterson  came  to 
the  conclusion  that  there  is  no  evidence  of  an  associ- 
ation between  quality  care  and  participation  of  the 
then  existing  continuing  education  programs.**  In  a 
more  recent  article,  “The  Evaluation  of  Weekend  Sem- 
inars for  Physicians,”  Frank  Donnelly  was  not  quite 


"Practice  deficiencies  are  rooted  in  personal 
habit  patterns,  and  in  institutional  customs" 


so  pessimistic  in  his  conclusions  about  the  effect  of 
more  traditional  methods.*’ 

LTil”  is  correct  in  concluding  from  the  above 


studies  that  practice  deficiencies  are  rooted  in  person- 
al habit  patterns,  and  in  institutional  customs  where 
physicians  take  care  of  patients.  PCA,  if  properly  con- 
ducted, will  reveal  such  deficiencies  to  interested  phy- 
sicians. This  knowledge  then  can  serve  as  an  informed 
basis  for  instituting  change  to  improve  patient  care. 
PCA  will  not,  however,  diminish  the  need  for  a forum 
to  communicate  or  transfer  new  knowledge  and  skills. 

W'hat  kind  of  studies  might  best  be  carried  out  by 
the  PCA  method?  There  is  a natural  tendency  to  apply 
PCA  to  the  study  of  specific  diseases.  These  studies 
generally  will  reveal  inadequate  documentation,  par- 
ticularly in  regard  to  negatives  in  the  history  and  phy- 
sical, failure  to  follow  up  on  abnormal  laboratory  data, 
at  least  while  the  patient  is  in  the  hospital,  and  failure 
to  recognize  clinical  clues.  These  disease-directed 
studies  have  value,  and  will  reveal  gross  deficiencies  in 
patient  care.  However,  in  our  experience,  the  kind  of 
study  that  will  have  greater  impact  is  one  which 
investigates  the  manner  in  which  we  manage  a cenain 
patient  care  problem,  rather  than  specific  diseases. 

One  of  the  five  studies  we  conducted  in  the  spring 
of  1971  serves  as  an  example  of  this  type.  The  study 
group  in  our  Department  of  Obstetrics  and  Gynecol- 
og}'  was  concerned  about  possible  prolongation  of  the 
time  from  decision  to  do  a Cesarean  section  until  the 
baby  is  actually  delivered.  They  were  concerned 
about;  1.  uniformity  of  performance;  2.  flexibility 
in  emergency;  3.  effect  of  performance  on  the  fetus; 
and  4.  areas  of  suboptimal  performance  that  were 
correctable. 

Their  retrospective  chart  review  findings  demon- 
strated marked  variation  from  case  to  case,  and 
pointed  out  clear  areas  of  suboptimal  performance 
that  were  reflected  in  prolonged  time  requirements  for 
delivety  of  the  baby.  In  addition,  there  was  a sugges- 
tion that  low  Apgar  scores  correlated  with  these  pro- 


"Inconsistencies  in  performance  seemed  to  be 
related  to  lack  of  protocol" 


longed  times.  Inconsistencies  in  performance  seemed 
to  be  related  to  lack  of  protocol  regarding  prepara- 
tion of  the  patient  for  Cesarean  section.  These  con- 
cerns were  discussed  with  nurses  in  the  delivery  suite, 
laboratory  assistance  personnel,  the  anesthesiologists, 
and  the  staff  in  Obstetrics  and  Gynecology.  As  a re- 
sult, a simple  protocol  was  instituted  in  an  attempt  to 
correct  deficiencies  noted.  Without  going  into  detail, 
it  is  sufficient  to  state  that  the  protocol  was  designed 
to  develop  a loosely  knit  health  care  team  into  an 
organized  unit,  so  that  the  care  of  each  patient  might 
be  more  efficient  and  effective.  A six-month  prospec- 
tive study,  after  the  protocol  was  established,  revealed 
a decrease  in  the  time  requirement  by  30  percent,  and 
a distinct  improvement  in  the  Apgar  scores.  Although 
there  are  still  variations  in  performance,  they  were 
able  to  demonstrate  increased  flexibility  in  emergency, 
improved  performance  in  obtaining  satisfactoty  fetal 
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outcome  and  correction  of  suboptimal  performance. 
It  should  be  noted  that  this  study  did  not  deal  with 
the  indications  for  Cesarean  section,  or  the  technical 
performance  of  it,  but  concentrated  on  improving  the 
function  of  a team  in  delivering  care  for  a given  prob- 
lem, in  this  case  the  accomplishment  of  a Cesarean 
section.  A recent  communication  entitled  “Medical 
Care  Evaluation  Studies”  at  Goldburg,  gave  further 
examples  of  this  approach.*^  These  studies  look 
critically  at  physicians’  habit  patterns  and  institutional 
customs.  When  deficiencies  are  revealed  and  cor- 
rected, we  have  grasped  the  opportunity  to  improve 
our  effectiveness  and  efficiency.  It’s  a goal  we  all 
share. 


How  do  we  know  if  we  are  giving  the  best  care?  We 
don’t  really  know  unless  we  ask  the  proper  questions 
and  study  the  care  given.  PCA  gives  us  a method  to 
undertake  such  studies.  However,  in  order  for  PCA  to 
reach  its  fullest  potential,  it  will  need  to  be  accepted 
as  an  ongoing  part  of  our  day-to-day  activity.  The 
thesis  of  Evans’  paper,  “The  Pyramid  of  Care  and  Edu- 
cation Within  the  Hospital,”  is  that  evaluation  of  the 
quality  of  care  and  medical  education  in  hospitals  are 
inseparable.^^  As  we  gain  experience  with  patient 
care  appraisal,  it  should  provide  a method  for  the 
hospital  staff,  administration,  and  trustees  to  work 
together  as  one  in  improving  patient  care,  which  is  the 
end  result  of  medical  education.* 


The  reference  list  submitted  by  the  authors  has  not  been 
included  in  this  publication  although  reference  figures  have 
been  retained  for  convenience  of  readers.  Photocopies  of  the 
list  will  be  provided  on  request.  Address  requests  to  Editor, 
Northwest  Medicine,  500  Wall  Street,  Seattle  98121. 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  h.i.d.  to  q.Ld.  can  usually 
^ ^ provide  reliable  relief.  For  severe  tension/anxiety 

tates,  the  lO-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Jntil  individual  response  is  determined,  caution  patient  against  driving  or  operating 
langerous  machinery,  ■w  ▼ • 

X^llUnr  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
:mplete  product  information,  a 
, mmary  of  which  follows: 

I Indications:  Tension  and  anxiety 
lates;  somatic  complaints  which  are 
I ncomitants  of  emotional  factors; 
:ychoneurotlc  states  manifested  by  ten- 
an,  anxiety,  apprehension,  fatigue, 

: pressive  symptoms  or  agitation;  symp- 
Imatic  relief  of  acute  agitation,  tremor, 
lirium  tremens  and  hallucinosis  due  to 
lute  alcohol  withdrawal;  adjunctively  in 
leletal  muscle  spasm  due  to  reflex 
asm  to  local  pathology,  spasticity 
jused  by  upper  motor  neuron  disorders, 
hetosis,  stiff-man  syndrome,  convulsive 
Borders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
ity  to  the  drug.  Children  under  6 
iDnths  of  age.  Acute  narrow  angle  glau- 
ima;  may  be  used  in  patients  with  open 
■ gle  glaucoma  who  are  receiving 
I propriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
r tients.  Caution  against  hazardous 
icupations  requiring  complete  mental 
i|;rtness.  When  used  adjunctively  in 
mvulsive  disorders,  possibility  of 
. ;rease  in  frequency  and/or  severity  of 
(and  mal  seizures  may  require  increased 
sage  of  standard  anticonvulsant 
adication;  abrupt  withdrawal  may  be 
sociated  with  temporary  increase  in 
iquency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharrriacology  of  agents 
employed;  drugs  such  as  phenothlazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  ZVz  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical , 
that  ^ives  yoin*  patient- 

broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatiiin  Base 

NeOSpOritf  Ointment 

(polymyxin  D-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Va  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  P^ML. 
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EDITORIAL 


A Need  to  be  Unequal 

uality  of  writing  and  quality  of  reading  are  both 
important  if  a medical  journal  is  to  meet  its  responsi- 
bilities but  each  journal  must  be  addressed  to  the  audi- 
ence it  serves.  Journals  have  different  fields  and  func- 
tions. These  were  ideas  explored  in  a meeting  of  editors 
at  the  National  Library  of  Medicine  last  month.* 

All  editors  were  concerned  about  the  quality  of 
writing  and  no  one  was  very  happy  about  the  material 
being  submitted  for  publication.  There  are,  of  course, 
brilliant  exceptions,  but  physicians  do  not  generally 
write  well.  Little  attention  is  paid  to  writing  by  medi- 
cal school  faculties,  but  the  real  fault  lies  much  farther 
back  in  the  educational  program. 

Most  scholarly  and  most  eloquent  of  those  attend- 
ing the  meeting  was  W.  Montague  Cobb,  Editor  of  the 
Journal  of  the  National  Medical  Association.  He  is 
convinced  that  young  physicians  do  not  write  as  well 
as  those  contributing  to  the  journal  when  he  became 
editor  in  1950.  But,  when  young  men  ask  him  about 
how  to  improve  their  writing,  he  tells  them  to  read 
poetry.  The  poet  uses  words  more  economically  and 
much  more  effectively  than  the  writer  of  scientific 
material.  He  proved  his  point  by  quoting,  from  mem- 
ory, passages  from  Romeo  and  Juliet  and  from  Mac- 
beth, saying,  “Now  you  pack  as  much  meaning  into  as 
few  words  as  that  and  you’re  on  your  way  to  writing 
a good  scientific  article.” 

Many  editors  rewrite  material  that  does  not  come 
up  to  their  own  standards  for  quality.  But  Lois  De 
Bakey,  Ph.D.,  Professor  of  Scientific  Communication 
at  Baylor  insists  that  editors  fail  to  teach  good  writing 
when  they  make  publication  easy  for  poor  writers  by 
rewriting  their  manuscripts.  She  thinks  poorly  written 
manuscripts  should  merely  be  rejected. 

State  medical  journals  and  their  functions  were 
discussed  with  much  interest.  Some  felt  that  state 
medical  journals  do  not  publish  high  quality  scientific 
material.  This  is  not  surprising,  since  most  state  jour- 
nals are  not,  and  should  not  be,  used  as  repositories 
for  profound  reports  of  medical  research.  Most  such 
reports  are  dull  reading  for  a practitioner  anyway. 
But  significant  scientific  contributions  are  published 
in  state  medical  journals  from  time  to  time.  Edward 
Huth,  Editor  of  the  Annals  of  Internal  Medicine  re- 
ported an  interesting  observation.  He  said,  “We  moni- 
tor Excerpta  Medica,  Section  6 on  internal  medicine, 
for  a clue  to  what  journals  are  publishing  material 
deemed  worthy  of  inclusion  in  Excerpta  Medica  and 
it  has  been  of  interest  to  me  to  see  rather  more  ab- 


1.  The  meeting  was  held  in  the  Billings  Auditorium  of  the 
National  Library  of  Medicine  at  Bethesda,  Maryland,  Septem- 
ber 18,  1972.  Members  of  the  panel  were  John  A.  D.  Cooper, 
Editor  of  Journal  of  Medical  Education,  George  L.  Fite,  Sen- 
ior Editor,  Journal  of  American  Medical  Association,  Edward 
J.  Huth,  Editor  of  Annals  of  Internal  Medicine,  Franz  J. 
Ingelfinger,  Editor  of  New  England  Journal  of  Medicine,  and 
Irvine  H.  Page,  moderator.  Editor  of  Modern  Medicine,  The 
meeting  was  informal  and  unstructured,  with  the  audience 
providing  much  of  the  discussion.  Most  of  the  national  medi- 
cal journals  and  several  state  journals  were  represented  at  the 
meeting.  This  journal  was  one  of  sixteen  of  the  larger  state 
medical  journals  invited  to  send  a representative. 


stracts  from  state  journals  than  I had  expected.  I 
think  the  fraction  of  what  is  published  in  state  journals 
that  is  thus  honored,  in  a sense,  is  relatively  small  but, 
nevertheless,  consistently,  there  are  papers  in  North- 
west Medicine,  Southern  Medical  Journal,  California 
Medicine  and  the  New  York  State  Journal  — these  are 
the  ones  turning  up  most  frequently.” 

In  discussing  editorial  direction.  Dr.  Huth  made  the 
surprising  comment  that  he  thinks  few  physicians 
over  the  age  of  40  are  reading  the  Annals  of  Internal 
Medicine.  He  admitted  that  the  remark  was  a bit  cyn- 
ical but  he  does  consider  his  main  audience  to  be 
teachers  of  medicine,  medical  students,  young  men  in 
training,  and  those  below  40  who  still  feel  that  they 
ought  to  follow  medical  literature  closely.  He  edits 
the  Annals  for  this  group.  He  also  said  that  anyone 
who  reads  a medical  journal  from  cover  to  cover  is  not 
reading  intelligently.  He  reported  a study  by  a journal 
devoted  to  psychology  indicating  that  each  paper 
published  was  looked  at  by  only  7 to  10  percent  of 
subscribers.^  No  physician  should  feel  that  he  is  wast- 
ing published  material  by  such  reading.  If  he  does  not 
read  selectively,  he  is  wasting  his  own  time. 

An  interesting  subject  at  the  conference  was  the 
quality  of  readership.  Franz  Ingelfinger,  Editor  of  The 
New  England  Journal  of  Medicine,  noted  that,  if  med- 
ical journals  are  to  educate,  physicians  must  do  what 
he  calls  creative  reading.  But  not  many  college  gradu- 
ates in  this  country  really  do  creative  reading.  He 
said,  “If  you  define  a person  as  a reader  if  he  reads  one 
serious  book  per  year,  you  find  that  nearly  half  of  the 
college  educated  adults  in  this  country  are  not  readers. 
Doctors  are  in  this  category.  ...  It  is  not  only  the  con- 
flicts and  the  other  interests  but  it  is  the  fact  that 
they  are  out  of  the  habit  of  reading.  They  can’t  read, 
and  they  won’t  read,  and  they’re  not  in  the  practice  of 
reading.  It  takes  just  as  much  skill  to  read  as  to  play 
tennis  or  to  listen  through  a stethescope.  That  is,  to 
read  effectively  and  to  get  information  into  your 
brain  box.  Doctors  are  in  the  same  category  as  other 
adults.  One-third  read  conscientiously,  one-third  read 
from  time  to  time  and  one-third  probably  won’t  read 
anything.  . . . Really,  this  goes  back  to  the  fundamen- 
tal educational  process  in  this  country  and,  taking  a 
pessimistic  view  of  the  future,  when  there  will  be 
more  and  more  television  . . . there  will  be  fewer  and 
fewer  readers.”  No  one  in  the  audience  disagreed. 

It  is  impossible  to  report  such  a meeting  adequately, 
but  it  is  possible  to  profit  by  the  thoughts  of  some  of 
the  most  able  medical  editors  in  the  nation.  Each  med- 
ical journal  is  unique,  each  has  its  purposes  and  its 
specific  audience.  Its  quality  must  be  judged,  not  by 
comparing  it  with  other  journals  having  different  pur- 
poses and  a different  audience,  but  only  on  how  well 
it  serves  those  for  whom  it  is  produced.  Equality  is 
not  only  unattainable,  it  is  undesirable.  There  is  a 
need  — even  a responsibility  — to  be  unequal. 

H.  L.  H. 


2.  Those  who  spend  millions  of  dollars  on  advertising  in 
medical  journals  also  recognize  that  readership  is  far  less  than 
100  percent.  A special  type  of  readership  research  indicating 
that  30  percent  of  those  receiving  a medical  journal  actually 
open  it  within  one  month  of  receipt  is  considered  excellent 
indication  that  the  journal  is  a good  medium  for  advertising. 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

Ilosone^Liquid  250 

Elr>thmmycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  inlormation  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 


Advances  in  Management 
of  Malignant  Solid  Tumors  in  Children 

F.  LEONARD  JOHNSON,  M.B.,  Seattle,  Washington 

Undoubtedly  the  improved  prognosis  of  many  children  with  malignant  solid  tumors 
over  the  past  decade  can  be  related  to  improvements  in  surgical  and  radiotherapeutic  tech- 
niques and  the  introduction  of  chemotherapy.  Major  advances  in  the  management  of  these 
children  follows  optimum  use  of  these  three  modalities  in  combination  and,  as  is  particu- 
larly illustrated  in  the  markedly  improved  prognosis  in  patients  with  Wilm’s  tumor  and 
rhabdomyosarcoma,  when  chemotherapy  is  given  in  prolonged,  maintenance  courses  for 
periods  of  12-18  months  following  diagnosis.  Equally  important  advances  have  come  with 
the  recognition  of  particular  clinical  and  histopathological  characteristics  of  tumors  that 
are  directly  related  to  prognosis  and  thereby  have  enabled  more  optimum  therapy  to  be 
given  by  dictating  when  the  aggressive  use  of  all  three  modalities  is  indicated,  or  alterna- 
tely, and  equally  important,  when  a less  aggressive  approach  should  be  taken.  From 
studies  stimulated  by  knowledge  of  the  clinical  characteristics  of  one  particular  pediatric 
neoplasm,  the  neuroblastoma,  has  come  the  possibility  of  a completely  new  immunothera- 
peutic  approach  to  the  treatment  of  malignant  disease  in  children. 


M ost  significant  advances  in  the 
management  of  solid  malignant  tu- 
mors in  childhood  over  the  past 
decade  emphasize  two  important 
concepts:  1.  that  for  a localized  ma- 
lignant tumor,  even  though  it  is 
apparently  completely  extirpated 
by  surgery  or  radiotherapy,  or  both, 
significant  improvement  in  cure 
rates  can  be  obtained  by  long  term 
maintenance  chemotherapy;  and  2. 
that  the  particular  therapeutic  ap- 
proach in  a particular  patient  is 
totally  interrelated  to  the  histology 
of  the  neoplasm  and  the  clinical 
staging  of  disease  at  the  time  of 
presentation. 

NECESSITY  FOR 

MAINTENANCE  THERAPY 

Undoubtedly,  the  most  impres- 
sive advance  has  come  with  the 
demonstrated  improved  prognosis  of 
children  suffering  from  non-metasta- 
tic  Wilms’  tumor  and  rhabdomyo- 
sarcoma treated  with  a combination 
of  radical  surgery,  radiation  and 
maintenance  chemotherapy  for  12- 
18  months. 

The  essential  role  of  radical  sur- 

Presented  as  part  of  a continuing 
medical  education  course  at  Children’s 
Orthopedic  Hospital  and  Medical  Center, 
Seattle,  May  18-19,  1972. 


gery  and  radiation  in  both  these  neo- 
plasms can  be  seen  from  Figure  1, 
which  demonstrates  that  prior  to 
the  widespread  use  of  both  these 
modalities,  fewer  than  20  percent 
of  children  survived:*  Complete 
removal  of  these  tumors,  however, 
offered  the  first  hope  of  cure  to  a 
substantial  40  to  50  percent  of  pa- 


tients, a constant  finding  of  most 
series.^ 

With  the  addition  of  a further 
12-18  months  of  chemotherapy  to 
patients  with  localized  disease  the 
two-year  and  one-year  survival  rates 
in  nephroblastoma  and  rhabdomyo- 
sarcoma, respectively,  have  increased 
to  80  percent.^’'*  In  view  of  the  fact 
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that  over  80  percent  of  recurrences 
in  these  tumors  occur  in  the  first  12 
months  following  diagnosis,  these 
results  are  most  encouraging.^ 

In  Wilms’  tumor,  the  drugs  of 
choice  are  actinomycin  D and  vin- 
cristine. Dactinomycin  is  given  at  a 
dose  of  15  A^g/kg/day  intravenously 
for  five  days.  This  course  is  re- 
peated at  six  weeks  and  then  3,  6, 
12  and  15  months  following  initial 
therapy  with  surgery  and  radiation. 
Vincristine,  either  given  alone  or  in 
combination  with  dactinomycin,  is 
given  in  a dose  of  1.5  mg/m^  on  the 
first  and  seventh  day  of  each  course. 
A national  Wilms’  tumor  survey  is 
currently  being  conducted  to  deter- 
mine the  optimum  administration  of 
these  drugs  after  initial  surgery  and 
radiotherapy. 

The  Children’s  Cancer  Study 
Group  A,  in  1967,  implemented 
similar  maintenance  chemotherapy 
in  children  with  rhabdomyosarcoma, 
initially  utilizing  a two-drug  regimen 
with  vincristine  and  dactinomycin 
and  more  recently  adding  cyclophos- 
phamide for  a three-drug  protocol. 
Figure  2.  Again,  initial  results  utiliz- 
ing both  these  protocols  have  been 
extremely  promising,  indicating  an 
overall  80  percent  potential  cure  rate 
in  children  treated  by  the  combined 
modalities  of  surgery,  radiation  and 
maintenance  chemotherapy. 

Thus,  although  the  dosage  sched- 
ules used  in  these  tumors  differ,  the 
common  correlate  with  markedly 
improved  survival  rates  is  the  use  of 
long  term  maintenance  chemother- 
apy after  the  initial  apparent  “cure” 
by  surgery  and  radiation,  and  this  is 
a lesson  that  may  well  have  implica- 
tions in  the  management  of  all 
malignant  tumors. 

IMPORTANCE  OF 

HISTOLOGY  AND  STAGING 

Several  tumors,  including  Wilms’ 
tumor,  Hodgkin’s  disease  and  neuro- 
blastoma emphasize  the  importance 
of  defining  the  histologic  and  clini- 
cal characteristics  of  a particular 
tumor  so  that  one  can  give  optimum 
therapy  with  aggressive  use  of  com- 
bined surgery,  radiation  and  chemo- 
therapy when  indicated  or  alterna- 


Chemical Nomenclature 


Generic 

Trade 

cyclophosphamide 

Cytoxan 

dactinomycin 

Cosmegen 

mechlorethamine 

Mustargen 

prednisone 

Betapar 
Deltasone 
Sigmagen 
Sterazolidin 
and  others 

procarbazine 

Matulane 

vincristine 

Oncovin 

tely,  and  equally  important,  spare 
the  child  any  of  these  modalities 
and  their  attendant  toxic  effects 
when  they  are  not  needed.^ 

mesoblastic  nephroma 

The  recognition  of  a group  of 
patients  with  nephroblastoma,  the 
mesoblastic  nephroma,  by  Bolande 
and  his  colleagues  in  1967,  empha- 
sized this  latter  point. ^ This  distinc- 
tive pathological  and  clinical  entity 
of  apparently  low  grade  malignancy, 
if  not  benign,  is  composed  of  well- 
differentiated  epithelial  cell  foci, 
unlike  the  malignant  areas  typically 
seen  in  Wilms’  tumor. 

These  tumors  have  undoubtedly 
contributed  to  better  survival  rates 
observed  in  infants  less  than  one 
year  of  age  hitherto  considered  to 


have  Wilms’  tumor.  Although  de- 
bate centers  around  whether  or  not 
the  mesoblastic  nephroma  is  histo- 
genetically  related  to  Wilms’  tumor, 
one  central  point  of  agreement  is 
that  nephrectomy  alone  is  adequate 
treatment.  Thus,  by  recognition  of 
this  particular  histologic  entity,  af- 
fected infants  are  spared  unneces- 
sary radiation  and  chemotherapy. 

Hodgkin's  disease 

Although  it  has  long  been  sus- 
pected the  histopathology  of  a par- 
ticular Hodgkin’s  neoplasm  influ- 
ences its  ultimate  prognosis,  it  was 
not  until  the  1960’s  that  this  rela- 
tionship was  clearly  defined  with 
Lukes’  histopathological  classifica- 
tion of  this  neoplasm:  “lymphocyte 
predominant  (LP),  nodular  scleros- 
ing (NS),  mixed  cellularity  (MC)  and 
lymphocyte  depleted  (LD).”®’^ 

The  former  two  variants  have  a 
distinctly  better  prognosis  than  the 
latter  two  histological  types,  dem- 
onstrating a spectrum  of  excellent 
to  poor  prognosis  through  the  four 
histological  variants.  Figure  3.  There 
is  also  a correlation  between  histol- 
ogy and  clinical  staging.  The  earlier 
the  stage  of  the  disease  at  detection, 
the  higher  percentage  of  tumors 
demonstrating  prognostically  favor- 
able histology  and  the  better  the 
prognosis.  Figures  4,  5.*“* 
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Fig.  2.  Representative  approach  to  treatment  of  localized  rhabdomyosarcoma. 
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Yet  another  interrelated  histo- 
logic feature  is  that  of  vascular  inva- 
sion, first  reported  by  Rappaport  in 
1971.'®  Observed  most  commonly 
in  patients  whose  tumors  show  lym- 
phocyte depleted  histology,  this 
finding  appears  to  correlate  with 
recurrence  following  radiotherapy 
even  though  the  tumor  may  be 
Stage  I or  Stage  II  at  the  time  of 
diagnosis. 

In  relation  to  precise  staging  of 
Hodgkin’s  disease,  debate  at  present 
centers  around  the  indication  for 
lymphangiography,  and  laparotomy 
and  splenectomy  as  part  of  the 
patient’s  initial  work-up. 

Lymphangiography  was  the  first 
investigative  procedure  to  demon- 
strate that  a significant  percentage 
of  patients  classified  as  Stage  I and 
Stage  II  were  in  fact  Stage  III  with 
spread  below  the  diaphragm.  The 
use  of  routine  investigative  laparot- 
omy and  splenectomy  has  since  con- 
firmed that  if  more  than  one  peri- 
pheral area  is  involved  above  the 
diaphragm,  one-third  of  patients 
have  disease  in  their  abdominal 
nodes  and  spleen.  In  addition,  25 
percent  of  patients  who  do  not  have 


splenomegaly  on  clinical  examina- 
tion have  involvement  of  the  spleen 
on  pathologic  examination.'* 

Thus,  knowledge  of:  1.  the  pre- 
cise staging  of  disease  at  the  time  of 
diagnosis;  2.  the  precise  histology  of 
a particular  neoplasm;  and  3.  the 
presence  or  absence  of  vascular  in- 
vasion, must  influence  how  agres- 
sively  one  must  utilize  radiotherapy 
or  chemotherapy,  or  both,  even 
though  the  tumor  may  be  localized 
at  the  time  of  diagnosis. 

To  emphasize  this  concept,  re- 
cent data  from  the  study  conducted 
at  the  National  Cancer  Institute  re- 
vealed that  there  was  no  improve- 
ment in  survival  as  result  of  treat- 
ment by  extended  field  or  more 
aggressive  total  nodal  irradiation  in 
Stage  I and  II  nodular  sclerosing 
Hodgkin’s  disease.  With  all  other 
histological  types  however,  there 
was  a significant  improvement  with 
the  more  aggressive  total  nodal 
irradiation.'* 

To  date,  the  best  documented 
results  in  Stage  I and  IIA  Hodgkin’s 
disease  have  been  obtained  with 
extended  field  irradiation  which  in- 
cludes the  liver  and  spleen,  and  in 


Stage  I and  II B disease  and  Stage 
IIIA  Hodgkin’s  disease  with  total 
nodal  irradiation.  At  present,  in 
Stage  III  and  IV  disease  a combined 
approach  involving  both  radiother- 
apy and  chemotherapy  appears  to 
be  the  most  promising.'*  Using 
this  approach,  five-year  survivals  of 
over  80  percent  in  patients  with 
Stage  I and  II  disease  and  over  50 
percent  with  Stage  III  and  IV  disease 
have  been  documented.'* 

Although  the  therapeutic  contro- 
versy in  this  neoplasm  is  how  aggres- 
sive radiotherapy  should  be  partic- 
ularly for  localized  lesions  above 
the  diaphragm,  recent  results  with 
chemotherapy  are  demonstrating  the 
value  of  one  particular  regimen,  a 
combination  of  mechlorethamine 
(nitrogen  mustard),  vincristine,  pro- 
carbazine and  prednisone  (“MOPP” 
protocol).  Complete  remission  rates 
of  50-80  percent  of  patients  with 
Stage  III  and  IV  disease  (all  age 
groups)  with  a median  duration  of 
three  years  disease  free  survival  are 
now  well-documented.'* 

Thus  advances  are  being  made  in 
the  therapy  of  Hodgkin’s  disease 
constantly  supporting  the  statement 


Fig.  3.  Hodgkin's  disease:  histopathology  and  prognosis. 
Adult  and  pediatric  series  since  1965  (10,  11,  12,  13). 


Fig.  4.  Hodgkin’s  disease:  Correlation  between  histopath- 
ology and  stage  of  disease  in  children  (Butler,  1969). 
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made  in  1964  by  Franz  Buschke: 
“There  is  no  rigid  rule  for  the  treat- 
ment of  Hodgkin’s  disease  in  any 
stage.  The  modality  and  specific 
technique  of  therapy  should  be  ad- 
justed to  the  individual  situation.*’ 

neuroblastoma 

The  spectrum  of  maturity  seen 
with  tumors  of  the  sympathetic  ner- 
vous system  reflects  the  spectrum 
of  survival  seen  in  patients  with 
these  tumors.  In  1968,  Beckwith 
and  Martin  demonstrated  a statistic- 
ally significant  relationship  between 
prognosis  and  the  degree  of  differen- 
tiation of  a particular  neoplasm,  the 
more  differentiated  the  tumor  the 
better  the  prognosis.*® 

To  illustrate  this  point,  in  a re- 
view of  64  patients  seen  at  the 
Royal  Alexandra  Hospital  for  Chil- 
dren in  Sydney,  Australia,  between 
1960  and  1970,  the  following  clini- 
cal and  pathological  groupings  of 
the  patients  were  made: 

Group  I.  Completely  resectable 
primary  tumor  confined  to  organ  or 
structure  of  origin;  a.  differentiated, 
b.  undifferentiated. 

Group  II.  Primary  tumor  that 
is  not  completely  resected  or  has 
spread  locally  by  invasion  or  region- 
al metastases,  a.  differentiated,  b. 
undifferentiated. 

Group  III.  Primary  tumor  with 
distant  metastases  at  the  time  of  di- 
agnosis; a.  metastases  not  involving 
the  skeleton,  b.  metastases  involving 
the  skeleton. 

Group  IV.  Disseminated  disease 
with  unknown  primary  site;  a.  me- 
tastases not  involving  the  skeleton; 
b.  metastases  involving  the  skeleton. 

Group  S.  Remote  disease  con- 
fined to  liver  (hepatic  with  super- 
ficial tissues)  peripheral  with  or 
without  a known  primary  tumor.  *^ 

Examination  of  the  survival  of 
patients  classified  into  these  various 
groups.  Figure  6,  clearly  demon- 
strates that  even  though  patients 
with  an  encapsulated  tumor  (Group 
I)  overall  have  a far  better  prognosis 
than  those  in  whom  local  spread  of 
the  tumor  has  occurred  (Group  II); 
even  within  these  groups  the  more 


Fig.  5.  Hodgkin’s  disease  in  childhood: 


differentiated  the  tumor,  the  better 
the  prognosis. 

This  seiies  also  confirmed  that 
there  is  a special  group  of  infants 
presenting  with  neuroblastoma,  usu- 
ally (in  our  series  all)  under  one  year 
of  age  at  the  time  of  diagnosis,  who 
do  have  metastases  to  the  liver  often 
with  resultant  huge  hepatomegaly, 
or  to  the  skin  and  subcutaneous 
tissues,  and  in  whom  a primary 
adrenal  tumor  may  or  may  not  be 
demonstrated.  Designated  as  Group 
S these  children  have  a particularly 
good  prognosis,  all  in  our  series  sur- 
viving to  date,  five  of  the  six  chil- 
dren over  two  years.  This  specific 
group  of  children  has  frequently 
been  documented^**’^*  and  recently 
a survey  by  the  U.S.  Children’s 
Cancer  Study  Group  A documented 
a 75  percent,  two-year  survival  rate 
for  children  presenting  with  this 
particular  type  of  neuroblastoma.” 

Although  the  factors  relating  to 
the  prognosis  of  neuroblastoma  are 
multiple,  it  can  be  seen  that  one 
can  define  specific  groups  of  neuro- 
blastoma patients  related  to  differ- 
entiation, degree  of  encapsulation 
and  infiltration,  and  extent  of  dis- 
semination of  their  tumor,  and  can 
recognize  specific  groups  of  patients 
such  as  those  of  Group  S in  whom 
we  can  predict,  with  some  accuracy, 
the  clinical  course  of  their  disease. 


prognosis  related  to  stage  of  disease. 


This  again  is  particularly  import- 
ant therapeutically  for,  unfortunat- 
ely, with  the  increase  in  use  of 
chemotherapy  the  anticipated  in- 
crease of  cure  rate  observed  with 
the  previously  discussed  tumors  has 
not  been  seen  in  children  afflicted 
with  neuroblastomas.  Of  cytotoxic 
agents  used  to  date,  vincristine  and 
cyclophosphamide  appear  to  be  the 
most  effective  in  producing  tempor- 
ary palliation.  Thus,  emphasis  for 
cure  is  on  surgery  and  radiation 
but,  as  illustrated,  the  aggressive- 
ness with  which  these  modalities  are 
used  can  to  a great  extent  be  deter- 
mined by  the  clinical  and  patholog- 
ical characteristics  of  a particular 
neuroblastoma. 

If  a tumor  demonstrates  differ- 
entiation, even  though  it  cannot  be 
removed  completely,  and  residual 
tumor  remains  following  surgery, 
the  prognosis  is  still  good  following 
combined  treatment  with  radio- 
therapy. If,  however,  a neoplasm 
is  undifferentiated,  even  though  it 
may  apparently  be  “completely 
extirpated”  by  surgery,  radiother- 
apy and  maintenance  chemotherapy, 
over  50  percent  of  children  will 
still  succumb  from  recurrence  and 
metastases. 

Of  particular  importance  in  this 
regard  is  that  group  of  infants  who 
have  evidence  of  hepatic  metastases 
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Fig.  6.  Neuroblastoma;  stage  of  disease  related  to  prognosis  (See  Text). 


with  or  without  a primary  tumor 
and  no  evidence  of  skeletal  metas- 
tases  (Group  S).  Following  liver 
biopsy  confirming  the  diagnosis  of 
neuroblastoma  these  children  usu- 
ally receive  small,  occasionally  al- 
most homeopathic  doses  of  radio- 
therapy to  their  liver.  Usefulness  of 
radiotherapy  in  this  group  of  pa- 
tients has  been  often  stressed^*  but 
the  doses  of  radiotherapy  vary  great- 
ly from  center  to  center.  The 
prognosis  of  these  infants  is  invari- 
ably excellent,  but  it  is  difficult  to 
be  certain  whether  this  is  due  to 
Koop’s  “surgical  insult”  of  the  liver 
biopsy, the  radiotherapy  given,  or 
to  a basic  reaction  on  the  part  of 
the  host  unrelated  to  therapy. 

In  this  group  of  children,  aggres- 
sive therapy  with  extensive  surgery 
and  radiotherapy  to  all  apparent  sites 
of  metastases  is  contraindicated. 

Advances  have  come  in  the  man- 
agement of  malignant  solid  tumors, 
not  only  with  the  introduction  of 
new  chemotherapeutic  agents  and 
protocols  and  improvements  in  sur- 
gical and  radiotherapeutic  tech- 
niques, but  with  the  delineation  of 
particular  clinical  and  pathological 
characteristics  of  neoplasms  ena- 
bling optimum  use  of  these  three 
therapeutic  modalities. 


THE  FUTURE 

It  is  now  well-documented  by 
clinical  observation  and  animal  tu- 
mor experiments  that  there  is  a close 
interrelationship  between  immunity 
and  malignant  disease.^**  Malignant 
tumors  in  man  have  been  shown  to 
possess  tumor-associated  antigens 
which  the  human  host  is  able  to 
recognize  and  react  against.  In  vitro 
experiments  have  demonstrated  that 
the  multiplication  of  malignant  tu- 
mor cells  can  be  selectively  inhibited 
by  the  host’s  lymphocytes  and  that 
this  cell-mediated  immunity  may  be 
the  main  mechanism  of  this  reaction 
in  vivo.^^ 

The  problem,  however,  is  that 
these  antigenically  foreign  neoplas- 
tic cells  escape  the  normal  immun- 
ological surveillance  mechanisms  of 
the  host,  and  the  immunological  re- 
action that  is  then  mounted  by  the 
host  is  ineffective  — with  resultant 
tumor  growth. 

From  a study  of  neuroblastoma 
has  come  evidence,  however,  that 
factors  in  the  serum  of  patients  who 
succumb  from  this  disease  block  the 
action  of  their  own  lymphocytes 
aimed  at  preventing  tumor  growth. 

The  study  of  this  neoplasm  was 
stimulated  by  the  observation  that 


neuroblastoma  undergoes  spontane- 
ous regression  more  frequently  than 
any  other  pediatric  malignant  tu- 
mor, even  in  the  presence  of  wide- 
spread metastases. 

In  the  late  1960’s  came  an  impor- 
tant advance  in  the  understanding 
of  the  mechanism  of  this  regression 
when  Land  K.  E.  Hellstrdm,  George 
Pierce  and  A.  H.  Bill  began  study- 
ing the  basic  immunologic  reactions 
against  neuroblastoma.  They  ex- 
planted  tumor  cells,  removed  at 
operation  from  children  with  neuro- 
blastomas, in  tissue  culture  and  ex- 
posed them  to  lymphocytes  and 
plasma  from  several  sources,  includ- 
ing these  from  the  patient,  other 
patients  with  neuroblastoma,  rela- 
tives of  the  patient  and  healthy 
children. 

They  were  able  to  demonstrate: 

a.  That  the  circulating  lympho- 
cytes of  patients  with  actively  grow- 
ing neuroblastomas  were  in  fact  able 
to  attack  the  plated  neuroblastoma 
cells  from  their  own  and  other  pa- 
tients’ tumors  and  inhibit  tumor 
growth  in  vitro,  even  though  their 
rumors  were  progressively  enlarging 
in  vivo. 

b.  Most  significantly  that  the  se- 
rum of  these  patients  with  actively 
growing  tumors  blocked  this  ability 
of  the  lymphocytes  to  exert  their 
effects  on  plated  neuroblastoma 
cells.  This  effect  was  not  found  in 
the  serum  of  patients  considered 
“cured”  of  their  disease  with  com- 
plete tumor  regression  or  in  a large 
number  of  healthy  children. 

Thus,  there  appeared  to  be  a 
blocking  factor  (“blocking  anti- 
body”) in  the  serum  which  was  the 
single  factor  separating  those  pa- 
tients in  whom  the  tumor  progressed 
from  those  patients  in  whom  the 
tumor  regressed. 

The  therapeutic  aim  now,  obvi- 
ously, is  to  obtain  an  immunologic 
means  of  either,  1.  bolstering  the 
lymphocyte  response  on  the  part  of 
the  patient  by  non-specific  immuni- 
zation with  BCG  or  modified  neuro- 
blastoma tumor  cells,  or  both,  or 
2.  developing  an  “anti-blocking” 
factor  capable  of  preventing  the 
“blocking  antibody”  in  the  serum 
of  these  patients  from  rendering 
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their  own  lymphocytes  ineffective 
in  destroying  and  rejecting  their 
neuroblastoma.  The  feasibility  of 
this  has  previously  been  demon- 
strated in  animal  experiments  where 
it  has  been  shown  that  it  is  possible 
to  cure  30  percent  of  mice  with  pro- 
gressively growing  Maloney  sarcomas 
by  giving  them  immune  lymphocytes 
or  serum  from  related  animals  in 
whom  the  tumors  had  spontaneously 
regressed,  which  apparently  inter- 
fered with  previously  demonstrated 
“blocking  antibodies.”^®  This  latter 
approach  is  particularly  encouraging 
in  view  of  recent  suggestive  evidence 
of  “anti-blocking”  activity  in  the 
serum  of  relatives  of  patients  with 
malignant  melanomas  and  hyper- 
nephromas, and  in  the  serum  of  pa- 
tients with  regressing  neoplasms  of 
these  types. 

The  role  of  non-specific  and  spe- 
cific replacement  immunotherapy 


in  human  neoplasia  is  obviously  far 
from  precisely  defined.  Clinically 
the  problem  at  present  appears  to 
be  a very  difficult  one  for  there  is 
also  very  strong  experimental  evi- 
dence that  immunization  in  an  ani- 
mal with  a malignant  tumor  may 
result  in  enhancement  of  tumor 
growth  rather  than  inhibition.^® 

Nevertheless,  animal  experiments 
have  shown  that  by  bolstering  im- 
munologic responses  one  can  eradi- 
cate small  foci  of  neoplasia.  They 
have  also  demonstrated  that  tumor 
specific  rejection  responses  are  rela- 
tive and  can  only  cope  with  a certain 
maximum  number  of  tumor  cells. 

The  direction  of  the  future  may 
well  involve  a two-pronged  attack  on 
the  cancer  cell.  By  diminishing  the 
number  of  cells  in  the  primary  tu- 
mor mass  by  conventional  means  of 
therapy,  immunotherapeutic  tech- 
niques may  be  able  to  dispose  of  the 


relatively  few  remaining  malignant 
cells. 

Before  we  can  rationally  consider 
these  aspects  in  neuroblastoma  and 
other  pediatric  malignancies  much 
more  information  is  needed.  Never- 
theless, study  of  neuroblastoma  has 
given  the  promise  that  by  proper 
immunological  manipulation  the 
prognosis  of  children  with  cancer 
may  change  favorably  in  the  future. 
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A Faster  Way  to  Learn 

The  skilled  reader  can  control  his  own  rate  of  learning  and  read  the  printed  page  more 
rapidly  than  any  intelligible  lecturer  can  deliver  the  same  material.  It  is  well-known  that 
university  students  learn  as  much  from  reading  a passage  as  from  hearing  the  same  inform- 
ation in  a lecture.  In  general,  furthermore,  the  better  student  seems  to  profit  more  from 
reading  than  from  listening.  .Although  oral  presentations  are  probably  superior  to  printed 
material  in  changing  attitudes  or  opinion,  that  is,  mfluencing  the  affective  domain,  a crit- 
ical approach  is  favored  by  reading. 

Ralph  M.  Wynn,  M.D.,  in  the  Journal  of  Reproductive  Medicine,  September  1971 
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Fluid  Therapy  in  Clinical  Shock 

PETER  B.  MANSFIELD,  M.D.,  Seattle,  Washington 


In  a clinical  setting,  shock  may  be 
defined  as  inadequate  blood  flow 
to  vital  organs  or  tissues,  resulting 
in  cellular  dysfunction.  It  is  usually 
associated  with  signs  of  poor  perfu- 
sion such  as  low  blood  pressure  and 
vasoconstriction,  but  not  invariably 
so.  Most  important  is  early  recogni- 
tion of  the  clinical  state  and  rapid 
initiation  of  appropriate  therapy. 
Such  therapy  must  be  based  on 
knowledge  of  the  cause  of  shock 
and  understanding  of  the  associated 
pathophysiology.  Time  is  of  ut- 
most importance.  The  longer  the 
interval  between  the  onset  of  shock 
and  the  initiation  of  treatment,  the 
lower  the  survival  rate. 

pathophysiology  and  classification 
of  shock 

Normal  perfusion  requires  an  ade- 
quate volume  of  blood  in  the  vascu- 


The  clinical  treatment  of  shock 
must  be  individualized  for  each  pa- 
tient and  for  each  type  of  shock. 
Even  though  the  factors  of  reduced 
cardiac  output,  decreased  blood 
pressure,  sympatho-adrenal  response 
with  increased  peripheral  resistance 
and  acidosis  are  common  to  all  types 
of  shock  (except  the  rare,  high- 
output  form  of  septic  shock),  vol- 
ume infusion  is  of  prime  importance. 
It  is  contraindicated  in  cardiogenic 
shock. 

The  most  important  factor  in  sur- 
vival in  any  form  of  shock  is  its  early 
recognition  and  treatment.  Clinical 
situations  of  high  risk  such  as  trau- 
ma, cardiac  surgery,  birth,  and  urin- 
ary or  biliary  tract  infections  should 
be  watched  with  special  concern  for 
the  possible  development  of  shock. 

Presented  as  part  of  a continuing 
medical  education  course  at  Children’s 
Orthopedic  Hospital  and  Medical  Center, 
Seattle,  May  18-19,  1972. 


lar  bed,  a heart  capable  of  providing 
satisfactory  cardiac  output  and  a 
perfusion  bed  that  can  alter  its 
resistance  to  flow  and  keep  the  per- 
fusion pressure  up  to  satisfactory 
levels  for  a given  cardiac  output. 
In  equation  form: 

Blood  Pressure  = Cardiac 

Output  X Peripheral  Resistance 

Three  principal  types  of  shock 
are  defined  on  the  basis  of  their 
causes.  Table  1 . 

A.  Hypovolemic  shock:  With  sig- 
nificant losses  of  intravascular  fluid, 
venous  return  to  the  heart  is  dimin- 
ished, cardiac  output  falls,  and 
blood  pressure  falls.  A generalized 
sympatho-adrenal  response  results  in 
increased  peripheral  vasoconstriction 
(venous  and  arterial)  in  an  attempt 
to  increase  blood  pressure.  Tissue 
perfusion  is  further  reduced,  and 
acidosis  results. 

TREATMENT  OF  SHOCK 

Anticipation  will  reduce  the  delay 
between  the  onset  of  clinical  shock 
and  initiation  of  treatment. 

The  solutions  used  when  intra- 
venous fluid  therapy  is  indicated 
will  depend  on  what  is  available, 
how  urgent  the  need,  what  type  of 
fluid  is  being  lost  from  the  circula- 
tion, how  long  the  infused  solution 
will  remain  in  the  intravascular 
space,  and  what  risks  are  associated 
with  the  fluid  administration.  Table 
2 is  a list  of  commonly  used  solu- 
tions, available  in  most  hospitals. 

As  soon  as  the  diagnosis  of 
shock  is  entertained,  intravenous 
lines  should  be  rapidly  inserted. 
Even  in  cardiogenic  shock,  although 
volume  is  rarely  indicated,  drugs 
should  be  given  intravenously  to 
avoid  uncertain  absorption  from 
poorly  perfused  tissues.  Since  cen- 
tral venous  pressure  is  often  low  in 
hypovolemic  and  septic  shock,  and 
peripheral  veins  are  often  collapsed. 


B.  Cardiogenic  shock:  With  pri- 
mary heart  failure,  cardiac  output 
falls  and  blood  pressure  drops.  A 
sympatho-adrenal  response  results 
in  peripheral  vasoconstriction,  fur- 
ther reduced  tissue  perfusion,  and 
acidosis.  Venous  congestion,  both 
systemic  and  pulmonary,  further  re- 
duces oxygen  available  for  transport 
to  tissues. 

C.  Septic  shock:  The  endotoxin 
from  gram  positive  or  negative  bac- 
teria leads  to  pooling  of  blood  and 
plasma  in  the  peripheral  and  splanch- 
nic circulations.  Direct  toxic  effects 
often  cloud  the  patient’s  sensorium. 
With  reduced  venous  return  and  de- 
creased circulating  blood  volume, 
blood  pressure  drops,  a sympatho- 
adrenal response  occurs  and  peri- 
pheral vasoconstriction  follows.  Re- 
duced tissue  perfusion  and  acidosis 
is  the  result. 


a subclavian  stick  or  internal  jugular 
stick  with  a large  bore  catheter  can 
provide  an  excellent  infusion  line. 
Samples  of  blood  for  type  and  cross 
matching,  blood  cultures,  electro- 
lytes, other  lab  studies  and  serial 
hematocrits  can  also  be  obtained 
through  the  line.  In  newborns,  or 
the  rare  adult  in  whom  a large  vein 
stick  is  impractical,  a cutdown 
should  be  done  at  once.  Topical 
antibiotics  should  be  used  at  the 
skin  exit  site  of  all  cutdowns  or 
large  vein  sticks. 

The  selection  of  the  intravenous 
solution  will  depend  initially  on 
what  is  available  and  how  rapidly 
the  patient  requires  volume  replace- 
ment. While  the  intravenous  line  is 
being  inserted  the  solution  and  tub- 
ing are  obtained.  The  tubing  should 
be  of  the  hand-pump  type,  which 
can  administer  fluids  rapidly.  In 
newborns  and  infants  the  common 
drip  chamber  tubing  is  satisfactory 


765 

Northwest  Medicine,  October  1972 


since  fluids  can  be  pumped  in  with 
a syringe  in  satisfactory  volumes. 
Ringer’s  lactate  is  the  best  cry’stal- 
loid  for  emergency  volume  replace- 
ment in  hypovolemic  or  septic 
shock.  A 250  cc  bottle  of  dextrose 
in  water  should  be  started  and  given 
very  slowly  in  cases  of  cardiogenic 
shock. 

Crystalloid  solutions  are  immedi- 
ately available  whereas  most  colloids 
are  not.  Blood  must  be  typed  and 
cross  matched,  plasma  is  refrigerated 
and  should  be  type-specific.  Albu- 
min (5  percent  solution),  how'ever, 
does  have  significant  osmotic  activ- 
ity for  many  hours  to  days  after  in- 
fusion and  is  very  effectiv'e  in  the 
emergency  replacement  of  intravas- 
cular volume.  It  does  not  require 
refrigeration  and  can  be  stocked  on 
the  shelf  in  the  emergency  room  or 
intensive  care  area.  It  does  not  cart)' 
a risk  of  hepatitis.  All  crystalloids 
and  albumin  solutions  reduce  the 
hematocrit  and  dilute  fibrinogen 
levels,  leading  to  reduced  blood  vis- 
cosity and  some  decrease  of  the 
microcirculatory  sludging  found  in 
shock.  Dextran  (40  or  70)  may  help 
somewhat  further  by  preventing  ery- 
throcyte agglutination.  Infusions  of 
dextran  of  more  than  20  percent  of 
the  estimated  blood  volume  in  24 
hours  (6-7  percent  total  body  weight 
in  adults,  8-10  percent  body  weight 
in  infants  and  children)  can  lead  to 
coagulation  abnormalities.  Evidence 
of  pre-existing  renal  disease  in  the 
elderly  is  a contraindication  to  the 
use  of  dextran. 

As  soon  as  the  specific  colloid 
which  has  been  lost  from  the  circu- 
lation is  available,  it  should  be  used 
in  place  of  the  crystalloid  initially 
infused.  Hematocrit  between  25 
and  30  percent  is  quite  adequate  for 
oxygen  transport  and  probably  im- 
proves the  microcirculation. 

Once  volume  replacement  has 
started  vital  signs  moving  toward 
normal  values,  monitoring  becomes 
very  important.  Central  venous  pres- 
sure (CVP)  is  the  key  to  avoiding 
hypervolemia  in  septic  or  hypovol- 
emic shock.  Since  both  venous  and 
arterial  vasoconstriction  occur  in 
the  sympatho-adrenal  response  to 
lowered  blood  pressure,  the  CVP 


may  be  normal  even  when  blood 
volume  is  very  low,  and  therefore  is 
not  necessarily  a good  monitor  of 
hypovolemia.  Hypervolemia,  how- 
ever, when  the  cardiac  function  is 
normal,  is  well  reflected  by  the  CVP, 
and  a high  CVP  is  a good  indication 
to  hold  off  on  further  rapid  intra- 
venous infusions.  In  cardiogenic 
shock,  the  CVP  may  not  reflect  left 
atrial  pressure,  and  a pulmonary 
arteiy'  catheter  (Swan-Ganz)  is  a 
better  monitor  system.  Wedge  pres- 
sures of  greater  than  20  mm  Hg  sug- 
gest impending  pulmonary  edema. 


Chemical  Nomenclature 


Generic 


Trade 


furosemide 

lidocaine 

phentoiamine 


Lasix 

Xylocaine 

Regitine 


and  further  volume  should  be  with- 
held until  myocardial  contractility 
is  improved. 

Pulmonary  insufficiency  is  com- 
monly associated  with  all  forms  of 
shock.  This  may  be  microatelec- 
tases, pulmonary  edema,  arterioven- 
ous shunting,  positional  hydrostatic 
edema,  or  it  may  be  secondary  to 
unexplained  capillary  changes  which 
occur  in  hypotension.  In  addition, 
acidosis  and  hypoxia  are  potent  pul- 
monary vasoconstrictors,  and  care- 
ful monitoring  is  necessary  to  avoid 
their  compounding  the  clinical  situ- 
ation. Arterial  punctures  will  per- 
mit blood  gas  monitoring  of  pul- 
monary function  and  systemic  acid- 
base  status.  If  these  are  normal, 
occasional  arterial  samples  are  satis- 
factory. If  they  are  abnormal,  an 
arterial  line  should  be  inserted  at  the 
wrist  (be  sure  the  ulnar  artery  is  pat- 
ent to  the  vascular  arch  of  the  hand) 
for  more  frequent  sampling  and 
continuous  monitoring  of  blood 
pressure.  To  maintain  patency  of 
the  arterial  line,  a constant  infusion 
pump  can  infuse  heparinized  saline 
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(1,000  u heparin  per  250  cc  of  saline) 
at  2 cc  per  hour  for  newborns,  and 
5 to  10  cc  per  hour  for  adults. 

Urine  output  is  usually  a good 
indication  of  renal  perfusion.  An 
indwelling  catheter  for  hourly  urine 
volumes  is  advisable  in  any  patient 
who  has  not  responded  rapidly  to 
therapy  for  shock.  One  must  re- 
member that  after  trauma  and  sur- 
gery there  is  antidiuretic  hormone 
release  which  will  reduce  urine  out- 
put from  a normal  kidney.  If  urine 
sodium  is  less  than  20  mEq/liter, 
renal  tubular  function  and  perfusion 
are  almost  always  satisfactory.  When 
urine  output  is  low,  Na  content 
greater  than  40  mEq/liter,  and  os- 
molarity  near  that  of  plasma,  acute 
renal  failure  may  be  present,  and 
sharp  reduction  of  water  input  may 
be  required.  Mannitol,  50  percent 
dextrose  or  furosemide  may  be  used 
to  test  the  response  of  the  kidneys, 
but  should  not  be  repeated  if  the 
kidneys  fail  to  respond  to  their  use. 

When  plasma  losses  are  continu- 
ing without  significant  red  cell  losses, 
hematocrits  taken  at  4-hour  inter- 
vals are  good  indicators  of  the  ade- 
quacy of  plasma  replacement.  In 
cases  of  pancreatitis,  peritonitis, 
burns  and  postoperative  open  heart 
surgery,  this  type  of  monitoring  is 
helpful.  In  addition,  since  many 
crystalloids  leave  the  blood  stream 
within  a few  hours  of  administra- 
tion, the  hematocrit  will  indicate  a 
possible  need  for  further  infusions. 
The  hematocrit  is  not  an  indication 
of  blood  volum.e  in  hemorrhagic 
hypovolemic  shock. 

The  age  and  size  of  the  patient 
must  be  considered  in  the  treatment 
of  shock.  Signs  of  shock  in  the  new- 
born are  subtle,  and  may  only  be 
lethargy  or  hypothermia.  Their 
blood  pressure  is  often  difficult  to 
measure  accurately  even  when  nor- 
mal, urine  output  is  normally  low 
the  first  two  to  four  days  of  life, 
and  intravenous  lines  are  hard  to 
maintain  unless  they  are  cutdowns. 
Total  vascular  volume  may  be  250 
cc,  and  over-transfusion  is  ever  a 
threat.  Central  venous  lines  are  hard 
to  position  and  measure,  and  pres- 
sures vary  markedly  with  respiration. 
Fortunately,  they  seem  able  to  tol- 


Cause  of  Shock 
HYPOVOLEMIA 

e.g.,  Hemorrhage 
Burns 

Dehydration 

Pancreatitis 

Major  venous  thrombosis 

TABLE  1 

Presentation  & Physiology 

Clinical:  BP-f,  Heart  Ratet,  CVPf,  pale  pt.,  cool 
extremities,  urine  output  low,  sensorium  usually 
ok,  temp  normal  or  low 

Pathophysiology:  Volume  loss-^f'Cardiac 
output  and  4- BP.  Baroreceptors— > 
sympatho  adrenal  response  with  peripheral 
vasoconstriction  (venous  and  arterial) 
(splanchnic,  renal,  extremity  and  cutaneous 
flows  reduced)-)- Acidosis 

Initial  Treatment 

Elevate  legs 

Replace  volume  with 
appropriate  solution 

Stop  bleeding  if  present 
Monitor  CVP 

CARDIOGENIC 

Clinical:  BP-f,  Heart  rate  variable,  CVP  f or  normal. 

Inotropic  agents 

resp.  ratet,  cool  extremities,  cyanosis  common 

(Digitalis) 

e.g.,  Myocardial  infarction 

sweating,  shortness  of  breath,  anxiety,  hepatic 

IV  Diuretics  (lasix) 

S/P  open  heart  surgery 

enlargement  (newborns),  temp  normal 

Minimize  intravascular 

Congenital  heart  disease 

fluid  input,  and  NaCL 

Acquired  heart  disease 

Pathophysiology : 4-  Cardiac  output  ->4- BP, 

input 

baroreceptors-)-sympatho-adrenal  response 

Bed  Rest 

with  peripheral  vasoconstriction  further  loading 

Sedation 

an  uncompensated  heart,  atrial  hy pertension-». 

Monitor  for  arrythmias 

pulmonary  congestion 

Reduce  excessive  vaso- 
constriction 

SEPTIC 

Clinical:  High  risk  for  sepsis,  restlessness,  hyper 

Increase  intravascular 

active  (newborns-lethargy),  4-BP,  heart  ratet. 

volume 

e.g.,  Bacterial  infection 

tresp.  rate,  CVP 4-  or  normal,  temp  spike 

Blood  cultures 

? Viral  infection 

common,  cool  extremities  sensorium  often 

Antibiotics 

Enteritis 

clouded 

Seek  sources  of  infection 
Steroids 

Pathophysiology:  Peripheral  and  splanchnic  circula- 

Inotropic  agents,  if  needed 

tion  pooling  of  blood  and  plasma-).  4- venous 
return-)-  4-  cardiac  output  4-  BP,  sympatho- 
adrenal response  with  peripheral  vasoconstric- 
tion,4-  perfusion,  microcirculatory  stagnation 
and  acidosis.  Very  rapid  progression 

Monitor  CVP,  blood  gases 

TABLE  2 

Colloids 

Advantages 

Potential  Disadvantages 

WHOLE  BLOOD 

Specific  for  hemorrhagic  shock 

Remains  in  vascular  system  for  long  periods 

of  time 

Contains  several  coagulation  factors 
Excellent  O2  carrying  capacity 
Provides  some  nutrition 
RBC  5.5  gm  N2/ 100  ml  - slow  utilization 
Plasma  1 gm  N 2/ 100  ml  - rapid  utilization 

Requires  time  to  prepare  (Type  and 
cross  match) 

Transfusion  reactions  are  common 
Expensive 

Acid,  more  so  with  duration  of 
storage 

K+  elevated  (may  be  20-40  mEQ/L 
at  21  days) 

Requires  refrigeration 
Na  content  120  - 140  mEq/L 
NH^  content  high  at  21  days 
Citrate  binds  Ca'*"*' 

Risk  of  hepatitis 

PACKED  RBC 
(Hct  ~ 70%) 

Specific  for  RBC  deficiencies 
Remains  in  vascular  t 

Remains  in  vascular  system  for  long  periods  of 
Excellent  O2  carrying  capacity  at  minimum 
volume  infusion  and  low  Na  loads 
“Plasma”  component  can  be  varied  according 
to  need  and  infused  separately 

Plasma  removed  can  be  used  to  make  other  colloid 
solutions 

Requires  time  to  prepare 
(Type  and  cross  match) 
Transfusion  reactions 
Expensive 

Requires  refrigeration 
Risk  of  hepatitis 
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PLASMA 

Specific  replacement  for  plasma  losses 
Remains  in  vascular  compartment  for  long 
periods  of  time 

Fresh  frozen  contains  vital  coagulation 
factors 

Provides  some  nutrition  (1  gm  N2/IOO  ml) 

Requires  some  time  to  prepare 
(Frozen,  must  be  thawed) 
Transfusion  reactions 
Expensive 

Requires  refrigeration 
Na  content  ~ 120  - 130  mEq/L 
Risk  of  hepatitis 

No  O2  carrying  capacity  beyond  phy- 
sical solution 

ALBUMIN  (5%) 
IN  SALINE 

ReadUy  available;  excellent  replacement  for 
plasma  type  losses;  remains  in  vascular  compart- 
ment long  enough  (days)  to  permit  patient’s  own 
volume  replacement  to  function;  rare  transfu- 
sion-type reactions;  no  risk  of  hepatitis;  no 
refrigeration  needed;  no  cross  matching  or  typ- 
ing; provides  some  nutrition  (~0.9gm  N2/IOO  ml) 

Dilutes  plasma  constiuents  except  Na, 
Cl  and  albumin;  expensive;  Na  load- 
ing (~130-160  mEq/L);  No  O2 
carrying  capacity  beyond  physical 
solution 

SALT-POOR  ALBUMIN 
(SPA)  (25%) 

Readily  available;  excellent  volume  replacement 
in  cardiogenic  shock;  remains  in  vascular  com- 
partment for  significant  intervals  in  hypovolemic 
patients;  brings  extracellular  fluid  into  vascular 
compartment  rapidly,  approximately  three 
times  volume  of  SPA  administered;  rare  transfu- 
sion type  reactions;  no  risk  of  hepatitis;  no  refrig- 
eration; no  cross  matching  or  typing;  low  sodium 
volume  replacement;  does  not  dilute  plasma 
except  for  fibrinogen  and  globulins;  provides 
some  nutrition  (~4.0  gm  N2/IOO  cc) 

Expensive; Contraindicated  in  patients 
with  reduced  extra-cellular  volume; 
acute  volume  overloads;  no  specific 
O2  carrying  capacity 

Crystalloids: 

Advantages 

Potential  Disadvantages 

RINGER'S  LACTATE 

Readily  available 

Similar  to  plasma  without  protein 
Remains  in  vascular  system  over  several  hours 
Similar  to  extra  cellular  fluid 
Inexpensive  compared  to  collid  solutions 
Lactate  HCO  J if  hepatic  function  ok 

Na'*’  content  equals  plasma 
Slightly  acid  in  solution  — (Give  44 
mEq  NaHCO^/L  infused  if  acidosis  is 
a problem,  but  will  increase  Na  load) 
No  O2  carrying  capacity  beyond 
physical  solution 
No  protein  content 

NORMAL  SALINE 

Readily  available 

Leaves  vascular  system  over  a few  hours 
Inexpensive  compared  to  colloid  solutions 
Improves  blood  viscosity  temporarily 

Na  content  equals  plasma  (sodium 
loading) 

Acid  in  solution 

No  O2  carrying  capacity  beyond 
physical  solution 
No  protein  content 

DEXTRAN  70 
DEXTRAN  40 

Readily  available 

Supplied  in  D^W  or  normal  saline 
Leaves  vascular  system  over  a few  hours 
Reverses  erythrocyte  agglutination 
Improves  blood  viscosity  temporarily 

No  O2  carrying  capacity 
Large  doses  can  lead  to  coagulation 
abnormalities  ( > 20%  blood  volume/ 
24  hrs) 

Can  damage  kidney  tubules  when 
renal  blood  flow  and  GFR  are  dimin- 
ished (e.g.,  renal  artery  stenosis) 

Acid  in  solution 
No  protein  content 
Dilutes  plasma  constituents 

DEXTROSE  IN 
WATER 

None  other  than  readily  available 

Not  indicated  for  volume  therapy  in  shock 

Dilutes  plasma  ions  & proteins 
Leaves  vascular  system  very  rapidly 
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erate  low  blood  pressures,  anoxia 
and  low  urine  outputs  for  relatively 
long  periods  of  time. 

In  sharp  contrast  is  the  elderly 
patient  who  has  coronary  artery 
disease,  chronic  pulmonary  changes 
and  diminished  renal  reserve.  Hypo- 
tension is  easily  diagnosed,  blood 
pressure  easily  measured,  and  urine 
output  large  enough  for  hourly 
measurement.  Central  venous  lines 
can  be  large,  and  are  convenient  for 
CVP  measurements.  Unfortunately, 
he  tolerates  hypotension  poorly,  has 
pulmonary  and  cardiac  insufficiency 
early  in  the  clinical  shock  state,  and 
tolerates  sodium  loads  poorly.  The 
mortality  for  both  newborn  and  el- 
derly is  very  high  in  shock  states. 

treatment  of  specific  types  of  shock 

Hypovolemic  shock:  The  diag- 

nosis of  hypovolemic  shock  is  usu- 
ally obvious  when  the  intravascular 
volume  loss  is  sudden  (e.g.,  trauma) 
but  may  be  insidious  when  losses 
are  slower  (e.g.,  burn,  pancreatitis, 
peritonitis,  dehydration). 

Treatment  has  two  major  objec- 
tives: the  restoration  of  circulating 
volume,  and  stopping  further  intra- 
vascular volume  losses.  Fluid  re- 
placement ideally  is  the  same  as  that 
being  lost  (e.g.,  blood  in  a ruptured 
spleen,  plasma  in  peritonitis).  When 
this  is  not  possible,  almost  any  intra- 
venous solution  can  be  used  to  pre- 
serve life.  See  Table  2 for  a variety 
of  fluids  available  and  their  applica- 
tion. Large  bore  intravenous  lines 
should  be  inserted.  Once  fluid  ther- 
apy has  begun,  the  response  is  usu- 
ally dramatic.  With  severe  plasma 
losses  (without  significant  RBC  loss- 
es), hematocrits  taken  every  four 
hours  will  be  a good  index  of  the 
adequacy  of  plasma  replacement. 

A central  venous  line  should  be 
used  to  guard  against  over-infusion. 
Since  both  arterial  and  venous  con- 
striction have  occurred,  a CVP  read- 
ing does  not  reflect  blood  volume 
until  it  becomes  elevated.  Normal 
readings  of  2 to  8 cm  of  HjO  can 
occur  with  blood  volumes  20  to  40 
percent  low,  due  to  extreme  veno- 
constriction.  Central  venous  pres- 
sure reflects  tbe  relationship  of  cir- 


culating blood  volume  to  vascular 
bed  capacity.  Vascular  bed  capacity 
varies  with  changes  in  vascular  tone, 
especially  on  the  venous  side.  In 
addition,  even  though  volume  is  re- 
placed rapidly,  it  may  take  several 
hours  for  vasoconstriction  to  abate. 
It  is  common  to  see  a rapid  CVP  rise 
after  infusion  of  blood,  then  a de- 
crease, as  the  patient’s  extremities 
warm  up  and  perfusion  improves. 

Treatment  for  the  cause  of  the 
hypovolemia  should  be  appropriate. 
Surgery  for  a ruptured  spleen,  anti- 
biotics and  surgery  for  a ruptured 
appendix  with  peritonitis,  or  burn 
therapy,  are  all  prime  factors  in  pre- 
venting the  continuation  or  recur- 
rence of  shock.  Since  most  systems 
are  otherwise  normal  before  acute, 
hypovolemic  shock,  good  survival 
rates  can  be  expected  with  early 
institution  of  therapy.  Severe  burns, 
massive  crush  injuries,  and  late  insti- 
tution of  therapy  lead  to  lower 
survival  rates. 

Cardiogenic  shock:  In  other 

types  of  shock,  intravascular  volume 
is  less  than  intravascular  capacity, 
while  in  cardiogenic  shock,  blood 
volumes  are  usually  normal  or  ele- 
vated. Therapy  is  aimed  at  increasing 
myocardial  contractility  and  decreas- 
ing the  elevated  peripheral  resistance 
(the  sympatho-adrenal  response)  to 
ease  the  heart’s  burden.  If  pulmon- 
ary congestion  is  present,  fluids 
must  be  sharply  restricted,  inotropic 
agents  are  given,  and  intravenous 
diuretics  are  used  to  remove  excess 
fluid  volume.  If  renal  function  is 
impaired,  peritoneal  dialysis  can  rap- 
idly remove  excess  volume.  Anxiety 
compounds  the  sympatho-adrenal 
response,  and  sedation  is  important. 
Arrhythmias  often  are  associated 
with  cardiogenic  shock,  and  lido- 
caine  is  used  in  a bolus  or  as  a drip. 
Constant  ECG  monitoring  is  man- 
datory. Intubation  and  respirator 
support  is  used  for  intractable  pul- 
monary edema,  and  allows  a higher 
pulmonary  venous  pressure  before 
edema  of  the  lungs  prevents  oxygen 
transport. 

If  low  output  is  present  without 
pulmonary  symptoms,  volume  is 
given  until  either  pulmonary  symp- 


toms appear,  or  cardiac  output  has 
improved.  Salt-poor  albumin  (25 
percent)  can  be  particularly  useful, 
since  it  draws  three  to  four  times 
its  own  volume  of  extracellular  fluid 
into  the  blood  stream  in  15  to  30 
minutes,  and  combined  with  intra- 
venous diuretics  can  mobilize  excess 
fluids  rapidly.  Central  venous  pres- 
sures are  helpful,  but  no  arbitrary 
upper  limit  should  be  set.  Increasing 
end  diastolic  volume,  and  therefore 
myocardial  fiber  length,  is  a very  ef- 
ficient means  of  increasing  cardiac 
contractility.  The  limit  is  pulmon- 
ary dysfunction.  A catheter  (Swan- 
Ganz)  placed  in  the  peripheral  pul- 
monary artery  gives  a good  index  of 
left  atrial  pressure,  and  is  a better 
measure  of  when  to  stop  giving  vol- 
ume than  is  the  CVP. 

In  all  cases  of  cardiogenic  shock, 
sodium  and  water  loads  should  be 
kept  to  a minimum.  Peripheral  vaso- 
dilators (blockers,  e.g.,  phentola- 
mine),  can  improve  peripheral  per- 
fusion at  the  same  or  lower  blood 
pressure,  relieving  some  of  the  bur- 
den on  the  heart. 

Septic  shock:  The  patient  with 
septic  shock  starts  with  a normal 
relationship  of  blood  volume  to  vas- 
cular capacity,  but  because  of  pool- 
ing, both  blood  and  plasma  are  very 
rapidly  lost  from  the  circulation. 
Therapy,  in  the  form  of  volume  (usu- 
ally non-red-cell-containing),  must 
be  initiated  rapidly.  Since  cardiac 
function  is  usually  normal,  a CVP 
line  is  an  excellent  means  of  guard- 
ing against  fluid  overloading.  It  is 
also  a good  way  to  obtain  blood 
cultures  and  to  administer  the  need- 
ed volume.  As  soon  as  vital  signs 
are  stabilized  and  cultures  drawn, 
antibiotics  in  large  doses  appropri- 
ate for  the  most  likely  source  of  sep- 
sis should  be  started.  An  intensive 
search  for  sources  of  sepsis  which 
can  be  cultured  or  drained  must  be 
made.  Any  purulence,  or  fluids  sus- 
pected of  sepsis,  should  be  smeared 
and  stained  immediately  to  help  in 
the  early  selection  of  antibiotics. 

As  fluid  administration  may  need 
to  be  very  large,  support  of  cardiac 
function  with  inotropic  agents,  espe- 
cially digitalis,  should  be  considered. 


769 

Northwest  Medicine,  October  1972 


Massive  doses  of  steroids  help  dimin- 
ish peripheral  vasoconstriction,  and 
may  help  at  an  intracellular  level 
also. 

summary 

Clinical  shock  is  an  inadequate 


blood  flow  to  vital  organs  that  re- 
sults in  cellular  dysfunction.  It  is 
frequently  fatal.  Early  diagnosis, 
followed  by  rapid  appropriate  ther- 
apy, and  continuous  monitoring,  can 
reduce  the  high  mortality  rate.  The 
clinical  presentation  and  pathophy- 


siology of  the  different  types  of 
shock,  initial  therapy,  monitoring 
techniques  and  a comparison  of  the 
fluids  used  for  intravenous  therapy 
are  presented. 

4800  Sand  Point  Way  N.E. 
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The  reference  list  submitted  by  the 
author  has  not  been  included  in  this 
publication  although  reference  figures 
have  been  retained  for  convenience  of 
readers.  Photocopies  of  the  list  will  be 
provided  on  request.  Address  requests  to 
Editor,  Northwest  Medicine,  500  Wall 
Street,  Seattle  98121. 


A Preview  of  Life  in  Practice 

In  remembering  those  with  whom  I was  year  after  year  associated,  and  with  whom  it 
was  my  duty  to  study,  nothing  appears  more  certain  than  that  the  personal  character,  the 
very  nature,  the  will,  of  each  student  had  far  greater  force  in  determining  his  career  than 
any  helps  or  hindrances  whatever.  All  my  recollections  would  lead  me  to  tell  that  every 
student  may  draw  from  his  daily  life  a very  likely  forecast  of  his  life  in  practice,  for  it  will 
depend  on  him  a hundredfold  more  than  on  circumstances.  The  time  and  the  place,  the 
work  to  he  done,  and  its  responsibilities,  will  change;  but  the  man  will  be  the  same,  except 
in  so  far  as  he  may  change  himself. 

Sir  James  Paget,  Sf.  Bartholomew’s  Hospital  Reports  5:238,  1869 
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The  Blue  Neonate:  Cardiac 


STANLEY  J.  STAMM,  M.D.,  Seattle,  Washington 


Among  twelve  recognizable  causes  of  pathologic  cyanosis  in  the  newborn,  intracranial 
disturbance  ranks  first  and  congenital  heart  disease  second.  Precise  diagnosis  of  the  cardiac 
lesion  causing  cyanosis  is  not  necessary  but  early  recognition  of  a heart  problem  is.  Only 
by  early  recognition  and  prompt  medical  or  surgical  treatment  can  the  poor  prognosis  of 
congenital  heart  disease  be  changed. 


is  true  in  so  many  aspects  of 
medicine,  the  first  step  in  care  of 
the  blue  neonate  is  the  most  diffi- 
cult. Recognition  of  cyanosis  in  the 
newborn,  let  alone  the  cardiac  eti- 
ology, is  often  dependent  on  the 
clinical  experience  of  the  physician 
and  personnel  in  the  nursery  for  the 
newborn.  State  of  oxygenation  in 
the  newborn  is  difficult  to  assess 
for  a variety  of  reasons,  the  simplest 
being  color  of  the  wall  paint  other 
than  white  and  the  lighting  in  the 
nursery  that  does  not  approximate 
daylight.  The  baby  may  present 
cyanosis,  particularly  of  the  hands 
and  feet,  that  can  be  entirely  inno- 
cent but  rather  marked  for  the  first 
few  days  of  life.  The  tongue  and 
oral  mucosa  are  far  better  indicators 
for  arterial  saturation  than  either 
lips  or  skin. 

Blueness  of  the  mucosa,  with 
crying,  in  the  first  hour  after  birth 
may  be  normal  and  has  been  docu- 
mented as  being  physiologic  right  to 
left  shunting  through  either  a ductus 
arteriosus  or  the  foramen  ovale. 

Attention  of  the  attending  physi- 
cian is  usually  drawn  by  a call  from 
the  newborn  nursery,  that  goes 
something  like,  “Doctor,  your  pa- 
tient does  not  pink  up  in  100  per- 
cent oxygen.”  This  certainly  is  a 
clue  that  you  may  be  dealing  with 
true  cyanosis. 

non-cardiac  causes  of  cyanosis 

In  evaluating  the  blue  neonate  it 
is  obvious  that  the  statement  “all 
that’s  blue  ain’t  cardiac”  is  a truism. 


Presented  as  part  of  a continuing 
medical  education  course  at  Children’s 
Orthopedic  Hospital  and  Medical  Center, 
Seattle,  May  18-19,  1972. 


Table  1 lists  the  causes  of  cyanosis 
of  the  neonate  in  93  newborns.* 
Usually  the  diagnosis  is  cerebral  dis- 
ease, sepsis,  an  infant  of  a diabetic 
mother  — occasionally  methemo- 
globinemia, or  polycythemia.  Any 
of  these  may  produce  cyanosis.  In 
these  cases,  dyspnea  is  less  apparent 
than  in  the  patient  with  congenital 
heart  disease  and  onset  is  later.  In 
cerebral  disease  there  may  be  peri- 
ods of  apnea,  bulging  fontanelle, 
poor  sucking  reflex,  vomiting,  a bigb 
pitched  cry,  flaccidity,  and  seizures, 
all  strongly  indicating  central  nerv- 
ous system  etiology.  Newborns  with 
sepsis  and  meningitis  have  periods 
of  apnea  and  cyanosis,  marked  anor- 
exia and  decreased  activity,  and  are 

TABLE  1 

Cause  of  Cyanosis  in  93  Newborns 


Severe  intracranial  disturbance  22 

Congenital  heart  disease  14 

Primary  pulmonary  disturbances  12 
Traumatic  cyanosis  9 

Hypothermia  6 

Choanal  stenosis  or  atresia; 

other  nasal  obstruction  6 

Inhalation  of  mucus  5 

Septicemia  or  meningitis  5 

Temporary  incoordination  of 

breathing  and  swallowing  4 

Diaphragmatic  hernia  2 

Esophageal  atresia  2 

Peripheral  cyanosis  1 

Unexplained  5 


93 

The  ultimate  cause  for  cyanosis  in  93 
newborn  infants  referred  because  of  this 
sign  to  a special  baby  care  unit  of  a 
maternity  hospital  in  England.  About 
one-third  of  the  babies  had  been  bom 
prematurely. 


sometimes  diagnosed  only  because 
the  physician  is  suspicious.  The 
large  plethoric  face  and  plump  ap- 
pearing infant  of  the  diabetic  mother 
may  appear  in  the  newborn  nursery 
as  a cyanotic  infant  and  may  have 
hypoglycemic  episodes.  Such  a pic- 
ture would  lead  one  to  investigate 
the  maternal  history  and  to  order 
laboratory  studies  to  substantiate 
the  presumption  of  hypoglycemia. 

Respiratory  disease,  particularly 
hyaline  membrane  disease,  or  respir- 
atory distress  syndrome,  may  be 
confused  with  congenital  cardiovas- 
cular defects  during  the  first  week. 
Usually  the  onset  of  tachypnea  is 
followed  by  rib  cage  retractions. 
This  is  very  early,  usually  in  the 
hours  after  birth,  and  cyanosis  fol- 
lows the  respiratory  symptoms.  Sys- 
tolic murmurs  are  common  in  this 
disease,  but  are  seldom  loud.  Hya- 
line membrane  disease  is  commonly 
limited  to  premature  infants  and  in- 
fants of  diabetic  mothers.  X-rays  are 
very  helpful.  Electrocardiograms 
usually  are  not  abnormal.  There  may 
be  non-specific  S-T  wave  changes. 

Tracheo-esophageal  fistula  is  fre- 
quently diagnosed  by  an  alert  new- 
born nursery  staff.  They  note  exces- 
sive oral  secretion,  regurgitation  of 
feeding,  with  associated  cyanosis 
and  respiratory  distress.  When  a 
catheter  is  passed  into  the  esopha- 
gus an  obstruction  may  be  encoun- 
tered, similar  to  that  caused  by 
atresia.  X-ray  frequently  will  dem- 
onstrate air  in  the  blind  pouch. 
However,  associated  cardiovascular 
anomalies  with  tracheo-esophageal 
fistulae  have  been  well  documented. 
They  occur  in  about  37  percent  of 
reported  cases,  with  the  three  most 
common  cardiac  defects  being  pat- 
ent ductus  arteriosus,  ventricular 
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TABLE  2 

Differential  Diagnosis  of  Congenital  Heart  Disease  Causing  Cyanosis 


Heart  size 


Type  of  defect 

by  x-ray 

Vascularity 

ECG 

Transposition  of 
great  vessels 

large 

increased 

right  ventricular 
hypertrophy 

Tetralogy  of  Fallot 

small 

decreased 

right  ventricular 
hypertrophy 

Tricuspid  atresia 

small 

decreased 

left  ventricular 
hypertrophy 

Total  anomalous 
venus  return 

large 

increased 

right  ventricular 
hypertrophy 

Truncus  arteriosis 

large 

increased 

right  ventricular 
hypertrophy 

Ebstein's  anomaly 

large 

decreased 

P increased 
right  bundle 
branch  block 

septal  defect  and  coarctation  of  the 
aorta. 

There  are  a number  of  different 
disorders,  associated  with  serious 
obstruction  of  the  upper  airway, 
that  may  be  non-cardiac  in  origin, 
but  difficult  to  separate  by  the  pre- 
senting symptoms.  Examples  in- 
clude choanal  atresia,  laryngeal  ob- 
struction such  as  stenosis,  and  bron- 
chial malacia.  These  may  be  diffi- 
cult to  separate  from  vascular  rings. 
All  of  these  have  characteristic  signs 
of  marked  respiratory  difficulty, 
noisy  respirations,  and  episodes  of 
apnea.  Whether  the  problem  be 
primarily  respiratory  or  of  a cardio- 
vascular ring,  the  principle  danger  is 
asphyxia. 

cardiac  causes  of  cyanosis  in  the 
newborn 

Up  to  this  point  all  the  discussion 
has  been  on  the  possible  defects  of 
the  child  presenting  with  cyanosis, 
but  none  of  the  conditions  discussed 
is  cardiac.  In  placing  congenital 
heart  disease  in  the  overall  spectrum 
of  causes  of  cyanosis,  it  must  be 
listed  as  about  second  in  incidence, 
as  indicated  in  Table  1.  Malforma- 
tions of  the  heart  range  between  4.2 
to  8.5  per  thousand  births,  but 
about  one-third  of  all  babies  born 
with  a congenital  heart  defect  will 


die  within  the  first  month  of  life. 
Approximately  half  of  these  deaths 
will  occur  during  the  first  week.^ 
It  is  true  that  most  deaths  occur  in 
infants  with  multiple  cardiac  defects, 
and  often  in  those  with  cardiac  de- 
fects associated  with  extra-cardiac 
anomalies.  It  is  becoming  more  evi- 
dent that  the  first  48  to  72  hours 
after  birth  is  a critical  period  for  a 
newborn  with  a heart  defect,  and  it 
behooves  us  to  make  very  early 
identification  of  congenital  heart 
disease  as  a cause  of  cyanosis.  About 
three-quarters  of  the  deaths  can  be 
accounted  for  by  six  malformations 
grouped  as:  1.  coarctation  of  the 

aorta,  2.  mitral-aortic  atresia  (hypo- 
plastic left  heart),  3.  transposition 
of  the  great  arteries,  4.  tetralogy  of 
Fallot,  5.  origin  of  both  great  vessels 
from  the  right  ventricle  without 
pulmonary  stenosis,  and  6.  pulmon- 
ary atresia  with  an  intact  ventricular 
septum.^ 

diagnostic  approach 

The  diagnostic  features  that  indi- 
cate heart  disease  producing  cyano- 
sis in  the  neonate  are: 

1.  Early  cyanosis  of  oral  mucous 
membranes  and  tongue  that  does  not 
improve  with  100  percent  oxygen,  with 
or  without  dyspnea. 


2.  Early  cyanosis  followed  by  dysp- 
nea, usually  after  the  first  24  hours. 

3.  Cyanosis  with  abnormal  peripheral 
pulses,  decreased  at  palpation,  indicating 
poor  cardiac  output;  abnormal  B.P.’s. 

4.  Cyanosis  with  abnormal  electro- 
cardiogram or  chest  x-rays,  or  both. 

5.  Cyanosis  with  physical  findings  of 
congestive  failure  (hepatomegaly,  tachy- 
cardia, tachypnea,  dyspnea). 

With  any  of  these  combinations, 
cyanosis  of  the  neonate  is  considered 
of  cardiac  origin  until  proved  other- 
wise. This  is  far  more  important 
than  emphasis  on  the  presence  or 
absence  of  a “significant”  murmur. 
Blood  gasses  are  of  little  aid  early 
unless  utilized  as  an  adjunct  to  clini- 
cal observations.  During  the  first 
4 to  5 days  of  life,  blood  gasses  are 
not  reliable  by  the  peripheral  tech- 
nique and  should  be  obtained  from 
an  arterial  source. 

Finally,  the  differential  diagnosis 
of  congenital  heart  disease,  produc- 
ing cyanosis,  can  be  roughly  categor- 
ized by  thinking  of  the  five  T’s  and 
an  E,  Table  2. 

It  is  not  necessary  for  physicians 
attending  the  neonate  to  make  a dif- 
ferential diagnosis  of  a specific  type 
of  heart  disease,  but  it  is  essential  to 
recognize  that  heart  disease  exists. 
Early  diagnostic  catheterization  and 
angiograms  with  appropriate  medi- 
cal or  surgical  treatment  can  help 
change  the  poor  prognosis  only  if 
there  is  early  recognition  of  the 
problem. 

4800  Sand  Point  Way  N.E. 
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Idvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton.  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  producti 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs; 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
L'niversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratorv 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  emi^loyed  in 
rational  precomj^ounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “tyjii- 
cal”  patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardl.y 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
jjurchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  fhey  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
m.ay  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  ijut  on  the 
market  without  a substan- 
tial amount  of  acceiitable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
l)hysician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
(lence  of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal 
of  money.  I wish  we  i 
agree  on  a “granclf; 
clause"  approach  to  pi 
rations  thaf  have  been  i 
for  a number  of  years 
that  have  an  appar« 
satisfactory  track  reco, 
For  example,  I t 
some  of  the  antibiotic  i 
hi  nations  that  were  t 
off  the  market  by  the  1 
performed  quite  well.  ! 
thinking  particular! 
jrenicillin  - streptom 
combinations  that  pati 
— esirecially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  f( 
opportunities  for  do 
errors.  To  take  su 
preparation  off  the  ms 
doesn’t  seem  to  be 
medicine,  unless  actua 
age  showed  a great  de 
harm  from  the  injec 
(rather  than  the  pr 
use)  of  the  comhinafio 
The  point  that  shou 
emphasized  is  that  f 
are  both  rational  and 
tional  combinations, 
real  question  is,  who  sh 
determine  which  is  wl 
Obviously,  the  FD.-\  i 
play  a major  role  in  i 
ing  this  determinatior 
fact,  I don't  think  it 
avoid  taking  the  ultii 
responsibility,  but  it  sh 
enlist  the  help  of  oui 
physicians  and  experl 
assessing  the  evidence 
in  making  the  ultimate 
cision. 


d rtisement 


One  of  a series 


aker  of  Medicine 
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two  medications  are 
i effectively  to  treat  a 
> lin  condition,  and  it  is 
ivn  that  they  are  com- 
Uile,  it  clearly  is  useful 
1 conyenient  to  [jroyide 
in  one  dosage  form, 
ould  make  no  sense,  in 

iit  would  be  pedantic, 
nsist  they  always  be 
cribed  separately.  To 
d the  appearance  of 
jintry,  the  “exiiert”  de- 
; the  combination  be- 
e it  is  a fixed  dosage 
1.  When  the  “expert” 
kes  the  concept  of  fixed 
ige  form  he  obscures 
fact  that  single-ingre- 
t pharmaceutical  prep- 
ions  are  also  fixed 
ge  forms.  By  a singular 
(antic  exercise  he  im- 
b a pejoratiye  meaning 
jhe  term  “fixed  dose” 
i when  he  uses  it  with 
beet  to  combinations, 
(at  is  ignored  is  the  sim- 
I fact  that  only  in  the 
i'st  of  circumstances 
•;  any  physician  attempt 
itrate  an  exact  thera- 
r.ic  response  in  his  pa- 
t.  It  is  quite  jaossihle 
’ some  aches  and  jaains 
respond  to  500  mg.  of 
rin  yet  that  fact  does 
militate  against  the  us- 
dose  being  6.50  mg. 
he  other  semantic  ploy 
n called  into  play  is  to 
:ribe  a combination 
luct  as  rational  or  irra- 
al. 

ike  antibiotic  mixtures, 
source  of  much  of  the 
cism  generated  against 


combinations  generall y . 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
dTe  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  worfl  rational. 
Most  persons,  I suiipose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
ofiinion  of  those  in  power 
at  the  moment. 

Other  factors  goyern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieye 
conyenience  in  jirescrihing, 
to  reduce  medication  error, 
and  to  saye  money  for  their 
patients.  Combinations 
clearly  haye  met  the  test 
on  all  three  counts. 

I haye  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
eyen  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  jjroducts  (ex- 
cluding oral  contraceptiyes) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  ijart  played  by  goy- 
ernment  on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  ifiay  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effectiye  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effectiye, 
so  long  as  they  are  com- 
patihle  in  a formulation, 
we  haye  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
jjroducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  jiroblem  con- 
cerns the  efficacy  jjanel  dis- 
cussions of  many  products 
submitted  for  reyiew.  The 
term  “effectiye,  but”  has 
been  freely  interpreted  to 
mean  “ineffectiye”  in  toto, 
regardless  of  the  merit  of 
the  indiyidual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  reyiew  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  obseryation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  yalue,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  neyer-neyer  land. 

It  should  be  kept  in  mind 
by  all,  goyernment  as  well 
as  others  inyolyed  in  our 
health  care  system,  that 
adyances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  haye  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Giyen  the  near-infinite  bio- 
logic yariation  in  patient 
response,  this  is  hardly  sur- 
IJrising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoulrl  not  be  made  exclu- 
siyely  by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
I)roduct’s  effectiyeness  is 
acceptance  by  physicians 
who  haye  obseryed  its  ac- 
tions in  jjatients  oyer  time. 
The  corollary  statement 
may  be  made  about  oyer- 
the-counter  medicines, 
which  would  not  long  sur- 
yiye  if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  G^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Insi3hts  into  the  ulcer- prone 

This  man  governs  an  empire— the  section  of  beach  C | 
that  he  combs— and  he  may  have  much  in  common  ^ 
a business  tycoon.  Both  may  be  ulcer-prone  for  similj  “ 
reasons:  both  may  be  difficult  to  please  — both  may- 
demanding,  especially  of  themselves.  While  there  aril 
many  types  of  duodenal  ulcer  patients,  it  has  been  nott  j 
that,  characteristically,  these  individuals  are  not  easilj 
satisfied. 


Measuring  oneself  against  one's  own  expectations  oil 
against  those  of  society  may  be  equally  trying— equal! 
anxiety-provoking.  It  is  hard  to  win  when  both  succe;, 
and  failure  can  demand  a similar  price. 


If  the  ulcer  patient  were  to  modify  his  expectations, 
would  experience  less  anxiety— and  perhaps  fewer  ulil 
attacks.  In  most  cases,  this  would  mean  altering  the  en  j 
tire  constellation  of  psychological  attitudes.  Many  are  | 
unwilling  to  do  so,  and  many  are  unable.  But  while  the  1 
patient  is  trying  to  make  his  best  adjustment  to  his  ulce] 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm.l 


*Palmer,  E.  D. : Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeb] 
Medical  Division,  Harper  & Row,  1963,  p.  206. 
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Industry 


librax  can  relieve  excessive 
I nxiety,  thereby  helpinsto  reduce 
lain  and  spasm 

nee  duodenal  ulcer  is  frequently  associated  with 
ccessive  anxiety  and  tension,  therapy  logically  demands 
■lief  from  both  the  psychic  and  the  somatic  discomfort, 
brax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
des  in  a single  capsule  both  the  antianxiety  action  of 
Pjibrium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
• litispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
‘fibrax,  the  patient  usually  tends  to  react  less  strongly 
anxiety-provoking  situations,  and  hypersecretion  and 
ypermotility  are  also  reduced.  A reduction  of  asso- 
ated  pain  and  spasm  can  also  be  expected,  and  often 
I leer  attacks  become  fewer  and  farther  between! 

Jp  to  8 capsules  daily 
ji  divided  doses 

!)ptimum  therapeutic  response  can  be  achieved  with 
.idividualization  of  dosage— within  the  range  of  1 or  2 
apsules,  3 or  4 times  daily.  Many  patients  will  respond 
I'ell  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
!ften  be  relied  on  both  to  help  in  managing  the  acute 
ttack  and  to  help  the  patient  maintain  gains  in  therapy, 
ibrax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
nd-ji"  h.s. 

ollow-up  therapy,  Rx  #100,  Sig:  cap.-f'  t.i.d.  a.c. 
\w6.-^h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  ail  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage;  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
— •■adjunctive 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Cambridge  Clinic  to  Reopen  Public  Assistance  Costs  Listed 


Sam  Pobanz,  Ontario,  Oregon,  will  serve  as  “re- 
sponsible physician”  for  the  operation  of  the  Com- 
munity Clinic  at  Cambridge,  Idaho,  under  an  arrange- 
ment established  by  the  late  John  A.  Edwards  of 
Council. 

Mrs.  Kay  Ortman,  a nurse-practitioner,  will  staff 
the  clinic,  which  was  closed  when  Dr.  Edwards  died. 
Dr.  Pobanz  was  recently  licensed  to  practice  medicine 
and  surgery  in  Idaho  and  will  be  responsible  for  the 
clinic’s  operation. 

Meetings 

The  Professional  Assistants  Development  Commit- 
tee met  in  Boise  September  1,  1972.  Members  attend- 
ing were  James  R.  Kircher,  Burley,  Chairman;  Fred  O. 
Graeber,  Boise;  and  Fred  E.  Marienau,  Sandpoint. 
Excused  were  Ralph  A.  Goates,  Blackfoot,  and  Robert 
K.  Borron,  Nampa.  Meeting  with  the  committee  were 
A.  Lloyd  Barrott  and  Shelby  E.  Jarrell,  St.  Anthony. 

The  association’s  Committee  on  Coordination  of 
Nursing  Education  met  in  Boise  Thursday,  September 
7,  1972.  Members  of  the  committee  are  Joseph  W. 
Marshall,  Twin  Falls,  chairman;  O.  B.  Scott,  Kellogg; 
David  K.  Merrick,  Boise;  Blaine  B.  Jorgensen,  Poca- 
tello, and  C.  Hayden  Ellingham,  Burley. 

Russell  Tigert,  Jr.,  Soda  Springs,  chairman,  called 
a meeting  of  the  Industrial  Medical  Committee  in  the 
association  offices,  Boise,  on  October  12-13,  1972. 
Members  of  the  committee  are  David  W.  Heuskinkveld, 
Lewiston;  Claude  W.  Barrick,  Boise;  H.  Kent  Staheli, 
Pocatello,  and  Richard  P.  Sutton,  Burley. 

AM  A Awards  Given 

Fifteen  Idaho  physicians  have  received  the  Physi- 
cians Recognition  Award  of  the  American  Medical 
Association.  They  are:  Wayne  F.  Allen,  McCall;  C. 
Annest,  Burley;  Bernard  A.  Bodmer,  Boise;  Thomas  G. 
Colmey,  Coeur  d’Alene;  William  F.  Crepps,  Nampa; 
Robert  J.  Emerson,  Nampa;  Harvey  A.  Hatch,  Idaho 
Falls;  Sydney  A.  Horrocks,  Pocatello;  Clarence  A.  Me 
Intyre,  Jr.,  Nampa;  Wendell  Petty,  Twin  Falls;  Ivyl  W. 
Wells  and  Novell  M.  Wells,  Mountain  Home;  L.  Stanley 
Sell,  Idaho  Falls;  and  H.  Theodore  Thoreson,  Boise. 


The  Idaho  Department  of  Public  Assistance  listed 
expenditures  of  $10,437,801  for  the  months  of 
January,  February  and  March  1972,  compared  with 
$8,828,525  during  the  preceding  quarter.  Of  the  total 
32.2  percent,  or  $3,356,788, was  from  state  and  local 
funds,  and  67.8  percent,  or  $7,081,013  was  from 
federal  funds. 

Amounts  spent  in  five  categories  of  relief  were  old 
age  assistance,  $749,552;  aid  to  families  with  depend- 
ent children,  $3,947,197;  aid  to  the  blind,  $30,481; 
aid  to  the  permanently  and  totally  disabled,  $957,296; 
medical  assistance,  $3,219,570. 

The  average  payment  to  recipients  of  old  age  assist- 
ance for  the  three  months  was  $75.09;  dependent 
children  (per  case)  $205.01;  aid  to  the  blind,  $95.25; 
and  to  the  disabled,  $98.75. 


Physicians  Visit  Fairfield  Twice  Weekly 

Alden  M.  Packer  and  Robert  A.  Gwinner,  Hailey, 
have  initiated  a plan  under  which  residents  will  have 
medical  attention  available  in  Fairfield.  Each  of  the 
physicians  and  a Medex  will  be  in  Fairfield  twice 
weekly.  Fairfield  has  been  without  the  services  of  a 
physician  since  Marion  J.  Kerns  retired. 


Appointments 

Sister  Justine  Marie  has  been  appointed  administra- 
tor of  St.  Alphonsus  Hospital,  Boise,  succeeding  Sister 
M.  Peter  James,  who  has  been  transferred  to  Denver 
as  coordinator  of  health  activities  of  the  nine  hospitals 
operated  by  the  Sisters  of  the  Holy  Cross. 

Mr.  Max  A.  McBeth,  formerly  administrator  of  the 
Cottonwood  Hospital,  Salt  Lake  City,  has  been  ap- 
pointed administrator  of  Latter-Day  Saints  Hospital, 
Idaho  Falls.  He  succeeds  Mr.  Thomas  Harris,  who  has 
been  named  administrator  of  Primary  Childrens  Hospi- 
tal, Salt  Lake  City. 

Idaho  news  continued  on  page  786 
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Welcome  Doctor, 

We  have  what  youVe  been  looking  for... 


. . . medical  building  office  space.  We  know  we 
can  meet  your  needs  because  Careage  specializes 
in  medical  buildings.  Choose  your  facilities  now 
from  several  existing  Careage  professional  centers 
in  Bellingham,  Boise,  Vancouver,  Centralia,  Seattle  or 
many  other  locations  presently  available.  If  we  don't 
have  the  building  you  want  we  will  design  and  build  to 
suit  your  personal  and  professional  needs.  Our  total 
package  approach  includes  financing,  design,  con- 
struction and  leasing.  We  even  guarantee  the 
project  price!  For  the  answer  to  your  office 
space  needs  contact  Careage,  the  medi- 
cal facility  specialists. 


Corporation 

Your  one-stop  health  development  professionals 


The  Careage  Corporation 
P.O.  Box  580 

Bellevue,  Washington  98009 
Telephone  (206)  455-4990 
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The  negative  power  of  clinically  significant  anxie 
in  angina  pectoris... 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  hut  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCI)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCI) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

liOTiumr 

(chlordiazepoxide  HCI) 

K)-mg;  25-mg  capsules 
up  to  KX)  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  2S  mg 
chlordiazepoxide  HCI.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 


He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains: 

No.  0 

No.  1 

Na2 

Phenobarbital 

(Warning  May  be  habd  fofrrung) 

8 mg. 

15  mg. 

3^g. 

Belladonna  Extract 

8 mg. 

8 mg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Wafn  ng  May  ^e  hab  I forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg3 

(Warring  May  behab  i torrr  ng)  J 

Homatropine  Methylbromide  7.5  rngl 

(Ty-Med"*  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  Ty-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  1(X)  and  ICXX)  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


BELAP 

l^ranci  of  phenobarbital  and  Ix'lladonna  extract 

HAACK' 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  corrsult  available  package  insert  for 
prescribing  information. 
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CONTINUING 
MEDICAL  EDUCATION 


Compiled  by  Washington/Alaska  Regional  Medical 
Program,  Oregon  Regional  Medical  Program,  and 
Mountain  States  Regional  Medical  Program 


ALCOHOLISM,  November  1,  Pocatello,  Idaho. 

Faculty  to  be  announced.  Sponsor:  Southeastern  Idaho 
Center  for  Health  Resources,  Inc.  For  physicians.  No  en- 
rollment limit.  Information/registration:  Blaine  Durrant, 
Executive  Director,  Southeastern  Idaho  Center  for  Health 
Resources,  Inc.,  Idaho  State  University,  Box  82,  Pocatello, 
Idaho  83201. 


ACID-BASE  AND  ELECTROLYTES  AT  THE  BEDSIDE, 
November  3-4,  Christmas  Seal  Auditorium,  10th  Avenue  and 
Willow  Street,  Vancouver,  B.C. 

Faculty:  Faculty  of  Medicine,  the  University  of  British 

Columbia.  Sponsor:  The  University  of  British  Columbia, 
Departments  of  Obstetrics  and  Gynaecology  and  Paedi- 
atrics. For  physicians;  credit,  8 hours.  No  enrollment 
limit.  Fee,  $25.  November  3 — session,  4 p.m.  - 8:30  p.m. 
November  4 — session,  9 a.m.  - 12  noon.  Information/ 
registration:  The  University  of  British  Columbia  Health 

Sciences  Centre,  Continuing  Education  in  the  Health 
Sciences,  P.  A.  Woodward  Instructional  Resources  Centre, 
Vancouver  8,  British  Columbia.  (604)  228-2761. 


DIABETES  SYMPOSIUM,  November  3-4,  Seattle. 

Faculty:  J.  D.  Bagdade,  M.D.,  chairman.  Sponsor:  Wash- 
ington State  Diabetes  Foundation;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Pfizer  Corporation.  For  physicians.  No  enroll- 
ment limit.  No  fee.  November  3 — registration,  8 a.m.; 
session,  8:30  a.m.  - 5 p.m.  November  4 — session,  9 a.m.  - 
12  noon.  Preregistration  requested;  contact  the  Division  of 
Continuing  Medical  Education,  University  of  Washington 
School  of  Medicine,  RD-70,  Seattle  98195.  (206)  543- 
1050. 


THE  SURGICAL  PATIENT:  INTRA-OPERATIVE  MAN- 

.AGEMENT  AND  POST-OPERATIVE  CARE,  November  3-4, 
The  Mason  Clinic,  Seattle. 

Faculty:  Lucius  D.  Hill,  M.D.,  chairman.  Sponsor:  Vir- 
ginia Mason  Medical  Center.  For  physicians.  Enrollment 
limit:  maximum,  100;  minimum,  30.  Fee,  $35.  Novem- 
ber 3 — registration,  8:30  a.m.;  session  9 a.m.  - 5 p.m. 
November  4 — session,  9 a.m.  - 12  noon.  Preregistration 
required.  Contact  Kenneth  R.  Wilske,  M.D.,  Division  of 
Continuing  Medical  Education,  Virginia  Mason  Medical 
Center,  1111  Terry  Avenue,  Seattle  98101.  (206)  MA3- 
3700,  ext.  470  or  343. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


CME  continued  on  page  785 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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FROM  A TO  Z 

IT’S  HERE  AT 


SCHERER  is  the  house  that  has  it... here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 


SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 


Call  SCHERER. 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 
85005- Telephone:  (602)  254-7161 


CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926 •Telephone:  (916)  342-5612 


LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 


SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  • 95660 
Telephone:  (916)  483-4976 


SAN  DIEGO  • 5248  Linda  Vista  Road 
92110‘Telephone:  (714)  291-8120 


SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 


COLORADO 
COLORADO  SPRINGS 
4920  No.  Park  Loop  • 


• (303)  598-35K) 
80907 


DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  • 80211 
Telephone:  (303)  255-1491 


NEW  JERSEY 

NEWARK  ♦ 159  Terminal  Avenue 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 


OREGON 

PORTLAND  • 5714  N.E.  Hassalo  St. 
97213 'Telephone:  (503)  282-2295 


TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd. 
77001  •Telephone:  (713)  526-2011 


SAN  ANTONIO  • 138  W.  Rhapsody 
78216 'Telephone:  (512)  344-8303 


UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396 
84110  • Telephone:  (801)  487-1381 


WASHINGTON 

SEATTLE  • 1191  Andover  Park  PI. 
Tukwila,  Washington  • 98188 
Telephone:  (206)  242-4850 


NORTHWEST 

PORTLAND  • 5714  N.E. 

Hassalo  St.  • 97213 

(503)  282-2295 

SEAHLE  • 1191  Andover  Park  PI. 
Tukwila,  Washington  • 98188 

(206)  242-4850 


Scherer  Company 


MEDICAL  AND  SCIENTIFIC  SUPPLIES 


A BERGEN  BRUNSWIG  COMPANY 


CME  continued  from  page  783 

ANNUAL  CANCER  CONFERENCE,  November  10-11,  The 
Mason  Clinic,  1118  Ninth  Avenue,  Seattle. 

Faculty:  Willis  J.  Taylor,  M.D.,  chairman.  Sponsor;  Vir- 
ginia Mason  Medical  Center;  Washington  Division,  Ameri- 
can Cancer  Society.  For  physicians.  No  enrollment  limit. 
No  fee.  November  10  - registration,  1 p.m.;  session,  1:30 
p.m.  - 5:30  p.m.;  November  11—  registration,  8 a.m.; 
session,  8:30  a.m.  - 12  noon.  Preregistration  required. 
Contact  Kenneth  R.  Wilske,  M.D.,  Division  of  Continuing 
Medical  Education,  Virginia  Mason  Medical  Center,  1111 
Terry  Avenue,  Seattle  98101.  (206)  MA3-3700,  ext.  470 
or  343. 


BASIC  OFFICE  SKILLS  - OTOLARYNGOLOGY  AND  OPH- 
THALMOLOGY, November  23-24,  Department  of  Ophthal- 
mology, 2550  Willow  Street,  Vancouver,  B.  C. 

Faculty:  Faculty  of  Medicine,  the  University  of  British 

Columbia.  Sponsor:  Division  of  Otolaryngology,  Depart- 
ment of  Ophthalmology  and  Department  of  Surgery, 
Faculty  of  Medicine,  the  University  of  British  Columbia. 
For  physicians;  credit,  14  hours.  Enrollment  limit,  24. 
Fee,  $60.  Sessions,  9 a.m.  - 5 p.m.  Information/registra- 
tion: The  University  of  British  Columbia  Health  Sciences 
Centre,  Continuing  Education  in  the  Health  Sciences,  P.  A. 
Woodward  Instructional  Resources  Centre,  Vancouver  8, 
B.  C.  (604)  228-2761. 


DRUG  THERAPY,  November  29-30,  auditorium.  Health 
Sciences  Center,  University  of  Washington.  (Precedes  the 
American  College  of  Physicians  program  in  internal  medicine 
December  1-2  at  the  University  of  Washington.) 

Faculty:  George  N.  Aagaard,  M.D.,  chairman.  Sponsor: 
Division  of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine;  Washington  State  Depart- 
ment of  Social  and  Health  Services;  Washington  State 
Medical  Association;  Washington/Alaska  Regional  Medical 
Program.  For  physicians,  nurses,  and  other  health  pro- 
fessionals; WAFP  credit,  12  hours.  No  enrollment  limit. 
Fee,  $50.  November  29  — registration,  8 a.m.;  session, 
9 a.m.  - 5 p.m.  November  30  — session,  9 a.m.  - 5 p.m. 
Preregistration  requested.  Contact  the  Division  of  Continu- 
ing Medical  Education,  University  of  Washington  School 
of  Medicine,  RD-70,  Seattle  98195.  (206)  543-1050. 

POSTGRADUATE  PRECEPTORSHIPS:  INDIVIDUALIZED 
REFRESHER  COURSES*  ARRANGED  IN  MOST  MEDICAL 
SPECIALTIES,  at  hospitals  in  Seattle,  Spokane,  Tacoma  and 
Yakima. 

Faculty:  practicing  physicians.  Sponsor;  Washington/ 

Alaska  Regional  Medical  Program;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Washington  State  Medical  Association.  For 
physicians;  WAFP  credit,  35  hours  per  5-day  week.  No 
fee.  Dates  and  hours  to  be  individually  arranged.  Informa- 
tion/registration: Postgraduate  Preceptorship  Project, 

Washington/Alaska  Regional  Medical  Program,  530  Uni- 
versity District  Building,  Seattle  98105.  (206)  543-8525. 


Information  on  Continuing  Medical  Education 
courses  to  be  published  on  these  pages  should  go  to 
Joan  Kelday,  530  University  District  Building,  Seattle, 
Washington  981 05;  phone  (206)  543-85 25.  Deadline 
is  the  6th  of  the  month  preceding  the  month  of  publica- 
tion, and  not  less  than  60  days  before  the  meeting. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totadiiln 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


ma 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


785 

Northwest  Medicine,  October  1972 


Idaho  news  coutiiiued  from  page  778 


OBITUARY 


DR.  MARY  L.  HOLDREN,  49,  Boise,  died  August  12, 
1972. 

Born  June  3,  1923,  in  .Amarillo,  Texas,  she  received 
a bachelor  of  science  degree  from  Texas  State  College 
for  Women,  Denton,  a masters  degree  from  State  Uni- 
versity of  Iowa,  Iowa  City,  and  her  M.D.  degree  from 
Tiilane  University  School  of  Medicine,  New  Orleans, 
in  1951. 

Dr.  Holdren  interned  at  Children’s  Hospital  in  San 
Francisco,  and  was  a resident  in  obstetrics  and  gyne- 
cology at  the  same  hospital  for  two  years,  completing 
her  residency  at  Gorgas  Hospital,  Canal  Zone,  in  1955. 
She  practiced  in  Washington  and  Colorado  before  com- 
ing to  Idaho.  On  July  14,  1959,  she  received  license 
No.  M-2457  to  practice  medicine  and  surgery  in  Idaho, 
and  had  practiced  in  Boise  since  that  time. 


Dr.  Holdren  was  a member  of  the  Adu  County 
.Medical  Society,  the  Idaho  Medical  Association,  the 
American  Medical  Association,  the  American  Medical 
Women's  Association,  and  the  American  College  of 
Obstetricians  and  Gynecologists.  She  served  as  medi- 
cal director  of  the  Family  Planning  Clinic  in  the  City- 
County  Health  Department,  and  chairman  of  the  De- 
partments of  obstetrics  and  gynecology  at  both  Boise 
hospitals.  Dr.  Holdren  served  as  a member  of  the 
Board  of  Trustees  of  the  Boise  Independent  School 
District  and  as  a member  of  the  Booth  .Memorial 
Hospital  Advisory  Board. 

Dr.  Holdren  was  an  elder  in  the  First  United 
Presbyterian  Church  in  Boise.  She  is  survived  by  her 
husband.  Dr.  Robert  F.  Holdren,  a son,  Glen  R. 
Holdren,  and  a daughter,  Barbara  L.  Holdren,  of  Boise. 


Officers  Elected 


State  Board  of  Medicine  Section 


New  officers  have  been  elected  for  1972-7  3: 

North  Idaho  District  .Medical  Society 

President,  Allen  M.  Cochrane,  Lewiston;  President- 
Elect,  Richard  E.  Orr,  Cottonwood;  and  Secretary- 
Treasurer,  James  E.  Mahan,  Lewiston.  Delegates  and 
Alternate  Delegates  will  be  elected  later. 


Personals 

E.  V.  Simison,  Pocatello,  Dean  of  the  College  of 
Medical  Arts,  Idaho  State  University,  has  been  re- 
elected to  a fourth  consecutive  term  as  chairman  of 
the  Regional  Advisory  Group  of  the  Intermountain 
Regional  Medical  Program. 

John  M.  Ayers,  Moscow,  has  been  appointed  to  the 
Regional  Advisory  Group  of  the  Mountain  States  Re- 
gional .Medical  Program,  WICHE,  succeeding  Charles 
A.  Terhune,  Burley,  who  has  retired  from  practice. 

David  M.  Barton,  Boise,  has  been  appointed  as  a 
member  of  the  Idaho  State  Board  of  Environmental 
Protection  and  Health,  formerly  the  State  Board  of 
Health.  The  panel  has  one  other  physician  member, 
Lester  J.  Petersen,  Rexburg. 

Terrell  O.  Carver,  former  administrator  of  the  Idaho 
Department  of  Health,  has  been  appointed  health 
services  and  medical  director  of  the  Piedmont  Health 
Care  Corporation,  and  H.M.O.,  in  Greenville,  South 
Carolina. 

Donald  B.  Roberts,  Pocatello,  has  been  elected  to 
membership  in  the  American  Academy  of  Pediatrics. 

David  K.  Merrick,  Boise,  has  been  admitted  to 
membership  in  the  American  College  of  Physicians. 


Twenty-six  physicians  have  received  temporary 
licenses  to  practice  medicine  and  surgery  in  Idaho 
during  the  last  two  months,  Dan  E.  Stipe,  Lewiston, 
chairman  of  the  Board,  reports.  This  increase  brings 
to  115  the  number  of  physicians  receiving  licenses  to 
practice  in  Idaho  so  far  in  1972. 

Those  receiving  temporary  licenses  were: 

Black  foot 

Richard  F.  ^Schneider,  M.D.,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Missouri,  1947; 
Internship,  St.  Louis  City  Hospital;  Residency,  Barnes- 
McMillan  Hospital,  St.  Louis.  Psychiatry.  (Clinical 
Director,  State  Hospital  South). 

Boise 

Roberta  A.  Hughes,  M.D. , University  of  Washington 
School  of  Medicine,  Seattle,  1969;  Internship,  Strong 
Memorial  Hospital,  Rochester,  N.  Y.;  Residency, 
Strong  Memorial  Hospital  and  University  of  Washing- 
ton Hospitals,  Seattle.  Pediatrics. 

Theodore  A.  Walters,  M.D.,  University  of  Oregon 
Medical  School,  Portland,  1963;  Internship,  Resi- 
dency, Fellowship,  Letterman  General  Hospital,  San 
Francisco.  Internal  .Medicine  and  Hematology. 

Glenn  H.  Weyhrich,  M.D.,  University  of  Chicago 
School  of  Medicine,  1965;  Internship,  Residency, 
University  of  Chicago  School  of  Medicine,  1965;  In- 
ternship, Residency,  University  of  Oregon  Hospitals 
and  Clinics,  Portland.  Obstetrics,  Gynecology. 

Robert  L.  Fulwyler,  M.D.,  University  of  Oregon 
Medical  School,  Portland,  1961 ; Internship,  U.S.  Naval 
Hospital,  Camp  Pendleton,  California;  Residency,  U.S. 
Naval  Hospital,  Oakland.  Ophthalmology. 

Kenneth  D.  Smyth,  M.D.,  University  of  Oregon 
Medical  School,  Portland,  195  3;  Internship,  St.  Vin- 


786 

Northwest  .Medicine,  October  1972 


cent’s  Hospital,  Portland;  Residencies,  University  of 
Oregon  Medical  School  and  Stanford  University  Medi- 
cal School,  Palo  Alto.  Physical  Medicine,  Rehabilita- 
tion. (Elks  Rehabilitation  Center). 

Dieter  H.  Eckart,  M.D.,  University  of  Munich, 
Germany,  1959;  Internship  and  Residency,  internal 
medicine,  Mt.  Sinai  Hospital  of  Greater  Miami;  Fellow- 
ship, Hematology,  V.A.  and  Jackson  Memorial  Hospi- 
tals, University  of  Miami.  Emergency  Room. 

Thomas  L.  Cornwall,  M.D.,  Baylor  College  of  Medi- 
cine, Houston,  1967;  Internship,  Baylor  Affiliated 
Hospitals;  Residency,  Baylor  Affiliated  Hospitals, 
University  of  Washington  Affiliated  Hospitals,  Seattle. 
Pediatrics. 

Bonners  Ferry 

Jefrey  M.  Arlen,  M.D.,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  1968;  Internship, 
University  of  California  School  of  Medicine  at  San 
Francisco;  Residency,  Children’s  Hospital,  Honolulu. 
Pediatrics. 

Burley 

Kenneth  E.  Nelson,  M.D.,  University  of  Illinois 
College  of  Medicine,  Chicago,  1964;  Internship,  St. 
Francis  Hospital,  Peoria,  Illinois.  General  Practice. 

Caldwell 

Richard  A.  Haensli,  M.D.,  University  of  California 
Medical  School  at  Los  Angeles,  1964;  Internship,  Resi- 
dency, Los  Angeles  County,  UCLA  Medical  Center. 
Surgery. 

Thomas  O.  McMeekin,  M.D.,  University  of  Roch- 
ester School  of  Medicine,  New  York,  1971 ; Internship, 
Beth  Israel  Hospital  (Harvard  Medical  School)  Boston. 
USPHS  (Community  Health  Clinics). 

Coeur  d'Alene 

Thomas  O.  Reeds,  M.D.,  Wayne  State  University 
College  of  Medicine,  Detroit,  1967;  Internship,  Mun- 
son Medical  Center,  Traverse  City,  Michigan;  Resi- 
dency, Cincinnati  Children’s  Hospital,  Ohio.  Pediatrics. 

Dean  R.  Smart,  M.D.,  University  of  Oregon  Medical 
School,  Portland,  1966;  Internship,  W.  H.  Groves  L.D. 
S.  Hospital,  Salt  Lake  City;  Residency,  Wadsworth  VA 
Hospital,  Los  Angeles.  Otolaryngology. 

David  A.  Wold,  M.D.,  University  of  Washington 
School  of  Medicine,  Seattle,  1968;  Internship,  Tampa 
General  Hospital,  Florida;  Residency,  University  of 
Washington  School  of  Medicine.  Ophthalmology. 

Ralph  E.  Hunt,  M.D.,  Kansas  University  School  of 
Medicine,  Kansas  City,  1965;  Internship,  Residency, 
Kansas  City  General  Hospital.  General  Surgery. 

Lewiston 

Stephen  M.  Stewart,  M.D.,  University  of  Iowa 
School  of  Medicine,  Iowa  City,  1969;  Internship, 
Valley  County  Medical  Center,  Fresno,  California. 
General  Practice. 

Krystyna  Szmurlo,  M.D.,  Gymnasium  of  Wanda 
Posselt  Szachtmajer  Foundation,  Komorrow,  Poland, 
1948;  Internship,  Warsaw,  St.  Joseph’s  Hospital,  Syra- 
cuse, N.Y.;  Residency,  New  York  Hospital,  Cornell 

continued  on  page  788 
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Medical  Center;  Fellowship,  Metropolitan  Hospital, 
New  York  City.  Anesthesiology. 

Larry  D.  Harries,  M.D.,  University  of  Illinois  College 
of  Medicine,  Chicago,  1968;  Internship,  Sacred  Heart 
Hospital,  Spokane,  St.  Francis  Hospital,  Peoria,  Illinois. 
General  Practice. 

Moscow 

Ronald  J.  DuPont,  M.D.,  Marquette  University 
School  of  Medicine,  Milwaukee,  1964;  Internship,  St. 
Mary’s  Hospital,  Grand  Rapids,  Michigan;  Residency, 
Fort  Logan  Hospital,  Denver.  Psychiatry. 

Nampa 

Robert  H.  Pantell,  M.D.,  Boston  University  School 
of  Medicine,  1969;  Internship,  Residency,  University 
of  North  Carolina  Memorial  Hospital,  Chapel  Hill. 
Pediatrics  (Community  Health  Center). 

Pocatello 

James  M.  Lansche,  M.D.,  Washington  University 
School  of  Medicine,  St.  Louis,  1952;  Internship,  Grace- 
New  Haven  Community  Hospital,  Connecticut;  Resi- 
dency, Barnes  Hospital,  St.  Louis,  University  of  Cali- 
fornia Hospital,  San  Francisco.  Neurosurgery. 


Twin  Falls 

John  J.  Rademacher,  M.D.,  Wayne  State  Univer- 
sity, Detroit,  1966;  Internship,  Los  Angeles  County 
General  Hospital;  Residency,  Diagnostic  Radiology, 
University  of  Oregon  Medical  School,  Portland. 
Radiology. 

Patrick  P.  Desmond,  Jr.,  M.D.,  University  of  Ken- 
tucky College  of  Medicine,  Lexington,  1967;  Intern- 
ship, Baltimore  City  Hospitals,  Maryland;  Residency, 
University  of  Oregon  Affiliated  Hospitals,  Portland. 
Internal  Medicine. 

Out-of-State 

George  R.  Beck,  Spokane,  M.D.,  University  of 
Washington  School  of  Medicine,  Seattle,  1969;  Intern- 
ship, Residency,  North  Carolina  Memorial  Hospital, 
Chapel  Hill.  Pediatrics. 

Sam  Pobanz,  Ontario,  M.D.,  Indiana  University 
Medical  School,  Indianapolis,  1944;  Internship,  Luther 
Hospital,  Eau  Claire,  Wisconsin;  Residency,  Hines 
Hospital,  Hines,  Illinois;  Pediatric  Internship,  Salt  Lake 
General  Hospital,  Salt  Lake  City.  Internal  Medicine- 
Pediatrics  (Cambridge  Clinic). 


The  Remarkably  Rigid  Progression 
Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time- 
ordered  sequence  of  progressive  drinking.  Alcoholism  begins 
with  “social  drinking,”  then  progresses  to: 

I I Drinking  at  least  once  a week. 

I I Drinking  faster  and  more  than  the  "social  drinker." 

I I Experiencing  temporary  amnesia,  or  "blackouts." 

I I Becoming  more  drunk  than  the  "social  drinker." 

I I Losing  control  over  ability  to  stop  drinking  after  the  first  drink. 

I I Going  on  periodic  drinking  bouts. 

I I Losing  time  from  work. 

I I Protecting  and  hiding  liquor  supplies. 

I I Drinking  alone  in  the  morning  or  before  breakfast. 

[Z3  Getting  the  "shakes"  and  "butterflies"  and  finding  liquor 
mitigates  them. 

I I Finding  it  takes  less  alcohol  to  get  drunk  (less  tolerance  to 
the  drug,  probably  due  to  brain  damage). 

I I Experiencing  delirium  tremens  (D.T.'s). 

I I Feeling  vague  and  unreasoned  fears. 

I I Experiencing  insomnia. 

I I Dying  of  liver,  or  brain,  or  heart  disease,  or  debilitating 
diseases  such  as  tuberculosis  and  pneumonia  or  accidents. 

Member  of  American  Hospital  Association  • Accredited  by  Joint  Commission  on  Hospitals 
Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 
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What  it  means  fc 

to  live  and  woik  iiP 
Tipton  County,  i- 

Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons,  ' 

these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


S>lar,  actinic,  senile  keratoses 

tiled  by  many  names,  the  typical  lesion  is  flat 
oslightly  elevated,  brownish  or  reddish  in 
cior,  papular,  dry,  adherent,  rough,  sharply 
ijhned;  usually  multiple  lesions,  chiefly  on 
tlaosed  portions  of  the  skin. 

J^quence/selectivity  of  resjxmse 

Eythema  in  areas  of  lesions  may  begin  after 
s /eral  days  of  therapy;  height  of  reaction 
( ily  in  affected  areas)*  usually  occurs  within 
t o weeks,  declining  after  discontinuation  of 
lijrapy.  Since  this  response  is  so  predictable, 
Idons  that  do  not  respond  should  be  biopsied 
t rule  out  the  presence  of  a frank  neoplasm. 

(osmetic  results 

(j)smetic  results  are  highly  favorable.  Inci- 
cnce  of  scarring  is  low— important  with  multi- 
facial  lesions.  Efudex  should  be  applied 
\th  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

( ily  Roche  formulates  the  5 % cream . . . 

Igh  in  patient  acceptability . . . high  in  clinical 
eicacy,  especially  for  lesions  of  hands  and 
f rearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
ccHiventional  therapy 
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(fluorouracil) 
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Meetings  OF  MEDICAL  SOCIETIES 


Annual  — June  24-28,  1973,  New 
York:  June  23-27,  1974,  Chicago 

Clinical  — November  26-29,  1972 
Cincinnati;  November  25-28,  1973, 
Anaheim;  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians  — Region- 
al Meeting,  Dec.  1-2,  1972,  Seattle, 
Washington 


Idaho  .Medical  Association  — A>inual 
.Meeting,  June  27-30,  1973,  Sun  Valley 

Oregon  Medical  Association  — .Annual 
.Meeting,  Sept.  12-16,  1973,  Portland 

Washington  State  .Medical  Association  — 
Annual  Meeting,  Sept.  22-26,  1973, 
Seattle 


Pacific  Association  of  Pediatric  Surgeons 
— Si.xth  Annual  .Meeting,  .April  1973, 
San  Diego,  California 
Pres.  K.  Suruga,  Tokyo,  Japan 
Sec.  John  Campbell,  Portland 

Pacific  Northwest  Radiological  Society  — 
.Annual  .Meeting,  .May  11-13,  Benson 
Hotel,  Portland,  Oregon 
Pres.  J. Arch Colbrunn,  Roseburg,  Ore. 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

North  Pacific  Pediatric  Society  — 

Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

Northwest  Association  of  Physical  .Medi- 
cine and  Rehabilitation  — Annual 
.Meeting,  June  1973,  Banff,  Alberta, 
Canada 

Pres.  David  Blair,  Calgary,  Alberta 
Sec.  Donald  Silverman.  Seattle 

Northwest  Rheumatism  Society  — 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Ogden  Surgical  Society  — .Annual  Meet- 
ing, June  21,  1973,  Ogden,  Utah; 
Annual  Scientific  .Meeting,  .May  16-18, 
1973,  Ogden,  Utah 

Uc.sr  Coast  Allergy  Society  — .Annual 
.Meeting,  Nov.  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  E.  D.  Lynch,  Yakima 

OREGON 

Oregon  Academy  of  Family  Physicians  — 
Annual  .Meeting,  May  3-5,  1973,  Sun 
River,  Oregon 

Pres.  F.  Douglas  Day,  Portland 
Sec.  R.  M.  Bernard,  Beaverton 


Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.) 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Oct.,  Nov.,  Jan.-.April) 

Pres.  Bernard  Ryan,  Portland 
Sec.  Walter  G.  Larsen,  Portland 
Oregon  District  Branch  of  American  Psy- 
chiatric Association  — (J  an., .Apr., Oct.) 
Next  meeting  Jan.  18-19,  1973,  Thun- 
derbird  Motel,  Eugene. 

Pres.  Herman  A.  Dickel,  Portland 
Sec.  Maurice  Bowerman,  Hillsboro 
Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announced 
prior  to  meeting. 

Pres.  Peter  J.  Dawson,  Portland 
Sec.  Howard  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  .Med- 
ical .Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 
Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-.Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 
Oregon  Society  of  Anesthesiologists,  Inc. 
— 3rd  Fri.  (Oct.-.April)  Portland:  .\/uy, 
Salishan;Sepf.,  Village  Green,  Cottage 
Grove 

Pres.  Paul  E.  Schaff,  Portland 
Sec.  K.  W.  Hillyer,  Eugene 
Oregon  Society  of  Internal  .Medicine  — 
1st  Wed.  (Sept. -June)  OMA  Head- 
quarters, Portland.  .Annual  .Meeting, 
.May  10-12,  1973,  The  Dunes,  Lincoln 
City 

Pres.  Douglas  Johnson.  Coos  Bay 
Sec.  Neal  Smith,  Beaverton 

Oregon  Society  of  Obstetrics  and  Gyne- 
cology - 3rd  Fri.(Sept.-May)  6:30  p.m. 
New  Heathman  Hotel,  Portland 
Pres.  Jesse  Ray,  Portland 
Sec.  John  Tarnasky,  Portland 
Oregon  Thoracic  Society  — .Annual  .Meet- 
ing, Feb.  22-24,  1973,  Salishan 
Pres.  James  L.  Mack,  Portland 
Sec.  Melvin  Reeves,  Portland 

Oregon  Urological  Society  — Quarterly 
.Meetings,  Congress  Hotel,  Portland 
Pres,  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Pediatrics  — 1st 
.Mon.  (Oct.-June)  OMA  Building,  Port- 
land 

Pres.  Richard  Sleeter,  Portland 
Sec.  Arthur  D.  Kracke,  Portland 

Portland  Surgical  Society  — Second  week 
of  month  (Tues.  or  'Ihurs.)  Jantzen 
Beach  Thunderbird.  Annual  .Meeting, 


May  10-11,  1973,  Jantzen  Beach 

Thunderbird,  Portland 
Pres.  Nat  Wilson,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmology 

— 3rd  Tues.  (Oct.-.April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Win.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — Date  of 
each  meeting  announced  prior  to 
mee  ting 

Pres.  Gordon  P.  Baker,  Seattle 
Sec.  H.  Rowland  Pearsall,  Seattle 

Puget  Sound  Academy  of  Otolaryngology 

— 4th  Tues.  (Sept.,  Nov.,  Feb.,  Apr.) 
Pres.  Roger  Lindeman,  Seattle 

Sec.  Richard  Voorhees 

Seattle  Pediatric  Society  — 3rd  'Diurs., 
7:30  p.m.,  Washington  Athletic  Club, 
Seattle 

Pres.  Frederick  G.  Hazeltine,  Seattle 
Sec.  William  R.  Forney,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Spokane  Surgical  Society  —1st  Wednes- 
day (Oct., Dec., Feb.),  Spokane  Club, 
Spokane 

Pres.  D.  Wade  Robinson 
Sec.  Richard  E.  Ahlquist,  Jr. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May)  O’Brien’s  Restaurant,  Tacoma; 
.Annual  .Meeting,  March  16-17,  1973, 
University  of  Puget  Sound 
Pres.  L.  S.  Durkin,  Tacoma 
Sec.  John  R.  Alger,  Tacoma 

Washington  Academy  of  Family  Physi- 
cians — 

Pres.  Huber  K.  Grimm,  Seattle 
Sec.  Robert  B.  McLean,  Auburn 

Washington  State  Radiological  Society  — 
(Dec.  11,  Feb.  16)  Places  to  be  an- 
nounced. Annual  .Meeting,  .April  30, 
1973.  Place  to  be  announced. 

Pres.  Arthur  Griffin,  Seattle 
Sec.  John  Roehr,  Bellevue 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion varies,  j\/ar.,  June,  Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  niurs. 
(Sept.-June).  .Annual  Meeting,  April 
1 973,  Yakima 

Pres.  Harlow  Skinner,  Yakima 
Sec.  Darrell  Hunsaker,  Yakima 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  21/2%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-^^ 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


P’-oven 
'herany 
iha'  only 
you  can 
sive. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  10th  of  the  month  preced- 
ing date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


THE  PERMANENTE  CLINIC  — Portland,  Ore.,  has  staff 
vacancies  in  emergency  room,  obstetrics-gynecology,  orthope- 
dic surgery,  and  otolaryngology.  Full  partnership  after  two 
years.  All  facilities  for  the  practice  of  medicine  furnished. 
Liberal  insurance  benefits,  including  an  excellent  retirement 
program.  Send  all  details  in  the  first  letter  to:  Norman  W. 

Frink,  M.D.,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  — Medical  practice,  office  equip- 
ment. of  recently  deceased  physician,  in  Des  Moines,  Wa.,  15 
miles  south  of  Seattle.  Available  immediately.  Rental  or  pur- 
chase terms  can  be  arranged.  850  sq.  ft.;  air-conditioned; 
modern  medical-dental  building.  For  information  contact 
Victor  1.  Menashe,  D.M.D.,  22525  Marine  View  Drive,  Des 
Moines,  Wa.  98188.  (206)  878-2673. 


INTERNAL  MEDICINE  OPPORTUNITY  - due  to  re- 
cent death.  Well  established,  fully  equipped  office,  Roseburg, 
Ore.  Call  or  write  Professional  Center,  P.O.Box  937,  Rose- 
burg 97470.  (503)  672-5544. 


PARTNER  OR  LOCUM  TENENS  - wanted  for  well- 

established  two-rnan  family  practice  in  northeast  Washington; 
no  OB.  Excellent  open  staff  hospitals;  city  of  180,000  in  beau- 
tiful area.  Reply  Box  42-B,  Northwest  Medicine,  500  Wall  St., 
Seattle  98121. 


ASSOCIATE  PHYSICIAN  — Student  Health  Service,  Boise 
State  Coll.  Good  hrs.,  fine  location.  Capable  clinician  wanted. 
Contact  Robert  Matthies,  M.D.,  Dir.  of  Student  Health  Ser- 
vice, Boise  State  College,  Boise,  Idaho  83707.  (208)  385-1459. 


EMERGENCY  DEPARTMENT  PHYSICIANS-  to  staff 

busy  emergency  room  in  modern  144-bed  accredited  hospital; 
in  center  of  recreational  area  for  Pacific  Northwest;  suburban 
living,  yet  close  to  urban  centers;  minimum  salary  guarantee. 
Contact  Sister  Mary  Keough,  Administrator,  St.  John’s  Hospi- 
tal, 15th  and  Kessler  Blvd.,  Longview,  Wa.,  98632. 

GENERAL  PRACTITIONER  —needed  for  medical  serv- 
ice in  a community  of  25,000;  drawing  area  of  60,000.  Su- 
perb hunting  and  fishing  in  the  heart  of  coastal  recreation 
area.  Contact  Mr.  W.  E.  Winter,  Administrator,  McAuley 
Hospital.  780  Commercial,  Coos  Bay,  Oregon  97420. 


WANTED:  LOCUM  TENENS  —to  assume  medical  prac- 
tice from  1/19/73  to  2/11/73  in  Yakima,  Washington.  G.  H. 
Parsons,  M.D.,  1 420  Summitview,  Yakima,  Wa.  98902. 

ER  PHYSICIAN  — 158-bed  JCAH  Hospital,  mid-Willamette 
Valley  university  community;  weekend  coverage;  basic  salary 
$30,000  - $35,000  a year.  Excellent  outdoor  recreation  avail- 
able; ocean  beaches  and  mountains  nearby.  Contact  Mr. 
James  Mol,  Administrator,  Good  Samaritan  Hospital,  Corval- 
lis, Oregon  97330. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


OBSTETRICIAN-GYNECOLOGIST  — Board  certified  or 

eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  $36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


SITUATION  AVAILABLE 


DIRECTORS  - COUNTY  HEALTH  UNITS  IN  OREGON- 

Several  openings  for  Public  Health  Physicians  to  administer 
generalized  programs  in  well  staffed  departments.  Live  and 
work  in  the  Great  Northwest,  where  outdoor  recreation  is  su- 
perb the  year  around.  Salary  range  is  $20,000  to  $29,000,  de- 
pending on  training  and  experience.  Send  resume  to:  C.  A. 
Jenike,  M.D.,  Director,  Local  Health  Services,  Oregon  State 
Health  Division,  Portland,  Oregon  97207.  An  Equal  Oppor- 
tunity Employer. 


SITUATIONS  WANTED 


GENERAL  SURGEON  — age  41,  having  immigrant  status, 
passed  FLEX,  board  certified,  would  like  to  join  another  sur- 
geon, clinic,  or  serve  a community  in  the  Northwest.  Write 
Box  41-B,  Northwest  Medicine,  500  Wall  St.,  Seattle  98121. 


OTOLARYNGOLOGIST  — board  certified,  34,  married, 
with  five-year  university  residency  training  in  all  phases  of 
otolaryngology  and  maxillofacial  surgery.  Completing  military 
service.  Available  in  July  1973.  Seeking  private  practice,  asso- 
ciation, group  or  solo,  practicing  all  aspects  of  the  specialty. 
Contact  G.  M.  Braun,  M.D.,  Box  O,  Gorgas  Hospital,  Balboa 
Heights,  Canal  Zone. 


SERVICES 


CRT  FORMS,  CHARGE  TICKETS  — and  ledger  systems, 
standard  or  individualized,  Anne  T.  Taylor,  Consultant,  ATT 
Medical  Systems,  P.O.  Box  1 2442,  Seattle,  Wa.  98111.  (206) 
LA  2-5143. 


35  MM  SLIDE  DUPLICATES—  from  35  mm  or  3i4”x  4”  orig- 
inals. 20yrs.  medical  photographic  experience.  Chromatechnic 
Color  Lab.,  2417  2nd  Ave.,  Seattle  98121.  (206)  623-0910. 


EQUIPMENT 


OPHTHALMOLOGIST  RETIRED  — all  equipment  for 
sale,  including  Green’s  refractor,  stand  and  chair,  and  B.  &:  L. 
slit  lamp.  Phone  (503)  772-2469. 
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OFFICE  SPACE 


EAST  SIDE  PORTLAND  — two  office  spaces  for  lease  in 
new,  contemporary,  award-winning,  5-unit  building;  1,000  and 
1,800  sq.  ft.  on  ground;  separate  entrance.  Close  Woodland 
Park  Hospital,  Gateway  area  and  freeways.  Phone  (503)  227- 
0820  or  write  940  NE  102nd  Ave.,  Portland,  Ore.  97220. 


FAMI  LY  PHYSICIANS  OR  SPECIALISTS  WANTED- 

to  establish  practice  in  new  medical-dental  professional 
offices  being  planned  for  a heavily  traveled,  rapidly  growing 
site  in  Redmond,  Wa.  Ten  minutes  from  Evergreen  Hospital; 
15  minutes  from  Overlake  Hospital.  Plan  your  own  office 
space.  Completion  date  set  for  June  or  September  1973. 
Lease,  ownership,  other  terms  negotiable.  Inquire  Box  43-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1 037,  Twin  Falls,  Idaho  83301. 


SPACE  AVAILABLE  — Lynnwood,  Wa.  New  building, 
under  construction;  air-conditioned.  (206)  774-7794. 

FULLY  EQUIPPED  OFFICE  — Des  Moines,  Wa.,  with  x- 
ray,  modern  lab,  for  rent  due  to  death  of  physician.  Call 
Seattle  (206)  AT2-1308. 


ophthalmologist  OFFICE  — in  Northgate  Medical 
Building,  now  available.  Suite  of  972  sq.  ft.  is  in  Seattle’s 
Northgate  shopping  center  adjacent  to  Interstate  5,  just  min- 
utes away  from  every  section  of  Seattle.  The  Northgate  Med- 
ical Building  offers  every  professional  service  — complete 
radiology  and  clinical  laboratories;  prescription  pharmacy;  and 
a fully-accredited  92-bed  hospital.  The  Northgate  Medical 
Building  is  completely  air-conditioned,  with  free  parking  for 
medical  professionals,  employees,  and  patients.  Contact  Mr. 
Norm  Murray,  Northgate  Centers,  Inc.,  310  NE  Northgate 
Way,  Seattle,  Wa.  Phone  (206)  EM  2-4777. 


REAL  estate 


WATERFRONT  HOME  — Mercer  Island,  Wa.  100  ft.  on 
west  side.  5- bedroom  home.  Dock,  boathouse,  guest  house. 
Extra  lot.  $89,500.  (206)  AD2-2798. 
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Break  the 
hicer  circuit 
lo  hyperacidity, 

hypermotility  and 
ulcer  pain. 


Pro-Bandilnr 

propantheline  bromide 

H Relief  Factor  in  Peptic  Uicer 


Worry,  frustration,  job  pressure  — all 
! set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"the  stom- 
I ach,  the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation”  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  m acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  oos^ibili+v  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy, such  patients  should 
be  advised  to  micturote  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searte  & Co. 
Medical  Department,  Box  5110,  Chicago,  Hi.  60680 


SEARLE 


Clinical  Data: 


Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F. 

Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 


lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.^ 

Semisynthetic 

MINOON 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Minocycline  is  a tetracycline  with  activity  against  a wide  range  of 
gram-negative  and  gram-positive  organisms. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 

Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yellow- 
gray-brown).  This  is  more  common  during  long-term  use  but  has 
been  observed  following  repeated  short-term  courses.  Enamel 
hypoplasia  has  also  been  reported.  Tetracyclines,  therefore, 
should  not  be  used  in  this  age  group  unless  other  drugs  are  not 
likely  to  be  effective  or  are  contraindicated.  In  renal  impairment, 
usual  doses  may  lead  to  excessive  accumulation  and  liver  toxicity. 
Under  such  conditions,  use  lower  doses,  and,  in  prolonged  ther- 
apy, determine  serum  levels.  Photosensitivity  manifested  by  an 
exaggerated  sunburn  reaction  has  been  observed  in  some  indi- 
viduals taking  tetracyclines.  Advise  patients  apt  to  be  exposed  to 
direct  sunlight  or  ultraviolet  light  that  such  reaction  can  occur, 
and  discontinue  treatment  at  first  evidence  of  skin  erythema. 
Studies  to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline  may  cause 
an  increase  in  BUN,  leading  to  azotemia,  hyperphosphatemia, 
and  acidosis.  Pregnancy:  In  animal  studies,  tetracyclines  cross 
the  placenta,  are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of  skeletal 
development).  Embryotoxicity  has  been  noted  in  animals  treated 
early  in  pregnancy.  Safety  of  use  during  human  pregnancy  has 
not  been  established.  Newborns,  infants  and  children:  All  tetra- 
cyclines form  a stable  calcium  complex  in  any  bone-forming  tis- 
sue. Prematures,  given  oral  doses  of  25  mg. /kg.  every  6 hours, 
demonstrated  a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk  of 


lactating  women  who  are  taking  a drug  of  this  class.  Safe  use  has 
not  been  established  in  children  under  13. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute  ap- 
propriate therapy.  In  venereal  diseases  when  coexistent  syphilis 
is  suspected,  darkfield  examination  should  be  done  before  treat- 
ment is  started  and  blood  serology  repeated  monthly  for  at  least 
four  months.  Patients  on  anticoagulant  therapy  may  require  down- 
ward adjustment  of  such  dosage.  Test  for  organ  system  dysfunc- 
tion (e.g.,  renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat 
all  Group  A beta  hemolytic  streptococcal  infections  for  at  least  10 
days.  Avoid  giving  tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia,  nau- 
sea, light-headedness,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth)  in 
anogenital  region.  Skin:  maculopapular  and  erythematous  rashes. 
Exfoliative  dermatitis  (uncommon).  Photosensitivity  is  discussed 
above  ("Warnings”).  Renal  toxicity:  rise  in  BUN,  dose-related 
(see  "Warnings”).  Hypersensitivity  reactions:  urticaria,  angioneu- 
rotic edema,  anaphylaxis,  anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus  erythematosus.  When  given  in 
high  doses,  tetracyclines  may  produce  brown-black  microscopic 
discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging  fon- 
tanels have  been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood:  hemolytic 
anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum,  cal- 
cium, or  magnesium  impair  absorption;  do  not  give  to  patients 
taking  oral  minocycline.  Studies  to  date  indicate  that  MINOCIN 
is  not  notably  influenced  by  foods  and  dairy  products. 


'Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of  choice  in  the  treatment 
of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department.  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York  10965 
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This  unique  vehicle  permits  physicians  to  begin 
life-saving  care  before  the  patient  is  moved.  It  is 
a superbly  equipped,  mobile  intensive  care  unit 
and  a practical  rescue  tool.  See  page  804. 


Other  Special  Articles: 


Child  Abuse  in  Schools, 808 


Patient  Care  Appra' 


i(?%^ 


Glory,  God,  and  Goldj^ge 


Medical  Education  in  Community  Medical  Centers  \ page  833 


A successful  plan  for  training  by  giving  house 
members  responsibility,  under  close  supervision, 
for  care  of  private  patients 


• Rapidly  Progressive  Glomerulonephritis page  838 

The  clinical  picture  varies  and  prognosis  is  poor, 
but  not  hopeless.  Prolonged  oliguria  is  an  important, 
common  symptom.  Evaluation  of  new  treatment 
methods  is  continuing. 

• The  Nurse  Practitioner page  842 

An  experimental  program  has  shown  that  a nurse  can 
provide  health  service  in  a community  without  a physician. 

Cases  requiring  medical  care  can  be  identified  and  referred 
promptly  when  necessary. 


• Actions  of  the  Oregon  House  of  Delegates  page  846 

Condensed  report  that  carries  information 
important  to  members  of  Oregon  Medical  Association 
and  interesting  to  members  of  other  state  medical 
associations.  First  installment  in  this  issue. 


RESULTS  ...  851-854 


table  of  contents,  page  802 


OREGON  • WASHINGTON 


IDAHO 


* 8 ''-./I 

rheumatoid  arthritic  blowup... 
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oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias.  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 
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tetracycline  syrup  125  mg/5  ml 
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when  nutritional  supplementation 
is  indicated 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 
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is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 
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temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  Bi,. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 
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scanning  eiectron  micrograph.  P.  aeruginosa  have  tapered  ends. 
Neither  distinction  can  be  seen  under  standard  microscopy. 
Photomicrography:  Courtesy  Harry  S.  Truman  Laboratory, 
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SPECIAL  ARTICLE 


Rural  Ambulance  Service: 

A Problem  and  a Solution 

M.  L.  TRAYLOR,  Administrator 
Memorial  Hospital,  Odessa,  Washington 


M any  articles  in  professional  and  lay  publications 
have  criticized  the  poor  quality  of  ambulance  service 
in  rural  areas.  Undoubtedly,  much  of  this  criticism  is 
justified.  However,  at  least  one  small,  rural  com- 
munity has  faced  this  problem  and  solved  it  rather 
successfully. 

Odessa  is  a rural  community  in  Eastern  Washington. 
We  have  a medical  community  of  three  active  general 
practitioners  and  a hospital  with  21  acute  care  and 
23  long  term  care  beds.  Before  1965,  ambulance  serv- 
ice was  furnished  by  the  local  funeral  director.  The 
ambulance  had  minimal  equipment,  but  probably  was 
average  for  that  time.  In  1965,  economic  factors  and 
various  other  problems  caused  the  discontinuation  of 
this  sendee.  At  that  time  it  was  decided  the  ambu- 
lance need  of  the  community  could  best  be  met  by 
joint  effort  of  the  hospital,  the  county  fire  protection 
district,  the  volunteer  fire  department  and  the  city. 

The  hospital  assumed  ov'erall  responsibility  for  the 
unit  and  furnished  equipment,  supplies  and  trained 
attendants.  The  fire  district  furnished  the  vehicle  and 
the  city  furnished  drivers  recruited  from  the  ranks  of 
the  volunteer  fire  department. 

This  fortunate  marriage  of  convenience  produced 
a new,  completely-equipped,  high-headroom,  metro- 
politan-type ambulance.  Within  a short  time  we  had 
a satisfactory  service  able  to  meet  the  needs  of  the 
community  quite  w'ell. 

A few  multiple  injury  accidents,  and  steady  growth 
in  the  quantity  of  equipment  needed  to  handle  acci- 
dents and  other  medical  emergencies,  gradually  led  to 

* Parsons  Mobile  Products,  Parsons,  Kansas 


the  conclusion  that  a metropolitan-type  ambulance 
was  not  the  most  suitable  vehicle  for  emergency  medi- 
cal care  in  a rural  environment.  For  example,  while 
our  unit  could  carry  three  litter  patients,  it  was  next 
to  impossible  for  an  attendant  to  render  any  effective 
treatment  en  route  to  the  hospital  because  of  limited 
space  in  the  patient  compartment.  Also,  we  found 
that  we  had  to  carry  an  extensive  array  of  rescue 
equipment,  in  order  to  effect  rapid  and  safe  extrica- 
tion of  accident  victims.  The  storage  requirements 
and  sheer  weight  of  this  equipment  created  additional 
problems. 

In  1970  we  decided  to  replace  the  metropolitan 
vehicle  with  a large,  van-type  unit.  We  were  unable  at 
that  time  to  find  a commercially  produced  unit  that 
would  meet  our  needs.  After  considerable  research 
we  decided  to  design  our  own  unit,  to  be  built  in  a 
commercial,  van-type  truck.  A custom  vehicle  manu- 
facturer with  some  experience  in  building  units  of  this 
type  was  contacted  and  agreed  to  build  the  unit  to  our 
specifications.*  It  was  delivered  to  us  in  February 
1972.  While  Rescue  1 is  not  a thing  of  beauty  we  have 
found  it  to  be  a very  functional  and  effective  unit. 

The  patient  compartment  is  designed  to  accommo- 
date up  to  five  litter  patients  and  two  attendants. 
Seventy-six  inches  of  head  room  gives  plenty  of  eleva- 
tion for  gravity  administration  of  intravenous  fluids 
and  allows  the  attendants  to  work  comfortably. 

The  main  cot  is  placed  to  provide  access  to  the 
head  and  both  sides  of  the  patient,  a point  we  feel  to 
be  essential.  The  attendant  rides  facing  the  top  of  the 

continued  on  page  806 


The  unit  is  built  in  a standard  van-type  body.  External 
floodlights  provide  a lighted  area  completely  around  the 
vehicle. 


The  patient  compartment  has  all  life  support  equipment 
located  within  easy  reach  of  the  attendant. 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development— as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U S A. 


continued  from  page  804 

patient’s  head  and  can  comfortably  maintain  the  pa- 
tient’s airway  and  assist  his  respirations  if  necessary. 

A heart  monitor,  defibrillator,  and  all  controls  for 
heat,  light,  etc.,  are  located  in  a cabinet  on  the  attend- 
ant’s right.  Two-way  radio  with  direct  communica- 
tion to  the  hospital  is  also  located  here. 

Wall  outlets  are  provided  on  both  sides  for  piped-in 
oxygen  and  suction.  Multiple,  115  volt  electric  out- 
lets are  provided  to  enable  use  of  other  conventional 
electrical  equipment  such  as  an  incubator,  gastric 
pump,  etc.  Electrical  power  is  furnished  by  a 4-kilo- 
watt  gasoline-powered  generator.  A back-up  system 
is  provided  for  all  life  support  equipment  by  means  of 
a 1.5  kilowatt  inverter  system  operating  from  the 
vehicle  batteries.  Interior  lighting  is  good,  with  a 
combination  of  overhead  lights  and  high  intensity 
lights  at  each  patient  location.  All  work  surfaces  are 
“fenced”  to  prevent  equipment  from  rolling  or  sliding 
off  while  the  vehicle  is  in  motion.  A refrigerator  and 
a sink  with  running  water  are  provided. 

The  unit  is  completely  air-conditioned  and  has  both 
electric  and  hot  water  heat  in  the  rear.  Both  heating 
and  cooling  are  thermostatically  controlled  for  patient 
comfort.  Adequate  storage  space  is  provided  for  all 
equipment,  extra  blankets,  delivery  packs,  intravenous 
solutions  and  sets,  dressings,  spine  boards  and  an 
orthopedic  stretcher. 


Outside  compartments  contain  a complete  array  of 
light-  and  medium-duty  rescue  equipment.  Outside 
floodlights  on  both  sides  and  the  rear  give  plenty  of 
light  at  an  accident  scene.  Outside  electrical  outlets 
are  provided  for  power  tools  and  additional  lighting. 

The  best-equipped  vehicle  in  the  world  is  worth- 
less without  well-trained,  skillful  attendants.  On  the 
list  of  personnel  for  our  unit  are  three  emergency 
medical  technicians,  two  registered  nurses  and  five 
drivers.  One  of  the  EMT’s  and  both  RN’s  have  had 
coronary  care  training  and  are  skilled  at  starting  intra- 
venous solutions.  All  of  the  drivers  have  had  advanced 
First  Aid  training  and  specialized  training  in  rescue 
and  extrication  methods.  We  e.xpect  eventually  to 
have  all  drivers  complete  their  EMT  training  as  well. 

It  is  worthwhile  to  note  that  members  of  the  medi- 
cal staff,  who  previously  were  reluctant  to  go  out  to 
an  accident  with  the  ambulance,  now  are  willing  to  go 
to  the  scene  if  needed.  They  feel  they  are  able  to 
render  effective,  immediate  treatment  in  the  unit.  A 
set  of  sterile  instruments,  equipment  for  endotracheal 
intubation,  tracheostomy,  and  venous  cut  down,  as 
well  as  a basic  supply  of  emergency  drugs  for  the 
physician’s  use,  are  carried  in  locked  cabinets. 

Odessa’s  Emergency  Care  Unit  has  been  very  well 
accepted  by  the  community,  our  medical  staff,  law 
enforcement  authorities,  and  most  important,  by  the 
patients  we  have  served.  We  believe  that  our  experi- 
ence proves  that  a rural  ambulance  service  need  not 
be  known  as  “The  Second  Accident.”" 
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Ampicillin,  Garbenicillin,  Oxacillin 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totaclllln  (ampicillin  trihydrate) 

Pyopenldisodium  carbenicillin) 

BdCtOClII  (sodium  oxacillin) 

and  more  to  come 


Beecham-Massenglll 
Pharmaceuticals  CCQ 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Baaocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injeaion  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


I 
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SPECIAL  ARTICLE 


Child  Abuse  in  Schools 


SHI  RLEY  AMIEL;  R.N.,  Bellevue,  Washington 


I am  here  today  to  present  to  you  a serious  unrec- 
ognized public  health  problem  of  many  years’  dura- 
tion which  is  both  tragic  and  of  immense  proportions, 
as  it  affects  thousands  of  minor  child  citizens  in  the 
State  of  Washington.  1 refer  to  the  deliberate  sadistic 
mistreatment  of,  and  discrimination  against  children, 
as  it  occurs  in  the  schools.  Its  effects  upon  our  chil- 
dren have  been  devastating.  It  seems  to  be  an  unwrit- 
ten, totally  accepted,  fearful  fact,  that  an  integral  part 
of  the  formal  education  of  the  minor  child  citizen  in 
this  country  and  the  world  is  abuse  and  mistreatment. 

An  article  in  Today's  Health.  November  1971,  by 
Myron  Brenton,  titled,  “Troubled  Teachers  Whose 
Behavior  Disturbs  Our  Kids,”  says,  “Louis  Kaplan, 
now  a school  administrator  in  Torrance,  California, 
reviewed  1 1 earlier  studies  of  teacher  maladjustment 
in  this  country.  Acknowledging  the  difficulties  in 
defining  and  identifying  mental  illness  ...  he  listed 
them  in  three  categories:  those  teachers  who  consid- 
ered themselves  unhappy,  worried  or  dissatisfied  (25 
percent  of  all  teachers  surveyed);  those  judged  to  be 
‘unusually  nervous’  (17  percent);  and  those  who  were 
scored  on  psychological  tests  as  ‘seriously  maladjusted’ 
(9  percent).”  These  percentages  total  51  percent  of 
our  two  million  elementary  and  secondary  teachers 
in  this  nation. 

According  to  Washington  State  school  figures,  we 
have  enrolled  776,000  minor  child  citizens  with  ap- 
proximately 3 3,000  teachers  in  elementary  and  sec- 
ondary schools.  If  the  figures  for  the  nation  are  pro- 
jected to  Washington  State,  using  a class  size  of  25 
per  teacher  and  10  percent  in  place  of  9,  we  obtain  a 
figure  of  82,500  children  being  “exposed  to  seriously 
maladjusted  teachers.”  If  the  51  percent  figure  is 
used,  we  then  have  around  375,000  children  under 
the  daily  control,  supervision  and  authority  of  dis- 
satisfied, nervous  and  maladjusted  teachers.  This, 
then,  becomes  a public  health  problem,  no  longer  just 
an  “education”  problem.  For  the  country  as  a whole, 
the  article  states,  “More  than  4.5  million  students  are 
exposed  each  year  to  seriously  maladjusted  teachers.” 
As  a result  of  publicity  many  people  have  contacted 
me.  1 have  compiled  20  pages  from  these  complaints 
which  tell  an  incredible  story  of  generalized  discrimin- 
ation and  abuse  of  children.  Some  examples: 

An  elementary  child’s  mouth  is  stuffed  with  paper 
towels  to  keep  her  quiet. 

A boy  is  locked  in  a closet  by  the  teacher  for  ten 
minutes. 

Sulphuric  and  nitric  acid  is  to  be  used  unsupervised  in 
a school  district’s  new  junior  high  science  program  by  the 
students  with  no  eye  protection. 

Parents  of  ten  elementary  school  children  in  the  same 
class  are  upset  because  the  teacher  is  pulling  the  children’s 
hair  and  twisting  their  ears  — terrorizing  them. 

An  elementary  student  who  confides  that  he  was  beaten 
by  a male  teacher  in  the  back  of  the  classroom  for  talking 
too  much.  There  is  no  other  certified  teacher  present  nor 
is  the  knowledge  and  consent  of  his  parents  obtained. 


Since  the  start  of  school  this  September,  a 6-year-old 
girl  stated  that  the  teacher  refused  to  let  her  go  to  the  bath- 
room all  day  as  she  accused  the  child  of  playing  in  there. 
The  child  stated  that,  “I  really  had  to  go  real  bad.”  When 
she  got  home  she  no  longer  had  the  urge  to  use  the  bath- 
room. Two  days  later  she  had  severe  cramping  abdominal 
pains  during  the  night  and  the  following  day  from  constipa- 
tion. The  principal  was  informed  of  the  incident.  He 
seemed  sympathetic  at  first.  After  he  had  talked  to  the 
teacher,  who  denied  the  incident,  the  principal  implied 
that  either  there  had  been  a “poor  lack  of  communication 
regarding  the  bathroom  usage”  or  that  the  child  had  lied. 

A 7-year-old  girl  in  the  second  grade  asked  her  teacher 
in  the  afternoon  to  call  her  mother  because  she  felt  sick. 
She  had  forgotten  the  phone  number.  The  teacher  refused, 
saying  that  school  would  be  dismissed  soon.  She  told  the 
child  to  sit  down  and  put  her  head  on  her  arms.  As  she  sat 
at  the  desk  feeling  progressively  worse,  she  began  to  have 
diarrhea.  It  accumulated  in  puddles  under  her  chair.  Her 
classmates  snickered  and  laughed  at  her.  She  remained  at 
her  desk  until  dismissal.  She  boarded  the  school  bus  where 
more  tormenting  occurred.  She  arrived  home  humiliated, 
embarrassed,  and  sick.  Her  9-year-old  brother  confirmed 
her  story. 

Compulsory  educational  mandates  have  never  im- 
plied the  license  to  mistreat  any  minor  child.  Children 
have  no  knowledge  of  these  compulsory  education 
laws.  Many  of  them  believe  that  we  know  and  approve 
of  all  that  goes  on  in  the  schools  because  we  send 
them  there.  It  is  a chilling  thought  to  even  suspect 
that  many  children  and  teen-agers  are  runaways,  drug- 
users  and  dropouts  because  we  have  passively  sent 
them  to  these  institutions  for  years  and  years  oblivious 
(or  forgetful)  of  the  personal  degradation  and  insult 
to  individual  self-esteem.  An  article  in  the  November 
30,  1971,  issue  of  The  Voice  partially  verifies  this  by 
stating,  “The  number  of  runaways  dropped  off  in  the 
summer,  then  rose  so  sharply  it  ‘went  out  of  sight’ 
when  school  started.” 

In  defense  of  parents,  I believe  the  majority  do  an 
excellent  job  of  child-rearing  considering  that  we  have 
no  training  for  it.  Indeed,  it  is  with  dismay  and  shock 
that  many  parents  watch  helplessly  as  their  children 
suffer  in  an  archaic  school  system  with  its  roots  in  the 
1800’s.  It  offers  jobs  for  adults,  is  a gigantic  big  busi- 
ness in  our  economy  but  has  long  since  forgotten  that 
the  reason  for  its  existence  is  to  benefit  the  child.* 


The  above  paragraphs  are  excerpted  from  an  11-page 
report  made  to  the  Washington  State  Board  of  Health  at 
Olympia,  Washington,  October  5,  1972.  In  concluding  her 
report,  Mrs.  Amiel  asked  the  Board  to  initiate  legislation  to 
establish  a child  advocate  counsel,  to  exercise  its  power  over 
the  environment  of  the  schools,  to  declare  an  emergency  be- 
cause of  the  threat  to  well-being,  or  mental  health,  physical 
health  and  safety  of  school  children,  to  consider  acting  as 
parens  patriae  in  behalf  of  minor  children  enrolled  in  schools 
in  compliance  with  Washington  State  compulsory  education 
statute  and  to  close  all  such  schools  as  unfit  places  for  minor 
children.  Mrs.  Amiel  is  the  wife  of  a physician  and  mother  of 
school  age  children.  Her  alarm  was  initiated  by  experiences 
of  her  own  children.  Ed. 
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For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetaneip  (brompheniramine  maleate).  12  mg  , phenyl- 
ephrine HCI,  15  mg  . phenylpropanolamine  HCI,  15  mg 


INDICATIONS;  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis. conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  posfnasal  drip, 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers  etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia:  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 


AH'I^OBINS 

A.H.  Robins  Company 
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For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
"edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree. 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 

the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  ('A  gr.),  16.2  mg.  (warn- 
ing; may  be  habit  forming);  Aspirin  {2V2  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  'A  gr.  (No.  2),  'A  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

^1  Phenaphen  with  Codeine  is  now  classi- 
vil!  fied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Virginia 


OBITUARIES 

DR.  HERMAN  C.  LUND,  71,  of  Walla  Walla,  Washing- 
ton, died  April  6,  1972.  Cause  of  death  was  myocardi- 
al infarction.  He  was  born  in  South  Dakota,  and  was 
a 1926  graduate  of  Northwestern  University  Medical 
School,  in  Chicago.  His  specialties  were  physical  med- 
icine and  rehabilitation,  and  pulmonary  disease. 

DR.  DONALD  E.  TATUM,  49,  of  Portland,  Oregon, 
died  April  9,  1972,  in  South  Lake  Tahoe,  California. 
He  was  born  in  Texas,  and  received  his  medical  degree 
in  1947 from  the  University  of  Oregon  Medical  School. 
His  specialties  were  internal  medicine  and  allergy. 

DR.  WILLIAM  BELL  COOK,  86,  of  East  Sound,  Orcas 
Island,  Washington,  died  April  9,  1972,  following 
cholecystectomy  and  common  duct  exploration.  He 
was  a retired  Seattle  physician.  He  was  born  in  Ne- 
braska, and  was  a 1919  graduate  of  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia. 

DR.  JAMES  H.  GRELLE,  62,  of  Portland,  Oregon, 
died  April  9,  1972,  as  a result  of  a self-inflicted  gun- 
shot wound.  He  was  a general  practitioner,  born  in 
Portland,  and  a 1936  graduate  of  the  Uttiversity  of 
Oregon  Medical  School. 


GENERAL  NEWS 

Pediatric  Nurse  Practitioners 
Being  Trained 

Six  nurses  presently  employed  in  child  health  serv- 
ice may  enroll  in  the  second  quarter  of  the  Pediatric 
Nurse  Practitioner  Program,  presented  by  the  Division 
of  Continuing  Education  in  Nursing,  University  of 
Washington  School  of  Nursing. 

Some  admission  requirements:  The  physician  spon- 
sor-employer will  participate  in  seminars  during  the 
training  program;  the  sponsor-employer  provides  a 
leave  of  absence  for  the  trainee  during  the  program; 
there  is  to  be  an  agreement  between  student  and  em- 
ployer concerning  tbe  assumption  of  the  new  role 
upon  completion  of  the  program.  Tuition  is  $188  plus 
supplies  and  books.  Some  stipends  are  available. 

The  training  program  is  planned  for  February  4 
through  April  27.  Application  deadline  is  December  1. 
The  third  session  will  be  from  May  14  through  August 
3,  with  the  deadline  for  application  March  16.  Appli- 
cations and  information  may  be  obtained  from 
Jacqueline  Holt  Vandeman,  R.N.,  Ph.D.,  Director, 
Pediatric  Nurse  Practitioner  Program,  Maternal  and 
Child  Nursing,  RD-60,  University  of  Washington, 
Seattle,  Washington  98195. 
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Patient  Care  Appraisal  — V 

How  To  Do  It 

ROBERT  H.  BARNES,  M.D.,  Seattle,  Washington 


P 

J-  urpose  of  this  article  is  to  describe  how  to  do 
patient  care  appraisal  (PCA)  in  your  hospital.  It  is 
intended  to  be  a framework  upon  which  you  can  build 
your  program.  Your  local  problems  — hospital  size, 
manpower,  budget  — w'ill  dictate  the  details  of  the 
course  you  take. 

I should  like  to  define  patient  care  appraisal  as 
follows:  PCA  is  a process  by  which  you  develop  a 

program  of  continuing  medical  education  to  improve 
patient  care.  Members  of  a PCA  committee  are  asked 
to  study  the  selected  subject  in  a series  of  group  meet- 
ings to  establish  some  of  the  important  criteria  leading 
to  ideal  care.  Having  defined  these  criteria,  a retro- 
spective study  on  actual  care  is  done.  Resulting  data 
are  reviewed  by  the  committee.  If  problems  are  iden- 
tified, the  committee  will  recommend  possible  solu- 
tions, including  educational  programs.  The  goal  of 
education  will  be  improvement  of  patient  care.  In  a 
reasonable  length  of  time,  usually  four  to  six  m.onths. 


re-evaluation  of  the  program  is  done  to  determine  if 
the  problems  have  been  solved  and  care  improved. 

This  article  is  based  on  experience  gained  at  The 
Doctors  Hospital,  Seattle,  during  1971  and  1972.  It 
must  be  em.phasized  that  program  and  staff  have  been 
developed  here  to  form  a so-called  demonstration  hos- 
pital in  PCA.  With  this  in  mind,  the  effort  has  been 
supported  by  the  Washington/Alaska  Regional  Medical 
Program  through  a mini  grant  and  there  has  been  on- 
going assistance  from  the  Office  of  Research  in  Medi- 
cal Education  at  the  University  of  Washington.  The 
Hospital  is  divided  into  four  major  departments  with  a 
volunteer  chief  of  each  — medicine,  surgery,  ob-gyn, 
and  family  practice.  The  latter  has  a full-time  director 
for  an  approved  family  practice  program  affiliated 
with  the  University  of  Washington.  PCA  is  accom- 
plished on  a departmental  basis.  Family  practice  phy- 
sicians work  with  the  other  three  departmental  PCA 
subcommittees  so  that  there  are  three  active  depart- 
mental groups  participating  in  patient  care  appraisal. 
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management  plan  organization 

A management  plan  is  essential  to  success  of  PCA. 
A haphazard  organization  will  only  result  in  feelings 
of  frustration.  Based  on  the  concept  that  goals  are 
implemented  through  people,  staff  must  be  developed 
and  roles  assigned.  A time  schedule  must  be  docu- 
mented to  facilitate  a smooth  flow  of  managing  data 
and  to  enable  discovery  of  solutions  to  problems.  Fig- 
ure 1 shows  the  PCA  departmental  progress  schedule, 
and  Figure  2 depicts  our  people  organization  plan. 

At  The  Doctors  Hospital  the  director  of  medical 

DEPARTMENTAL  PCA 

As  noted  in  Figure  1 there  are  five  basic  steps  in  a 
successful  PCA  program.  These  are  identified  by  the 
appropriate  symbol  under  the  following  headings; 

1.  Departmental  preparation  for  PCA. 

2.  PCA  subcommittee  meetings. 

3.  PCA  department  committee  meeting. 

4.  Implementing  solutions  to  problems. 

5.  Evaluation  of  program. 

As  can  be  seen  by  the  PCA  progress  schedule,  each 
department  will  implement  a program  every  three 
months.  The  cycle  of  step  1 through  step  4,  for  one 
PCA  program,  is  four  months.  Evaluation  of  the  pro- 
gram will  occur  approximately  four  to  six  months 
later.  It  may  be  ambitious  for  a hospital  to  plan  one 
every  month.  For  the  first  year,  while  experience  is 
gained,  1 would  recommend  half  that  number. 

DEPARTMENTAL  PREPARATION  FOR  PCA 

This  preparation  must  occur  in  the  month  prior  to 
the  first  of  the  PCA  subcommittee  meetings.  Appoint- 
ment of  physicians  to  committees  must  be  accom- 
plished well  in  advance  so  they  can  plan  their  office 


education,  who  is  full  time,  acts  as  the  PCA  coordina- 
tor. Funds  from  the  Washington/Alaska  Regional 
Medical  Program  grant  have  been  used  to  compensate 
a staff  physician  to  devote  approximately  four  hours 
a week  to  assisting  the  director  of  medical  education 
in  developing  the  PCA  program.  Close  contact  with 
each  department  is  maintained  through  an  education 
liaison  physician.  The  chief  of  service  acts  as  chairman 
of  the  main  departmental  PCA  committee.  As  we  go 
through  the  step  by  step  PCA  process,  you  will  under- 
stand the  role  played  by  each  person  on  the  staff. 

PROGRESS  SCHEDULE 

schedules.  Otherwise  attendance  at  committee  meet- 
ings may  be  poor.  Four  things  must  be  accomplished 
in  this  period: 

1 . The  PCA  coordinator  mails  departmental  pro- 
gress schedule  to  the  chief  of  service.  The  schedule 
depicts  graphically  the  time  sequence  in  the  various 
parts  of  the  PCA  program. 

2.  Choosing  a subject:  The  PCA  coordinator, 

the  educational  liaison  physician  and  the  chief  of 
service  select  the  specific  subject.  If  the  hospital 
subscribes  to  the  PAS-MAP  system,  it  can  be  help- 
ful in  the  selection.  It  has  been  my  experience  that, 
if  the  PCA  coordinator  can  provide  the  chief  with 
data  describing  the  most  common  conditions  on  his 
service  and  with  information  based  on  his  own 
intimate  knowledge  of  problems  in  his  department, 
usually  a subject  can  be  selected  without  too  much 
effort.  One  of  the  big  mistakes  is  to  select  one  that 
is  too  broad  in  scope  for  the  committee  to  handle. 
For  example,  instead  of  developing  a program 
around  the  entire  subject  of  myocardial  infarction, 
the  committee  might  comfortably  handle  diagnostic 
criteria  for  one  program  and  document  criteria  on 


Fig.  2. 
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For  most  patients: 

'MilpatK-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

'Miipath-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  & mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy):  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus);  glaucoma: 
possibly  in  stenosing  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate:  Acute  intermittent  porphyria 
and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  mebutamate.  tybamate. 
carbromal. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervisedoseand  amounts  prescribed,  and  avoid  prolonged 
use.  especially  i n alcohol  ics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g..  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e  g.,  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate. then  gradually  withdraw.  Potentially  Hazardous  Tasks 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation.  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animat  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption. 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy)  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
"bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
C'eased  ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEC  activity.  Gastrointestinal 
Nausea,  vomiting,  diarrhea.  Cardiovascular  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosin- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e  g . possible  use  of  epinephrine,  anti- 
histamines. and  in  severe  cases  corticosteroids).  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other:  Exacerbation  of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  'Mitpath-400  (meprobamate  400 
mg -ftridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect. 
2 'Milpath-200  (meprobamate  200  mg  * tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12 
OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance.  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney 
Diuresis  and  dialysis  have  been  used  successfully  Carefully 
monitor  urinary  output:  avoid  overhydration:  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  REV  5/72 

WALLACE  PHARMACEUTICALS,  Cranbury.N.J.  08512  1^ 


Relaxes  smooth  muscle  and  psyche/ Milpath* 

(meprobamate+tridihexethyl  chloride) 


treatment  at  another  time.  Further,  it  should  be 
underscored  that  the  problem  selected  should  have 
a high  probability  of  solution  by  educational 
methods.  This  means  that  a highly  controversial 
issue  will  only  result  in  debate,  and  little  may  be 
accomplished.  Remember  that  choosing  a subject 
for  PCA  is  a loc^i  issue,  since  problems  that  need 
solving  in  your  hospital  will  depend  on  the  types  of 
physicians  who  practice  there,  the  size  of  the  hospi- 
tal, and  types  of  services  offered.  It  is  obvious  that 
a hospital  organized  around  22  specialty  services 
with  600  beds  would  be  quite  different  from  a 
100-bed  community  hospital  with  two  or  three 
major  departments. 

3.  Appointment  of  members  of  PCA  subcom- 
mittee. The  chief  of  the  department  will  appoint  a 
chairman  and  members  of  the  committee  with  the 
recommendation  of  the  PCA  coordinator  and  the 
educational  liaison  physician.  Membership  of  the 
committee  consists  of  the  following: 

a.  One  physician  selected  as  a resource  person 
or  expert  on  the  subject. 

b.  A family  practitioner. 

c.  A resident  (member  of  the  house  staff). 

d.  A nurse. 

e.  Another  physician  from  the  department. 

The  PCA  coordinator  attends  each  meeting  so 

that,  in  addition  to  facilitating  the  work  of  the 
committee,  he  becomes  well  versed  in  the  subject 
and  thus  better  prepared  to  develop  an  educational 
program. 

4.  Preparation  of  data  for  the  committee.  Prior 
to  the  time  that  the  PCA  subcommittee  has  its  first 
meeting,  we  send  them  the  following  information  — 
usually  about  a week  ahead: 

a.  Title. 

b.  Data  on  the  subject.  This  is  information 
prepared  by  the  medical  record  librarian  from 
the  PAS-MAP  system. 

c.  The  resource  physician  is  asked  to  sum- 
marize, as  succinctly  as  possible,  the  pertin- 
ent medical  facts  about  the  subject,  and  this 
material  is  sent  to  the  committee. 

d.  An  information  packet,  including  the  PCA 
booklet  prepared  by  the  Washington/Alaska 
Regional  Medical  Program  defining  what  PCA 
is  and  what  is  expected  of  a PCA  committee. 
The  information  contained  in  this  article  is 
included  in  the  packet. 

e.  Show  16mm  tape  from  Washington/ Alaska 
Regional  Medical  Program  on  PCA  to  staff 
and  committee  members. 

If  the  members  of  the  PCA  subcommittee  are 
well  prepared  in  advance,  their  work  efficiency  is 
greatly  increased.  We  have  now  made  it  a rule  that 
at  PCA  subcommittee  meetings  there  will  not  be  a 
discussion  on  whether  the  group  believes  in  the 
concept.  Such  a philosophical  discussion  is  out  of 


place  during  a work  meeting.  PCA  should  have 
already  been  discussed  at  general  staff  meetings 
where  emotional  conflicts  over  the  subject  can  be 
resolved. 

PCA  SUBCOMMITTEE  MEETINGS 
Meeting  1 

A.  The  chairman  of  the  committee  will  summarize 
quickly  what  patient  care  appraisal  is  all  about.  Ap- 
proximately 10  minutes  should  suffice  to  do  this. 

B.  The  resource  physician  reviews  the  information 
about  the  subject,  such  as  PAS-MAP  data,  literature 
that  has  been  reviewed,  or  description  of  possible  pro- 
fessional problems  as  he  sees  them. 

C.  Goal  of  the  first  meeting  is  to  evolve  a series  of 
preliminary  questions  that  reflect  the  criteria  for  care. 
For  example,  if  you  think  a record  should  document 
a hematocrit  reading  before  and  after  a transfusion, 
the  question  might  be  asked,  “Does  the  record  docu- 
ment the  hematocrit  reading  before  and  after  transfu- 
sion?” This  information  can  be  retrieved  by  the  medi- 
cal record  librarian.  It  has  been  found  by  previous 
experience  that  when  a highly  trained  group  of  people, 
such  as  physicians  and  nurses,  work  together  to  devel- 
op criteria,  several  problems  arise.  There  may  be  one 
or  more  dominant  people  in  the  group  who  outtalk 
the  quieter  ones.  There  may  be  prolonged  arguments 
over  what  is  important  and  what  is  unimportant. 

A great  deal  of  time  can  be  wasted  brainstorming 
without  attaining  the  goal  of  setting  criteria.  From 
this  experience,  we  have  adopted  the  following 
procedure: 

Each  committee  member,  having  understood  the 
philosophy  of  PCA  and  the  subject  to  be  studied, 
works  by  himself  for  10  to  15  minutes,  documenting 
three  to  eight  questions  about  the  subject  that  he  feels 
are  important.  I suggest  limiting  the  number  of  ques- 
tions by  each  member  to  eight  because  some  know- 
ledgeable, energetic  committee  member  may  write 
twenty  or  more  questions  in  the  allotted  time,  and  it 
becomes  very  impractical  to  handle  that  many  ques- 
tions. It  must  be  emphasized  again  that  we  are  not 
trying  to  develop  a text  book  of  medicine  on  the  sub- 
ject but  are  trying  to  identify  some  of  the  important 
criteria  leading  to  ideal  care.  The  chairman  then  col- 
lects the  questions  and  has  copies  made  immediately 
so  each  member  has  a list  of  all  the  questions.  At  our 
hospital  we  have  a copy  machine  close  by.  There  is  a 
coffee  break  while  the  secretary  takes  the  list  of  ques- 
tions from  each  member  and  has  them  copied.  She  re- 
turns and  gives  each  member  a list  of  all  the  questions. 
Each  member  then  assigns  a value  of  1 to  5 for  each 
question.  The  highest  number  is  the  most  valuable. 
Having  completed  this,  the  first  meeting  is  ended. 

Meeting  2 

Object  of  the  second  meeting  is  to  devise  a final 
list  of  questions  that  reflect  the  criteria  for  care. 
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Again,  this  is  not  necessarily  a comprehensive  list,  but 
the  questions  should  encompass  the  main  issues.  The 
questions  developed  in  Meeting  1 are  given  to  each 
member  of  the  committee,  listed  in  order  of  value. 
Members  are  allowed  five  minutes  to  study  the  ques- 
tions individually.  The  committee  members  will  find 
that  some  questions  will  be  so  closely  related  that 
they  can  be  consolidated.  The  group  then  has  an 
open  discussion  of  the  questions.  After  thoroughly 
discussing,  and  modifying  them  where  necessary,  a 
final  list  is  made.  The  value  assigned  to  each  question 
facilitates  the  decision  as  to  whether  to  keep  the 
question  or  not.  Between  Meetings  2 and  3 the  work 
of  the  committee  is  reviewed  by  the  medical  record 
librarian. 

Meeting  3 

The  medical  record  librarian  is  invited  to  the  third 
meeting,  and  the  questions  are  reviewed  to  determine 
if,  in  the  librarian’s  judgment,  they  are  asked  in  such  a 
way  that  she  can  retrieve  the  information  from  the 
charts  without  having  to  make  medical  judgments. 
The  librarian  will  then  take  the  questions  and  do  a 
retrospective  study  to  determine  the  actual  care  given 
in  the  hospital.  Usually  she  will  review  a minimum  of 
100  charts.  Note  that  the  committee  itself  does  not 
review  charts. 

Meeting  4 

The  committee  will  study  the  data  provided  by  the 
medical  record  librarian  to  identify  any  problems.  If 
problems  are  identified,  solutions  will  be  sought. 
For  example,  the  subject  might  be  pneumonia.  One 
criterion  for  ideal  care  would  be  an  order  on  the  chart 
for  sputum  culture  prior  to  treatment.  If  the  record 
librarian  were  to  find  only  50  percent  of  the  charts 
carrying  such  orders,  the  committee  would  have  to 
decide  on  a course  planned  to  alter  performance. 
This  might  be  accomplished  through  education,  or 
changes  in  hospital  procedure.  Educational  goals  will 
be  defined  as  reasonable  expectations  in  improvement 
of  care. 

I have  found  it  awkward  to  attempt  to  determine 
standards  of  care  since  every  physician  desires  100  per- 
cent ideal  care  for  his  patient.  Any  false  goals,  such 
as  minimal  acceptable  care,  only  block  the  committee 
in  getting  its  work  done.  A professional  group  can 
readily  determine  existence  of  a problem  by  compar- 
ing actual  data  on  care  in  the  hospital  with  the  criteria 
they  evolve.  Their  directive  to  improve  it  is  all  that  is 
needed  for  action.  In  some  instances  it  may  be  neces- 
sary for  the  subcommittee  to  have  more  than  the  mini- 


mum of  four  sessions.  The  committee  can  decide  this 
at  the  end  of  the  fourth  meeting,  depending  whether 
they  feel  they  have  completed  their  work. 

MON  THL  Y DEPA  R TMEN  TA  L 
COMMiTTEE  MEETiNG 

The  chief  of  service  presides  over  this  monthly 
meeting  and  one  item  of  the  agenda  is  the  report  of 
the  PCA  subcommittee  chairman.  He  summarizes  the 
PCA  report.  This  committee  has  the  opportunity  to 
review  the  recommendations  and  modify  them  if  they 
feel  it  necessary. 

iMPLEMENTiNG  SOLUTiONS  TO  PROBLEMS 

It  is  now  time  for  the  PCA  subcommittee  along 
with  the  PCA  coordinator  and  educational  liaison  phy- 
sician to  implement  solutions  to  the  problems.  They 
may  be  labeled  an  educational  committee  but,  in  addi- 
tion, they  should  make  recommendations  to  modify 
hospital  procedures  if  such  action  is  necessary  to  solve 
a problem.  All  problems  do  not  necessarily  lend 
themselves  to  solution  through  educational  methods. 

I feel  that  the  following  four  steps  would  be  mini- 
mal response  to  PCA  data: 

1.  Mail  results  of  PCA  to  each  member  of  the  staff. 

2.  Plan  one  or  more  educational  programs  for  a 
general  staff  meeting. 

3.  Submit  PCA  recommendations  to  ail  depart- 
ments affected.  (Some  subjects  affect  them  all.) 

4.  Each  department  determines  if  the  problems 
identified  are  valid.  If  they  are,  they  must  accept 
or  reject  the  recommended  solution.  If  the  recom- 
mendations are  rejected,  the  department  should 
suggest  alternative  solutions. 

The  above  list  of  four  activities  based  on  PCA  does 
not  go  into  details  of  the  multiple  educational  meth- 
ods that  might  be  used  to  correct  problems.  Educa- 
tional programs  will  vary  greatly  from  hospital  to  hos- 
pital depending  on  resources  and  creativity  of  those  in 
leadership  position. 

EVALUA  TiON  OF  PROGRAM 

Four  to  six  months  after  the  PCA  program,  an 
evaluation  is  made.  The  medical  record  librarian  again 
does  a retrospective  study  of  the  hospital  charts  and 
submits  data  to  the  PCA  coordinator.  He  reviews  this 
with  the  educational  liaison  physician  and  the  chair- 
man of  the  PCA  subcommittee.  A report  is  made  to 
the  chief  of  service  and  his  main  PCA  Committee.  If 
problems  still  exist,  new  solutions  are  sought.  ■ 


All  About  PCA 

Western  Washington  physicians,  hospital  administrators,  trustees  and 
medical  record  librarians  are  being  invited  to  attend  the  second  of  two 
patient  care  appraisal  workshops,  sponsored  by  WSMA  and  scheduled 
for  December  1 at  the  Kit  Carson  Restaurant  in  Chehalis.  The  first 
workshop  was  held  November  17,  at  Richland,  for  Eastern  Washington. 
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The  negative  power  of  clinically  significant  anxiet 
in  angina  pectoris...  ' 


This  man  feels  hi  is  living 
on  borrowecmme. 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
n further  anginal  episodes. 


Adjunctive  Librium  (cJilordiuzepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  In  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordlazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion.  Is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antlhy- 
pertenslve  agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

lihrium' 

(chlordiazepoxide  HCl) 

10-mg,  25 -mg  capsules 
up  to  1(X)  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follow's : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  cbddren  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


SPECIAL  ARTICLE 


Glory,  God  and  Gold: 

Medicine  Comes  to  the  Pacific  Northwest 


CHARLES  W.  BODEMER, 

T 

J-  he  early  history  of  the  Pacific  Northwest  was  deter- 
mined by  commerce  with  the  Far  East.  With  their 
Revolution,  the  Americans  lost  the  benefit  of  trade 
relations  with  both  England  and  the  Indies.  They 
turned,  therefore,  to  maritime  trade  with  the  Orient, 
discovering  that  sea  otter  furs,  available  for  trinkets  on 
the  Northwest  coast,  were  the  commodity  desired  by 
the  Chinese  as  much  as  Americans  desired  Oriental 
silks,  spices,  tea  and  other  luxury  items.  Thus  it  was 
that  an  expedition  departing  Boston  under  the  com- 
mand of  Robert  Gray  arrived  at  Nootka  Sound,  off 
Vancouver  Island,  in  1788,  where  cheap  goods  were 
traded  with  the  Indians  for  furs  later  sold  in  China. 

So  many  fur  traders  followed  Gray’s  lead  that  within 
twenty  years  they  supplanted  the  British  traders  who 
had  first  developed  the  maritime  fur  trade  with  China 
following  Captain  Cook’s  entry  into  harbors  along  the 
coast  of  what  is  now  Washington  State.  The  British, 
however,  regained  control  of  the  Northwest  country 
as  a result  of  the  overland  fur  trade,  ensuring  their 
continuing  influence  in  the  development  of  this  region. 

The  overland  fur  traders  entered  the  Oregon  coun- 
try from  the  East,  just  as  the  maritime  fur  traders  had 
penetrated  it  on  the  West;  and  while  sea  otter  skins 
were  prized  by  the  coast  traders,  beaver  skins  were 
sought  by  the  overland  traders.  It  was  in  pursuit  of 
the  latter  that  independent  British  traders,  organized 
as  the  North  West  Company,  established  fur  trading 
posts  in  the  Northwest. 

North  West  Company  traders  were  concentrated  in 
the  Saskatchewan  region  until  1808,  when  Simon 
Fraser  explored  the  river  now  bearing  his  name.  Two 
years  later  another  member  of  the  North  West  Com- 
pany, David  Thompson,  learned  that  an  American, 
John  Jacob  Astor,  was  organizing  a sea  expedition  to 
establish  a fur  trading  post  at  the  mouth  of  the 
Columbia  River.  Attempting  to  reach  the  Pacific 
overland  before  Astor  and  pursuade  the  Indians  to 
restrict  their  trading  to  the  Canadian  company, 
Thompson  discovered  the  Athabasca  Pass,  but  when 
he  arrived  at  the  mouth  of  the  Columbia  in  July  1811 
he  found  the  Astor  Sea  Expedition  established  in  a 
post  they  had  christened  Astoria. 

The  Astorians  developed  a number  of  trading  posts. 
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Fig.  1.  John  McLoughlin 


some,  like  Fort  Spokane,  only  a few  yards  from  the 
North  West  Company’s  posts.  But  the  Astor  fur  enter- 
prises were  doomed,  and  during  the  War  of  1812 
Astor  posts  were  abandoned  and  sold  to  the  British. 
The  sale  of  Astoria  to  the  North  West  Company  ended 
American  trade  in  the  Oregon  country  for  many  years. 
Its  main  competition  gone,  the  North  West  Company 
expanded  its  beaver  trade  in  all  directions,  and  the 
Spokane  post  became  increasingly  important.  British 
dominance  was  complete  when  the  North  West  Com- 
pany merged  with  Hudson’s  Bay  Company  in  1821, 
and  this  business  transaction  set  the  scene  for  the 
entry  of  medicine  into  the  Pacific  Northwest. 

John  McLaughlin 


Upon  the  merger  of  the  North  West  Company 
and  the  Hudson’s  Bay  Company,  John  McLoughlin 
(Figure  1)  was  placed  in  charge  of  the  fur  trade  in  the 
Oregon  country.  Bom  into  a poor  Canadian  family, 
McLoughlin  was  encouraged  to  enter  medicine,  but 
he  yearned  for  the  adventure  and  romance  of  a fur 
trader’s  life.  He  finally  combined  the  two  occupations 
by  completing  his  medical  training  and  then  assuming 

continued  on  page  825 
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The  gut  reactor. 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 


Each  tablet  contains: 

No.  0 

No.  1 

No.  2 

Phenobarbital 

8 mg. 

15  mg. 

3Qmg. 

((  ‘ 

(Warning  May  be  habd  lormtng) 

Belladonna  Extract 

8 mg. 

8 mg. 

%nlg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Side  Efjects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
I occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Wa'h>ng  May  be  habit  lo'fTt.ng) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  iK-lladonna  extract 

HAACK* 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med‘  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  May  be  habiHorm  ng) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med^  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  Ty-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other . 
factors  can  delay  recovery  from 
acute  sinusitis. 

If  s helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25% , and  with 
^streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Si^ificantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  etythromydn  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are  ^ 
i associated  with  acute  sinusitis,  are 
1 usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals  • 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patienf  s mealtimes. 

Useful  in  patients  hypersensitive 
to  peilicilltn 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  maj  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity  ^ 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleodn,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 

lolds,  R.  C,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 

a on  file.  Medical  Research  Department,  The  Upjohn  Company  , 1971  The  Upjol 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3 ^ of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 


CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  ond  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.37o  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  tronsaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  ot  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  ISO  mg  Capsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  Hg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 
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Fig.  2.  Fort  Vancouver  as  it  was  in  McLoughlin's  time 


Fig.  3.  Marcus  Whitman 
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the  duties  of  post  physician  for  the  North  West  Com- 
pany at  Fort  William  on  Lake  Superior.  He  practiced 
his  profession  as  little  as  possible,  spending  most  of 
his  time  trading,  and  it  was  not  as  a Welbyesque  healer. 


but  as  a shrewd  trader  and  manager  that  McLoughlin 
was  sent  to  London  by  the  North  West  Company  to 
arrange  the  merger  with  the  Hudson’s  Bay  Company. 

The  new  manager  of  Hudson’s  Bay  Company  in  the 
Oregon  country  arrived  in  Astoria  in  1824.  After  ex- 
ploring both  sides  of  the  Columbia  River,  McLoughlin 
moved  the  main  post  from  Astoria  to  a site  on  the 
north  side  of  the  river,  now  Vancouver,  Washington. 
Several  reasons  underlay  this  decision.  Britain  was 
willing  to  sacrifice  the  rest  of  the  territory  in  order  to 
seize  title  to  the  region  north  of  the  Columbia;  it  was 
politic  to  locate  the  company’s  main  post  there;  the 
location  of  Fort  Vancouver  satisfied  all  other  purposes 
of  a post;  and  it  was  near  rivers  giving  access  to  Puget 
Sound  to  the  north,  the  Willamette  Valley  to  the  south 
and  the  fur  country  through  which  the  Columbia  and 
Snake  rivers  flowed. 

Under  McLoughlin’s  direction  Fort  Vancouver 
developed  into  a large  establishment  of  500-700  resi- 
dents (Figure  2),  the  fort  walls  enclosing  over  30 
buildings  ranging  from  warehouses  and  blacksmith 
shops  to  a schoolhouse  and  chapel.  McLoughlin 
served  as  administrator  and  the  only  physician  at  Fort 
Vancouver.  His  first  duties  were  probably  first  aid 
and  minor  medical  matters  of  this  type.  But  then 
there  were  also  various  epidemics,  such  as  that  of 
1832,  when  “the  fever  and  ague  were  very  prevalent 
at  Vancouver,”  and  McLoughlin  had  to  treat  many 
fort  residents  and  nearby  Indians.  McLoughlin  dis- 
liked officiating  as  physician,  and  when  Drs.  Gairner 
and  Tolmie  arrived  on  the  annual  ship  from  London 
he  immediately  dispatched  the  former  to  the  North- 
west Coast  and  installed  Dr.  Tolmie  in  office  at  Van- 
couver, thereafter  virtually  abandoning  medicine  in 
favor  of  administration. 

Americans,  some  determined  to  set  up  a competi- 
tive fur  trade,  began  arriving  in  increasingly  large 
numbers  in  the  Oregon  country,  and  McLoughlin’s 
generosity  in  meeting  their  needs  eventually  caused 
the  Company  to  request  his  resignation.  Accordingly, 
he  left  Hudson’s  Bay  Company  in  1846  and  estab- 
lished a general  merchandise  store  in  Oregon  City. 

continued  on  page  827 
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Fig.  4.  The  Whitman  Mission  in  1845 
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McLoughlin  had  wisely  laid  claim  to  some  fertile  land 
in  that  area,  but  some  immigrants  laid  successful 
counterclaims,  maintaining  that  as  a Canadian  he  was 
not  entitled  to  the  land.  Thus,  John  McLoughlin, 
whose  labors  enabled  settlement  of  the  Oregon  coun- 
try, who  had  helped  many  hungry  and  ragged  settlers 
to  survive,  the  first  physician  in  the  Pacific  Northwest, 
and  a man  deemed  by  many  as  the  father  of  Oregon, 
died  in  Oregon  City  in  1857,  with  few  possessions  and 
no  land  in  his  name. 

Marcus  Whitman 

In  1831,  as  McLoughlin  awaited  the  arrival  of  Dr. 
Tolmie  in  Vancouver,  events  determining  the  future  of 
the  Pacific  Northwest  were  under  way  in  the  East. 
That  year  some  Nez  Perce  Indians  arrived  at  the  home 
of  William  Clark  in  St.  Louis.  The  Nez  Perce  consid- 
ered Clark  their  friend  on  the  basis  of  his  visit  in  1805, 
and  they  evidently  wanted  him  to  send  men  who 
could  teach  them  the  proper  magic  to  secure  the 
material  things  they  associated  with  white  men.  It  is 
likely  that  the  Indians  were  more  interested  in  necro- 
mancers than  missionaries  in  the  Christian  sense,  but 
through  cultural  bias  or  mischievous  Protestantism,  or 
both,  Clark  referred  them  to  Roman  Catholic  priests. 

It  is  not  certain  that  the  Nez  Perce  survived  the  re- 
turn trip  to  the  Northwest,  but  in  St.  Louis,  the  effects 
of  their  visit  were  almost  immediate.  Told  of  their 
visit  by  Clark,  an  Indian  agent  published  an  article 
proclaiming  the  lust  of  the  Western  Indians  for  Christi- 
anity. Some  Eastern  church  members,  believing  that 
the  Indians  clamored  for  Christian  missionaries  and 
spiritual  salvation,  determined  to  atone  for  their  negli- 
gence immediately.  The  Methodists  acted  first,  send- 
ing several  missionaries  to  the  Oregon  country  in  1834. 
Among  the  Protestant  missionaries  next  to  reach  the 
Oregon  country  was  a man  of  special  interest  to  us. 
Dr.  Marcus  Whitman  (Figure  3). 


In  1834  Whitman  was  32  years  old  and  practicing 
medicine  in  Wheeler,  New  York,  where  the  Reverend 
Samuel  Parker  came  to  recruit  missionaries  for  the 
Far  Western  Indians.  Whitman  had  previously  been 
rejected  as  a medical  missionary  for  reasons  of  health, 
but  Parker  recommended  him  to  the  American  Board 
of  Commissioners  for  Foreign  Missions.  The  Board, 
representing  the  Presbyterian,  Congregational  and 
Dutch  Reform  Churches,  appointed  Whitman  as  a 
missionary  to  the  Indians  of  the  Oregon  country. 

In  a neighboring  village,  Parker  encountered  Nar- 
cissa  Prentice,  a young  woman  interested  in  missionary 
work  among  Indians.  Parker  considered  her  a potenti- 
ally outstanding  missionary,  but  the  Board  wanted  to 
establish  white  settlements  among  the  Indians  and 
therefore  opposed  appointing  unmarried  missionaries. 
The  obvious  solution  to  this  dilemma  resided  in 
Parker’s  suggestion  that  Whitman  visit  Miss  Prentice. 
Marcus  did  introduce  himself  to  Narcissa,  and  within 
days,  with  true  missionary  zeal,  she  agreed  to  marry 
and  accompany  him  to  the  Oregon  country. 

Parker  and  Whitman  set  out  immediately  with  a 
company  of  fur  traders  to  determine  whether  the 
Indians  west  of  the  Rockies  were  indeed  eager  to  em- 
brace Christianity.  At  a rendezvous  with  Flatheads 
and  Nez  Perce  at  the  Green  River,  Whitman  was  easily 
convinced  that  the  Indians  desired  missionaries,  and 
without  further  investigation,  he  returned  East  to 
marry  Narcissa.  The  following  year,  1836,  the  Whit- 
mans established  a station  among  the  Cayuse  Indians 
at  Waillatpu,  near  Walla  Walla  (Figure  4).  Whitman 
practiced  much  medicine  and  considerable  dentistry 
at  his  mission.  He  was  always  busy  attending  the  sick, 
and,  constantly  on  call  to  treat  the  Indian  sick,  he 
competed  with  their  medicine  man.  This  posed  cer- 
tain problems.  With  that  clarity  of  self-interest  often 
characteristic  of  shamanism,  the  native  practitioner 
refused  what  he  considered  incurable  cases;  Whitman, 
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however,  considered  such  action  unchristian  and 
undertook  their  treatment,  thus  providing  the  more 
suspicious  Indians  ample  opportunity  for  impugning 
his  motives  or  skill. 

In  1840,  the  first  immigrant  wagon  reached 
Waillatpu  with  a small  group  of  American  settlers. 
The  following  year  24  people  arrived,  and  in  1842, 
114  immigrants  stopped  at  the  station.  Waillatpu  was 
a rest  stop  for  the  immigrants  who  usually  arrived 
exhausted  and  without  food.  Thus,  it  disturbed 
Whitman  to  learn  in  1842  that  the  American  Board 
intended  to  close  the  station.  He  went  East  to  dis- 
suade the  Board,  convincing  them  that  the  station  was 
essential  to  immigrants,  who  were,  in  turn,  vital  to 
transmission  of  white  Christian  civilization  to  the 
Indians.  Proceeding  to  Westport,  Missouri,  where  the 
1843  migration  was  assembling.  Whitman  gathered 
about  one  thousand  people  into  a train  bound  for 
Oregon.  Although  one  might  disagree  with  enthusiasts 
who  maintain  that  Oregon  would  have  remained  per- 
manently in  British  hands  if  Whitman  had  not  brought 
the  huge  group  to  the  Territory  in  1843,  it  is  undeni- 
able that  this  migration  opened  the  Oregon  Trail. 

For  America,  the  nineteenth  century  was  the  time 
of  Manifest  Destiny.  To  many  Americans  the  map  of 
the  United  States  at  mid-century  looked  incomplete. 
This  disquiet,  the  easy  availability  of  land,  and  official 
encouragement  to  settle  the  wilderness,  combined  to 
provide  philosophical  justification  for  the  westward 
movement.  As  stated  in  a newspaper  editorial  of  1846, 
the  massive  migration  and  occupation  of  the  West, 
“.  . . seems  to  be  completing  a more  universal  design 
of  providence  by  extending  the  power  and  intelligence 
of  an  advanced  civilized  nation  over  the  whole  face  of 
the  earth,  by  penetrating  into  those  regions  which 
seem  fated  to  immobility,  and  by  breaking  down  the 
barriers  of  the  future  progress  of  knowledge  of  the 
arts  and  sciences.” 

To  the  Nez  Perce  and  Cayuse  near  Waillatpu  the 
concept  of  Manifest  Destiny  was  quite  manifest  in  a 
flood  of  white  immigrants.  Already  apprehensive  of 
the  future,  the  Indians  were  dismayed  when  1,500 
people  arrived  at  Waillatpu  in  1844,  and  they  were 


enraged  when  twice  that  number  appeared  the  follow- 
ing year.  This  anger  would  contribute  to  the  subse- 
quent events  that  would  determine  the  fate  of  the 
Indians,  Whitman,  and  the  Oregon  Territory. 

In  1844  a white  man  killed  one  of  a group  of 
Waillatpu  Cayuse  Indians  in  California  searching  for 
cattle.  When,  upon  their  return,  no  action  followed 
their  demand  for  justice,  a war  party  departed  for 
California  to  avenge  the  Indian  death.  En  route 
almost  30  of  the  party  died  from  measles,  and  the 
survivors  returned  without  accomplishing  the  purpose 
required  by  custom.  All  the  tribes  in  the  Waillatpu 
region  were  furious,  and  Whitman  became  a potential 
surrogate  victim.  The  arrival  of  the  1847  migration  a 
few  months  later  signalled  the  beginning  of  an  unusu- 
ally severe  measles  epidemic  that  sealed  Whitman’s 
fate.  The  Indians  noticed  that  most  of  the  whites 
recovered  from  the  measles,  whereas  most  of  the 
afflicted  Indians  died,  and  they  concluded  therefrom 
that  Whitman  was  poisoning  them  in  the  guise  of 
treatment.  This  final  grievance  catalyzed  action,  and 
thus  it  was  that  on  November  29,  1847,  the  Whitmans 
and  14  other  whites  at  the  Waillatpu  station  were 
killed  in  an  Indian  attack. 

The  mission  stations  of  the  American  Board  were 
abandoned  permanently  after  the  Whitman  massacre, 
and  the  missionary  period  in  Northwest  history  came 
to  a close.  One  might  argue  the  effect  of  Whitman’s 
and  other  Protestant  missions  upon  the  Indians.  There 
is  little  doubt,  however,  about  the  effects  of  Whitman’s 
aid  to  the  American  immigrants,  or  the  encourage- 
ment provided  the  westward  movement  by  his  demon- 
stration that  families  could  reach  Oregon  overland. 
Whitman’s  death,  too,  had  its  effect.  In  1846,  the 
49th  parallel  was  established  as  the  boundary  between 
Western  Canada  and  the  United  States,  but  the  ques- 
tion of  free  and  slave  territories  delayed  establishment 
of  a government  in  Oregon.  Reaction  to  the  Whitman 
Massacre  of  1847  was  highly  instrumental  in  activat- 
ing the  deadlocked  Congress  to  creation  of  the  Oregon 
Territory  the  following  year. 

(to  be  continued  in  December) 


Abbreviated  and  Mellifluous 

/ would  never  use  a long  word,  even,  where  a short  one  would  answer  the  purpose.  I 
know  there  are  professors  in  this  country  who  “ligate”  arteries.  Other  surgeons  only  tie 
them,  and  it  stops  the  bleeding  just  as  well. 

Oliver  Wendell  Holmes,  Medical  Essays 
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II 


Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 
Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 


physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 
Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Ene:\ia  is  easy. 

Ready  to  use.  Completely  disposable. 

A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Ene:ma.  For  geriatric 
patients.  Helps  restore  the  urge. 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
def)endence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  is  present.  Caution:  Do  not  administer  to  chudren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 


Specifically  prepared  to  assist  vou  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
Its  treatment.  For  copies  simplv  write  to  C.B. FLEET  CO. , INC., 
P.O.  Box  1100,  Lynchburg,  \'a.'24505. 


Fleet  Enema 

The  professional  aid  to 
constipation  relief 
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ransplantation  and  dialysis  are  complementary 
forms  of  treatment  for  patients  with  end-stage  renal 
disease.  Washington  and  Oregon  are  fortunate  to  have 
had  state-wide  programs  for  dialysis  and  kidney  trans- 
plantation for  a number  of  years.  Approximately  50 
percent  of  patients  with  treatable  end-stage  renal  dis- 
ease are  potential  candidates  for  transplantation,  the 
remainder  being  better  treated  by  long-term  dialysis. 
Until  this  year  most  of  the  transplantation  has  been 
from  living  related  donors,  but  many  patients  suitable 
for  transplantation  lack  a suitable  donor.  The  only 
alternative  for  such  a patient  is  a cadaveric  kidney 
transplant. 

Tissue  typing  and  related  tests  are  important  in 
providing  the  best  kidney  for  an  individual  patient. 
We  are  fortunate  in  the  Northwest  to  have  excellent 
tissue  typing  facilities  in  Seattle  and  Portland,  and  in 
consequence  are  able  to  type  all  potential  recipients 
well  ahead  of  time,  and  keep  a list  enabling  us  to 
match  up  available  kidneys  with  the  best  recipients. 

The  kidney  transplantation  programs  have  been 
expanded  recently,  thanks  to  support  from  the  Region- 
al Medical  Program.  This  has  enabled  purchase  of 
organ  perfusion  equipment  which  permits  suitable 
retrieved  kidneys  to  be  kept  in  a viable  state  for  up  to 
48  hours.  As  a result  we  have  developed  kidney  re- 
trieval programs  for  cadaveric  kidneys  throughout 
Weshington,  Alaska,  and  adjacent  areas  of  Idaho  and 
Montana,  and  throughout  Oregon.  Although  there 
are  sufficient  deaths  in  this  area  to  provide  all  the 
kidneys  required,  the  five  or  six  pairs  harvested  each 
month  at  present  are  insufficient  for  our  needs.  It  is 
important,  therefore,  that  the  profession  and  public 
be  aware  of  these  programs  and  their  value. 

Public  awareness  is  being  stimulated  by  publicity 
through  the  usual  media,  and  by  a program  to  encour- 
age signing  of  donor  cards.  These  wallet-sized  cards 
are  a legal  document  under  the  provisions  of  the 
Uniform  Anatomical  Gift  Act,  and  permit  us  to  har- 
vest kidneys  or  other  organs,  or  both,  after  the 
bearer’s  death.  It  is  hoped  that  with  continuing  pub- 
licity, the  public  will  come  to  accept  organ  donation 
as  an  acceptable  form  of  giving  to  aid  their  fellowmen. 

Professional  awareness  of  the  kidney  retrieval  pro- 


Kidneys 

gram  is  important  because  of  the  opportunity  the 
physician  has  to  encourage  provision  of  kidneys  to 
the  program.  The  attending  physician  can  talk  with 
relatives  of  a dying  patient,  and,  if  appropriate,  can 
suggest  organ  donation  to  them.  To  be  viable,  kidneys 
must  be  functioning  well  at  the  time  of  death,  and  so 
suitable  patients  are  usually  patients  with  cerebral 
tumors,  subarachnoid  hemorrhage,  and  similar  condi- 
tions, and  accident  victims.  It  is  important  that  kid- 
neys be  harvested  immediately  after  death,  so  plans 
must  be  made  for  their  removal  ahead  of  time.  The 
retrieval  team  should  be  contacted  sometime  before 
death,  so  that  arrangements  may  be  made  for  removal 
of  the  kidneys.  These  are  then  put  onto  perfusion 
equipment  and  transferred  to  the  organ  perfusion 
laboratory  at  the  Northwest  Kidney  Center  in  Seattle, 
or  at  the  University  of  Oregon  Medical  School  in  Port- 
land, while  tissue  typing  and  other  tests  are  under- 
taken. The  kidneys  then  can  be  taken  to  the  appro- 
priate hospital,  for  transplantation  into  the  recipient 
of  choice. 

In  addition  to  our  local  retrieval  programs,  we  also 
communicate  with  a national  network  for  kidney 
sharing.  As  a result,  when  there  is  no  local  suitable 
recipient  for  a harvested  kidney,  we  can  transfer  it  by 
air  to  a center  elsewhere  for  transplantation  into  a 
perfect  match  recipient.  Only  by  development  of 
widespread  organ  sharing  in  this  fashion,  can  we  hope 
to  get  good  matched  kidneys  for  local  patients. 

Interested  physicians  and  institutions  may-obtain 
donor  cards  and  further  information  on  organ  procure- 
ment by  writing  to  the  Medical  Director  of  the  North- 
west Kidney  Center  in  Seattle,  or  to  the  Kidney  Asso- 
ciation of  Oregon.  A physician  with  a potential  donor 
should  call  the  retrieval  team  or  the  Medical  Director 
at  the  Northwest  Kidney  Center  in  Seattle  at  (206) 
292-2271.  After  5 p.m.  and  on  weekends  call  (206) 
622-6900.  In  Oregon  call  the  Transplant  Coordinator 
at  the  University  of  Oregon  Medical  School,  Portland, 
(503)  228-9181.  We  would  prefer  many  calls  that  do 
not  result  in  useable  kidneys,  rather  than  miss  obtain- 
ing the  kidneys  that  our  patients  need. 

Christopher  R.  Blagg,  M.D. 
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Kidney  Transplantation  in  Oregon 


'ne  hundred  forty  kidney  transplants  have  been 
performed  at  the  University  of  Oregon  Medical  School 
and  Veterans  Administration  Hospital  in  Portland 
since  1959.  Approximately  60  new  patients  per  year 
are  in  need  of  kidney  transplantation  in  these  two 
centers.  Of  these  60  patients,  only  about  one-half 
have  a suitable  familial  donor,  while  the  other  half 
must  wait  for  a cadaver  kidney.  The  Oregon  Regional 
Medical  Program  recently  funded  an  expanded  tissue 
typing  laboratory  and  Kidney  Procurement  Program 
in  order  to  help  meet  the  need  for  cadaver  kidneys. 
Tissue  typing  is  available  on  a 24-hour  basis  at  the 
University  of  Oregon  Medical  School  in  support  of 
kidney  transplant  programs  at  the  Medical  School 
Hospital  and  Veterans  Administration  Hospital.  The 
Veterans  Administration  Hospital  has  established  an 


Organ  Preservation  Laboratory  with  the  capability  of 
maintaining  kidneys  viable  for  up  to  48  hours.  This 
preservation  service  is  used  by  both  hospitals. 

The  Kidney  Procurement  Program  has  a goal  of  30 
usable  cadaver  kidneys  per  year.  To  help  meet  this 
goal,  an  extensive  public  education  program  to  enlist 
donor  card  signatures  is  being  carried  out  by  the  Kid- 
ney Association  of  Oregon.  Enlistment  of  physicians 
and  the  setting  up  of  kidney  retrieval  teams  at  major 
hospitals  is  being  carried  out. 

There  are  approximately  25  patients  waiting  on 
dialysis  for  cadaver  kidneys  at  the  present  time.  Phy- 
sicians who  identify  potential  donors  should  contact 
the  Renal  Transplant  team.  University  of  Oregon 
Medical  School,  (503)  228-9181. 

Russell  K.  Lawson,  M.D. 


831 

Northwest  Medicine,  November  1972 


i 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

IlosoWLiquid  250 

Er>tham>cin  Estc'tlate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  inlormation  available  

to  the  protession  on  request 
Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206  100204 


J 


The  Potential  of  Medical  Education  in 
Community  Medical  Centers 

DAVID  N.  GILBERT,  M.D.,  Portland,  Oregon 


In  recent  years  an  increasing  num- 
ber of  thoughtful  writers  have  dis- 
cussed the  education  potential  exist- 
ing in  community  hospitals.’”^  In 
many  metropolitan  areas,  it  is  recog- 
nized and  under  development.  In 
Rochester,  New  York,  multiple  com- 
munity hospitals  actively  participate 
in  the  intern  and  residency  programs 
of  the  affiliated  University  Medical 
Center.^  In  Seattle,  multiple  com- 
munity hospitals  participate  in  pro- 
grams of  the  University  of  Washing- 
ton School  of  Medicine  for  students, 
interns,  and  residents.  In  Portland, 
University  of  Oregon  Medical  School 
residents  in  various  surgical  subspe- 
cialties rotate  through  three  differ- 
ent Portland  community  hospitals. 

What  are  the  needs  in  medical 
education  motivating  this  trend  for 
increasing  university  medical  center 
participation  in  community  hospi- 
tals? What  advantages  and  disadvan- 
tages exist  in  the  educational  envi- 
ronment of  the  community  hospital 
as  compared  with  the  university 
medical  center?  Can  the  private 
hospital  fulfill  its  patient  service  re- 
sponsibilities and  still  provide  an 
adequate  program? 

needs  in  medical  education 

There  are  three  basic  ingredients 
necessary  as  a foundation  for  the 
development  of  an  education  pro- 
gram for  medical  students,  interns 
and  residents:  an  adequate  number 
of  patients,  a disease  spectmm  rele- 
vant to  the  future  practice  of  the 
student  physicians,  and  an  adequate 
number  of  skilled  physician  teachers. 
In  recent  years,  some  university 
medical  centers  have  found  the  sat- 
isfaction of  these  basic  needs  increas- 
ingly difficult.  For  example,  it  has 
become  increasingly  difficult  to  find 
adequate  numbers  of  teaching  pa- 
tients, in  part  due  to  the  increasing 
size  of  freshman  medical  school 
classes.  At  the  University  of  Oregon 


Medical  School  during  the  last  seven 
years  there  has  been  a 35  percent 
increase  in  the  size  of  the  freshman 
class.  In  the  same  institution  during 
the  last  ten  years  there  has  been  a 
40  percent  increase  in  the  number 
of  interns  and  residents.  The  in- 
creasing number  of  students  is  more 
significant  in  light  of  the  closure  of 
24  percent  of  the  teaching  beds  in 
one  of  the  University’s  teaching  hos- 
pitals. Thus,  the  number  of  teaching 
beds  available  per  student  physician 
has  decreased  significantly. 

There  is  some  question  as  to  the 
relevance  of  the  county  hospital- 
university  hospital  teaching  environ- 
ment. It  is  known  that  over  90  per- 
cent of  physicians  currently  in  train- 
ing will  eventually  enter  the  private 
practice  of  medicine.  If  the  ulti- 
mate goal  is  private  practice,  one 
wonders  if  exposure  only  to  the 
indigent  county  hospital  and  exotic 
university  hospital  populations  is 
appropriate. 


There  are  three  major  advantages 
to  university  medical  center  educa- 
tion programs.  First,  the  academic 
environment  is  unparalleled.  The  en- 
tire university  complex  is  devoted 
to  combining  patient  care,  teaching, 
and  research  in  order  to  create  a 
stimulating  intellectual  environment 
for  the  student  physician.  The  suc- 
cess of  this  system  in  motivating  stu- 
dents, enhancing  patient  care,  and 
stimulating  biomedical  research  is 
recognized  internationally.  Second, 
students,  interns  and  residents  are 
provided  with  a maximum  of  direct 
patient  responsibility.  This  is  espe- 
cially true  in  county  hospitals  car- 
ing for  large  indigent  populations. 


Student  physicians  also  require 
an  adequate  number  of  teachers. 
During  the  last  seven  years  the  num- 
ber of  full-time  teaching  faculty 
members  at  the  University  of  Ore- 
gon Medical  School  has  increased 
approximately  35  percent.  However, 
the  new  curriculum  requires  more 
small  group  teaching  and  greater  par- 
ticipation of  professors  of  clinical 
medicine  in  the  educational  program 
of  the  first  two  years  of  medical 
school.  Thus,  each  faculty  member 
has  increased  numbers  of  teaching 
hours  per  student.  Hence,  the  nu- 
merical increase  of  faculty  members 
does  not  provide  real  increase  in 
teacher  availability.  Thus,  the  uni- 
versity medical  center  is  not  always 
able  to  fulfill  all  the  educational 
needs  of  its  student  body.  It  is  the 
thesis  of  this  paper  that  properly 
structured  community  medical  cen- 
ter educational  programs  could  pro- 
vide those  educational  needs  lacking 
at  the  University. 


Third,  the  student  physician  is  pro- 
vided a maximum  of  structured 
teaching  activities  for  the  patient- 
care  services  he  or  she  provides. 

On  the  other  hand,  the  university 
setting  has  some  liabilities.  Fore- 
most among  these  is  the  skewed 
patient  population.  A good  example 
of  the  select  patient  population 
which  finds  its  way  to  referral  uni- 
versity hospitals  is  reflected  in  a 
study  done  in  North  Carolina.^  An 
adult  population  of  1,000  people 
was  studied  for  a one-month  period. 
Of  this  1,000  people,  750  adults  re- 
ported one  or  more  illnesses  or 
injuries.  Of  this  750,  250  consulted 
a physician  one  or  more  times.  Of 
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TABLE  1 


Comparison  of  the  discharge  diagnoses  per  1,000  discharges  for  four 
Portland  hospitals,  July  1-December  31,  1971. 


Prostate 

Bronchogenic 

Ischemic 

Obstructive 

Hospital 

Carcinoma 

Carcinoma 

Heart 

Disease 

Pulmonary 

Disease 

Alcoholism 

University  of 

Oregon  Medical 

School 

Multnomah 

2.2 

4.9 

25.2 

4.6 

0.9 

County 

2.4 

5.8 

19.5 

9.0 

7.4 

Providence 
U.S.  Veterans 

9.4 

14.1 

34.0 

28.8 

2.9 

Administration 

15.0 

33.0 

210.0 

134.0 

120.0 

the  250,  9 were  admitted  to  a com- 
munity hospital.  Five  of  the  nine 
were  referred  to  another  physician 
during  the  course  of  their  hospitali- 
zation but  only  one  of  the  nine  was 
ultimately  referred  to  a university 
medical  center. 

A similar  limited  survey  was  re- 
cently conducted  at  four  major  hos- 
pitals in  the  Portland  area.  The 
total  number  of  discharge  diagnoses 
in  arbitrarily-selected  categories  was 
obtained  for  the  last  six  months  of 
1971  for  the  University  of  Oregon 
Medical  School  Teaching  Hospital, 
Providence  Hospital  and  the  Veter- 
ans Administration  Hospital.  Table 
1 compares  the  discharge  diagnoses 
for  arbitrarily-selected  categories, 
and  certain  trends  are  evident.  For 
solid  tumors  of  the  prostate  and 
bronchus  or  lungs,  significantly 
greater  numbers  of  these  neoplasms 
occurred  in  Providence  Hospital  and 
the  veterans  hospital  as  compared 
to  the  university  or  county  hospital 
population.  The  incidence  of  ische- 
mic heart  disease  is  low  in  the  coun- 
ty hospital  population.  Impressive 
is  the  large  number  of  patients  with 
arteriosclerotic  heart  disease  and 
chronic  obstructive  pulmonary  dis- 
ease seen  at  the  Veterans  Administra- 
tion Hospital.  Also  noteworthy  is 
the  high  incidence  of  alcoholism  and 
hepatic  cirrhosis  (figure  not  given) 
at  the  Veterans  Administration  Hos- 
pital and  the  county  hospital. 

A second  common  criticism  of 
the  university  center  environment  is 
the  interesting  case  syndrome.  Many 
critical  reviewers  have  commented 


that  the  university  environment  em- 
phasizes the  biochemistry  of  the 
patient’s  disease  and  tends  to  mini- 
mize the  total  care  of  the  patient’s 
illness. 

The  last  of  the  criticisms  of  the 
university  hospital  environment  re- 
lates to  inefficiencies  in  the  support- 
ing services:  clinical  laboratory, 

radiology,  and  physical  therapy.  A 
crude  index  of  the  influence  of  these 
supporting  services  is  the  average 
duration  of  patient  hospitalization. 
Average  length  of  stay  at  the  same 
four  hospitals  listed  above  for  the 
last  six  months  of  1971  is  shown  in 
Table  2.  The  length  of  stay  was 
significantly  longer  at  the  university 
hospital  as  compared  to  the  county 
hospital  and  Providence  Hospital. 
The  length  of  stay  at  the  Veterans 
Administration  Hospital  was  almost 
three  times  as  long  as  that  at 
Providence  Hospital. 

community  medical  center 

What  are  the  assets  of  the  com- 
munity medical  center?  The  major 


TABLE  2 


Comparison  of  the  average  dura- 
tion of  hospitalization  for  four  hos- 
pitals, July  1-December  31,  1971. 

Average  Length 
Hospital  of  Stay  (Days) 


Providence  7.8 

Multnomah  County  8.0 

University  of  Oregon 
Medical  School  10.5 


U.S.  Veterans 

Administration  22.0 


advantage  is  the  relevant  patient 
population.  The  frequency  of  occur- 
rence of  disease  in  patients  admitted 
to  the  community  medical  center 
represents  the  patient  population 
that  the  student  physician  most 
likely  will  encounter  when  he  fin- 
ishes his  period  of  education.  The 
second  major  advantage  is  the  high 
efficiency  of  laboratory,  radiology, 
and  other  supporting  services. 

The  disadvantages  of  an  educa- 
tion program  in  the  community 
medical  center  have  long  been  recog- 
nized. Foremost  among  these  is  the 
difficulty  of  obtaining  adequate  pa- 
tient responsibility  for  interns  and 
residents  in  the  management  of  pri- 
vate patients.  Historically,  house 
staff  teaching  has  largely  been  by 
the  preceptorial  method.  This  meth- 
od requires  the  intern  or  resident  to 
interact  with  only  one  private  physi- 
cian, or  a small  group  of  physicians, 
largely  in  the  care  of  a single  physi- 
cian’s patients.  No  opportunity  is 
available  for  direct  patient  responsi- 
bility. The  intern  or  resident  per- 
forms a great  deal  of  service  to  the 
patients  in  return  for  which  he 
receives  little  teaching.  The  teaching 
that  is  provided  is  of  a very  practical 
nature,  with  little  emphasis  placed 
on  basic  pathophysiologic  mechan- 
isms. Lastly,  it  is  difficult  for  the 
interns  and  residents  to  develop  a 
perspective  of  the  natural  history  of 
disease  because  of  the  difficulty  in 
obtaining  patient  continuity  with 
private  patients  who  return  to  the 
care  of  the  private  physician. 
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SUGGESTED  MODEL  FOR  COMMUNITY  HOSPITAL  MEDICAL  SERVICE 


During  the  last  year,  1 and  my 
associates  have  revised  the  educa- 
tional program  in  internal  medicine 
at  a community  hospital  in  Portland. 
The  goal  of  this  revised  program  is  to 
minimize  the  recognized  deficiencies 
of  private  hospital  training  while 
maintaining  its  assets.  The  system 
that  has  evolved  may  not  be  applic- 
able to  all  community  hospitals  and 
several  variations  are  possible.  At 
the  present  time,  the  program  de- 
scribed below  is  completely  inde- 
pendent of  any  university  program. 

The  medical  service  is  divided 
into  three  inpatient  teaching  services 
as  well  as  an  outpatient  clinic.  The 
first  medical  service  is  designated 
the  Non-Private  Teaching  Service. 
The  service  consists  of  fifteen  beds 
and  is  staffed  by  one  rotating  intern 
and  an  internal  medicine  resident. 
Figure  1.  The  patients  are  admitted 
either  through  the  Outpatient  Clinic, 
Emergency  Room,  or  from  private 
physicians.  The  policy  of  the  service 
is  to  accept  any  patient  seen  in  the 


Emergency  Room  or  Outpatient 
Clinic  who  does  not  have  a private 
physician  and  whom  the  physician 
call  agrees  to  turn  over  to  the  house 
staff.  Many  of  the  patients  are  cov- 
ered by  Medicare,  many  are  part  of 
the  welfare  program  and  many  are 
charitable  admissions.  The  intern 
does  the  initial  history  and  physical 
examination.  He  is  followed  by  the 
internal  medicine  resident  who  acts 
as  a consultant  to  the  intern.  The 
intern  writes  all  the  orders.  The  at- 
tending staff  is  a full-time,  hospital- 
based,  salaried  internist.  The  attend- 
ing staff  member  makes  rounds  a 
minimum  of  three  times  per  week 
and  sees  all  of  the  patients.  At  pres- 
ent, no  physician’s  fees  are  collected 
on  this  service.  Once  a week  an 
internist  from  the  faculty  of  the 
nearby  University  of  Oregon  Medi- 
cal School  makesconsuiting  rounds. 
Thus,  this  service  is  similar  in  its  or- 
ganization to  medical  services  com- 
monly found  in  university  centers. 

Fifteen  beds  are  assigned  to  the 


Private  Teaching  Service.  It  is  also 
staffed  by  one  intern  and  one  inter- 
nal medicine  resident.  Figure  2.  The 
patients  are  referred  from  a pool  of 
thirty  physicians  practicing  internal 
medicine,  and  approximately  ten 
family  physicians.  The  private  phy- 
sician admitting  a patient  to  the  Pri- 
vate Teaching  Service  agrees  to  the 
following:  1 . to  write  no  orders  for 
that  patient  unless  it  is  an  emer- 
gency; 2.  not  to  require  notification 
of  any  new  orders  written  by  the 
intern  or  resident;  3.  to  see  his  pa- 
tient daily;  and  4.  to  charge  the 
patient  for  his  services. 

The  intern  and  resident  thus  accu- 
mulate patients  from  many  different 
private  physicians.  They  make  their 
daily  work  rounds  independent  of 
the  patient’s  private  physician  who 
remains  ultimately  responsible.  The 
private  physician  supervises  the  man- 
agement of  the  patient  by  observing 
the  orders  and  progress  notes-  writ- 
ten in  the  chart,  and  by  informal 
discussion  with  the  house  staff.  If, 

PATIENT  SOURCE 

Private  Physicians: 

Internal  Medicine 

+ 

General  Practice 

I 

Private  Teaching 
Service 


15  BEDS 
One  Intern 

One  Medical  Resident 

Attending  Staff: 
Staff  Teaching  Faculty 

Fig.  2.  Schematic  outline  of  the  or- 
ganization of  the  Private  Teaching  Service 


Outpatient 

Clinic 


PATIENT  SOURCE 


Emergency  Room 


1 


Non-  Private 
Teaching  Service 


Private 
Physicians 


15  BEDS 
One  Intern 

One  Medical  Resident 

Attending  Staff: 
Hospital  - Based  Internist 


Fig.  1.  Schematic  outline  of  the  organization  of  the  Non-Private  Teaching  Service 
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at  any  time,  the  admitting  physician 
desires  to  remove  his  patient  from 
the  service  he  has  that  privilege. 
Attending  rounds  for  the  intern  and 
resident  are  conducted  three  times 
per  week  by  a practicing  internist 
chosen  by  the  Director  of  Medical 
Education  because  of  his  recognized 
teaching  abilities.  The  attending 
staff  sees  all  of  the  patients  on  the 
service,  although  most  of  them  re- 
present the  private  patients  of  other 
physicians.  Also,  on  this  service,  a 
consultant  in  internal  medicine  from 
the  University  of  Oregon  Medical 
School  makes  rounds  once  per  week. 

The  Intensive  Care  Unit  Service 
utilizes  all  of  the  fifteen  beds  in  the 
hospital’s  intensive  care  area.  One 
intern  and  one  medical  resident  are 
assigned.  The  house  staff  cares  for 
all  the  patients,  both  medical  and 
surgical,  admitted  to  the  Intensive 
Care  Unit.  As  on  the  Private  Teach- 
ing Service,  the  ultimate  authority 
and  responsibility  remains  with  the 
patient’s  private  physician.  Attend- 
ing rounds  are  conducted  a mini- 
mum of  three  times  a week  by  a 
member  of  the  Cardiology  Teaching 
Faculty.  Once  per  week  rounds  are 
conducted  by  a general  surgeon,  and 
rounds  are  conducted  once  weekly 
by  a physician  trained  in  respiratory 
physiology. 

The  Outpatient  Clinic  serves  as 
a source  of  patients  for  the  inpa- 
tient services  as  well  as  a facility  for 
follow-up  of  patients  discharged 
from  the  hospital.  Patient  continu- 
ity is  easily  achieved  for  patients 
discharged  from  the  Non-Private 
Teaching  Service.  The  house  staff 
and  private  physician  attempt  to 
follow  jointly,  at  least  for  one  post- 
hospitalization visit,  patients  dis- 
charged from  the  Private  Teaching 
Service  by  meeting  with  the  patient 
in  the  hospital’s  Outpatient  Clinic. 
The  clinic  is  staffed  by  an  intern 
and  an  internal  medicine  resident. 
The  attending  staff  is  a hospital- 
based,  salaried  internist. 

This  proposed  medical  service  has 
advantages  both  to  the  house  staff 
and  to  the  participating  private  phy- 
sicians. For  the  house  staff,  the 
gain  in  direct  patient  responsibility 
is  obvious,  and  this  has  been  the 


most  gratifying  part  of  the  pro- 
gram. House  staff  that  were  con- 
sidered inept  and  not  interested 
have  improved  their  performance 
greatly  when  offered  direct  patient 
responsibility.  The  relevant  nature 
of  the  patients  and  the  facilities 
have  already  been  stressed.  The  pat- 
tern of  attending  and  consulting 
rounds  enhances  the  academic  en- 
vironment and  provides  a great  deal 
of  teaching  for  the  patient  services 
performed.  Patient  continuity,  while 
not  ideal,  is  improved  by  the  ability 
to  follow  the  patient  in  the  hospital’s 
outpatient  clinic  facility. 

This  type  of  organization  is  also 
advantageous  to  the  private  physi- 
cians who  participate.  They  are  able 
to  teach  and  learn  in  the  same  hos- 
pital environment  in  which  they 
normally  expend  a great  deal  of  time 
and  energy.  They  learn  by  the  intel- 
lectual stimulation  provided  by  the 
house  staff  as  well  as  the  feedback 
opportunities  available  from  their 
peer  group.  The  private  physician 
who  serves  as  the  attending  staff 
member  on  the  Private  Teaching 
Service  has  the  opportunity  to  ob- 
serve the  methods  of  practice  of 
other  internists  on  the  hospital  staff. 
Private  physicians  whose  patients 
are  on  the  Private  Teaching  Service 
are  able  to  gain  the  insight  of  the 
attending  physician  as  well  as  of  the 
consultants  from  the  medical  school. 
The  ultimate  advantage  to  the  pri- 
vate physician  is  an  improvement  in 
patient  care.  It  is  our  impression 
that  many  errors  of  omission  have 
been  eliminated.  Errors  of  commis- 
sion are  minimized  by  the  check- 
and-balance  system  which  is  inherent 
in  the  system  because  of  the  num- 
ber of  physicians  seeing  the  patient. 
In  practice,  we  have  observed  that 
the  sicker  patients,  with  more  com- 
plicated problems,  have  been  re- 
ferred either  to  the  Private  Teaching 
Service  of  the  Intensive  Care  Unit 
Service  because  of  the  continued 
physician  surveillance  available. 

potential  problems 

Several  potential  problems  exist 
in  this  proposed  medical  service. 
The  initial  concern  was  that  this 


arrangement  would  not  be  accept- 
able to  private  patients.  This  con- 
cern has  proved  to  be  unfounded. 
Patients  are  asked  prior  to  admission 
if  interns  and  residents  may  be  in- 
volved in  their  care.  At  the  time  of 
admission  explanatory  reading  ma- 
terial is  provided  all  patients  assigned 
to  a teaching  service.  Thus  far,  the 
patients  appear  to  enjoy  the  great 
deal  of  physician  attention  that 
comes  from  the  daily  visit  of  the  in- 
tern, the  resident,  the  private  physi- 
cian, as  well  as  the  frequent  visits  of 
the  attending  physician  and  perhaps 
a consulting  visit  by  a member  of  the 
medical  school  faculty.  The  system 
has  met  with  the  acceptance  and 
approval  of  the  private  physicians 
who  participate.  Initially,  there  was 
some  reluctance  by  certain  mem- 
bers of  the  hospital  staff  to  partici- 
pate for  fear  that  the  quality  of  care 
their  patients  would  receive  from 
the  house  staff  would  be  less  than 
optimal.  As  already  indicated,  mem- 
bers of  the  house  staff  accept  their 
new-found  responsibility  with  a 
great  deal  of  maturity.  The  house 
staff  members  appear  to  realize  that 
they  are  under  close  supervision  by 
private  physicians  and  are  very  sen- 
sitive as  to  the  limits  of  independent 
action.  Members  of  the  house  staff 
have  accepted  the  program  with  a 
great  deal  of  enthusiasm.  Those  in 
hospital  administration  have  found 
the  system  to  their  liking.  It  is  a 
relatively  inexpensive  educational 
system,  since  private  patients  are 
utilized  for  educational  purposes, 
and  the  budget  necessary  for  staff 
patients  is  minimal. 

future  prospects 

A system  like  the  one  described 
can  be  successfully  instituted  in  a 
private  hospital.  What  is  the  poten- 
tial for  the  wide-scale  institution  of 
such  programs?  The  program  is 
meant  to  supplement  and  not  re- 
place university  programs.  Thus, 
the  ultimate  success  of  programs  in 
community  hospitals  depends  on 
the  support  of  university  centers. 
If  university  medical  centers  can  suc- 
cessfully participate,  without  jeop- 
ardizing their  educational  objectives. 
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the  educational  programs  at  com- 
munity hospitals  will  flourish.  There 
are  multiple  factors  that  appear  to 
provide  the  necessary  stimulus  for 
university  medical  centers  to  in- 
crease their  involvement  in  the  edu- 
cational programs  of  private  hospi- 
tals. First,  the  report  of  the  Carnegie 
Commission  on  Medical  Education 
recommends  increased  involvement 
of  university  medical  centers  in 
community  hospitals.'^  This  official 
recommendation  indicates  aground- 
swell  of  intellectual  support  for  such 
a trend.  Second,  the  accreditation 
bodies  for  internships  and  residen- 
cies are  requiring  more  patient  re- 
sponsibility for  programs  based  in 
community  hospitals.  This  is  a po- 
tent stimulus  to  alter  the  educa- 
tional program  in  community  hospi- 
tals in  a way  similar  to  that  outlined 
above  and  in  the  process  make  the 
community  programs  more  appeal- 
ing to  the  university.  Third,  the 
medically  indigent  are  gradually  dis- 
appearing as  legislation  is  approved 
allowing  larger  and  larger  segments 
of  the  population  to  select  their 


own  methods  of  medical  care.  This 
diminution  of  the  number  of  medic- 
ally indigent  greatly  reduces  the 
population  pool  from  which,  in  the 
past,  the  university  medical  center 
derived  many  of  its  patients.  Fourth, 
university  medical  centers  recognize 
the  appropriateness  of  the  patient 
population  and  facilities  in  private 
hospitals.  Also,  increasing  numbers 
of  medical  students,  interns,  and 
residents  are  seeking  rotations  or 
electives  through  community  hospi- 
tals. The  expense  of  medical  educa- 
tion is  a strong  amalgamating  force. 
University  medical  centers  are  very 
expensive  to  operate.  The  current 
budget  of  the  University  of  Oregon 
Medical  School  is  18  million  dollars, 
in  return  for  which  approximately 
1,000  students,  interns,  residents, 
nurses  and  other  paramedical  per- 
sonnel are  educated.  Utilization  of 
private  patients  already  available  in 
private  hospitals  would  be  a wel- 
come alternative  as  a source  of  teach- 
ing patients,  rather  than  the  con- 
struction of  expensive  new  teaching 
beds  in  the  university  center. 


Because  of  the  interaction  of 
these  factors,  one  can  safely  predict 
that  the  future  will  bring  the  educa- 
tional programs  of  the  university 
medical  center  and  the  community 
medical  center  closer  together.  As 
already  exists  in  some  medical  cen- 
ters, a fusion  of  the  educational 
programs  is  likely,  with  all  of  the 
educational  programs  in  the  com- 
munity coming  under  the  academic 
umbrella  of  the  university. 

summary 

The  potential  of  medical  educa- 
tion in  community  hospitals  is  no 
longer  questioned.  Recent  experi- 
ence indicates  that  it  is  feasible  to 
institute  a university-type  teaching 
program  in  a private  hospital  by  util- 
izing private  patients.  Thus,  the  only 
question  remaining  is  the  degree, 
speed  and  ingenuity  with  which  the 
education  potential  of  the  private 
hospital  is  exploited. 

700  N.E.  47th  Avenue 
(97213) 
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Rapidly  Progressive  Glomerulonephritis 

W.  MARK  WHEELER  III,  M.D.,  Beaverton,  Oregon,  RICHARD  T.  GOURLEY,  M.D. 

GEORGE  A.  PORTER,  M.D.,  and  WILLIAM  M.  BENNETT,  M.D.,  Portland,  Oregon 

Four  cases  of  histologically  proven  rapidly  progressive  glomerulonephritis  are  presented. 

Despite  extremely  variable  clinical  presentations  all  cases  were  marked  by  prolonged  oli- 
guria. Two  died.  One  recovered  with  hemodialysis  alone.  The  other  remitted  after  steroid, 
goat  antilymphocyte  serum,  azathioprine  and  heparin  therapy.  These  cases  emphasize 
three  main  points:  1.  the  heterogeneity  of  clinical  presentation,  2.  the  difficulty  in  mak- 

ing  a prognosis  based  on  histologic  data;  and  3.  the  problems  of  evaluating  newer  modes 
of  therapy. 


apidly  progressive  glomerulon- 
ephritis is  a term  coined  by  Heptin- 
stall  to  denote  a particular  form 
of  glomerulonephritis.*  Pathologic- 
ally it  is  characterized  by  epithelial 
crescent  formation  and  widespread 


Case  1.  A 48-year-old  white  man  ex- 
perienced fatigue,  myalgia,  one  day  of 
diarrhea,  followed  in  a week’s  time  by 
gross  hematuria.  On  admission  he  had 
periorbital  edema  and  1+  pretibial  edema; 
his  blood  pressure  was  160/100.  Urinal- 
ysis showed  3+  protein,  50-60  red  cells, 
75-100  white  cells,  0-1  granular  casts, 
and  0-1  white  cell  casts  per  high  power 
field.  Urine  culture  grew  Staphylococcus 
epidermitis.  The  blood  urea  nitrogen  was 
100  mg  per  100  ml  and  creatinine  was 
5.7  mg  per  100  ml.  After  initial  urine 
output  of  3 to  5 liters  of  urine  per  day, 
he  developed  oliguria  with  a progressive 
rise  of  blood  urea  nitrogen  to  150  and  a 
serum  creatinine  of  24. 

An  open  renal  biopsy  was  performed. 
A portion  of  the  tissue  is  shown  in  Figure 
1.  There  was  widespread  crescent  forma- 
tion in  the  glomeruli.  On  the  basis  of 
this  biopsy  and  the  patient’s  clinical 
course,  it  was  concluded  that  his  renal 
disease  was  probably  irreversible  and  he 
was  started  on  hemodialysis. 

To  everyone’s  surprise,  after  six  he- 
modialysis procedures,  his  urine  output 
gradually  increased  and  his  creatinine 
clearance  rose  steadily  to  5 5 cc  per  min- 
ute over  a six-week  interval.  His  blood 
pressure  was  160/100  and  he  excreted  7 
to  9 grams  of  urinary  protein  in  24  hours. 
Serum  albumin  fell  to  2.6  gm  per  100  mL 


glomerular  destruction.  Clinically  it 
presents  without  discriminating  fea- 
tures in  history,  physical  examina- 
tion, or  laboratory  findings.  Pro- 
longed oliguria  is  common  and  poor 
prognosis  is  the  rule.^~^ 

CASE  REPORTS 

A trial  of  prednisone  40  mg  every 
other  day  for  two  months  failed  to  alter 
the  level  of  his  proteinuria.  Azathioprine, 
150  mg  per  day,  was  initiated.  On  the 
second  day  of  treatment  he  had  a tem- 
perature of  39.4  C (103  F),  back  pain  and 
myalgia.  Subsequent  cultures  of  sputum, 
blood,  and  urine  showed  no  growth.  His 
temperature  returned  to  normal  after 
azathioprine  was  stopped.  Azathioprine 
was  restarted  in  the  same  dosage  and  once 
again  his  temperature  spiked  to  39.4  C 
with  symptoms  as  described  before.  Aza- 
thioprine was  discontinued,  and  the  pa- 
tient was  treated  symptomatically  with 
diuretics  and  anti-hypertensives. 

During  the  follow-up  period  of  two 
years  he  complained  of  fatigue.  He  has 
recently  had  a documented  myocardia 
infarction  complicated  by  ventricular  it 
ritability.  Currently  his  blood  urea  nitro 
gen  is  31,  creatinine  clearance  is  35  cc/ 
min,  and  the  proteinuria  ranges  from  2.2 
to  4.7  grams  for  24  hours. 

Case  2.  A 19-year-old  white  woman 
became  ill  with  pharyngitis.  One  week 
previously,  her  father  had  been  ill  with  a 
culture-proven  beta  hemolytic  strepto- 
coccus pharyngitis.  She  was  given  oral 
penicillin,  but  it  produced  only  transient 
improvement.  She  then  developed  fever, 
gross  hematuria,  oliguria,  nausea,  and 
vomiting.  She  required  two  peritoneal 


In  the  last  three  years  we  have 
observed  four  cases  of  rapidly  pro- 
gressive glomerulonephritis.  The 
clinical  course  of  these  patients  in 
relation  to  therapy  is  the  subject  of 
this  communication. 


dialyses  for  control  of  uremia  and  hyper- 
kalemia. In  spite  of  ampicillin,  given  for 
a concurrent  Escherichia  coli  urinary  tract 
infection,  and  dexamethasone  4 mg  intra- 
venously twice  a day  for  eight  days,  she 
failed  to  improve.  A percutaneous  renal 
biopsy  was  performed.  Figure  2.  Then 
she  was  transferred  to  the  University  of 
Oregon  Medical  School  Hospital. 

Admitting  laboratory  values  were:  He- 
matocrit, 26  percent;  white  cells,  18,000; 
blood  urea  nitrogen.  111  mg  per  100  ml; 
creatinine,  22.5  mg  per  100  ml;  and  ASO 
titer  500  Todd  units.  Clotting  was  nor- 
mal except  for  a prothrombin  consump- 
tion of  50  percent  normal.  Fibrinogen 
degradation  products  were  elevated  at 
37  /ig  per  100  ml  (normal  8 /ig).  She  was 
treated  with  heparin  120  units/kg  every 
6 hours,  goat  antilymphocyte  serum  5 cc 
intravenously  per  day,  and  prednisone 
60  mg  per  day.  For  the  first  time  in  ten 
days  her  urine  output  was  measurable. 
Five  days  later  heparin  was  stopped  be- 
cause of  nose  bleeds,  oozing  from  intra- 
venous sites  and  a large  hematoma  in  her 
right  buttock.  Her  blood  urea  nitrogen 
rose  to  189  and  two  hemodialyses  were 
performed.  She  gradually  improved  and 
the  prednisone  was  tapered;  azathioprine 
100  mg  daily  was  started  and  the  andlym- 
phocyte  serum  was  tapered  and  stopped. 

During  the  follow-up  period  of  28 
months  she  complained  of  fatigue.  Her 
blood  pressure  was  125/85.  She  had  per- 
sistent normocytic  anemia  with  hemato- 
crit of  24.  She  was  recently  hospitalized 
for  pharyngitis  and  aseptic  meningitis 
thought  to  be  due  to  herpes  zoster.  She 


From  the  Hemodialysis  Unit,  U.S.  Veterans  Administration  Hospital,  Section 
of  Nephrology,  Division  of  Cardiovascular- Renal  Disease,  Department  of  Medicine, 
University  of  Oregon  Medical  School  and  the  Section  of  Pathology,  Permanente 
Clinic,  Portland,  Oregon.  Supported  in  part  by  CV  Program  Grant  HE  06336-10. 
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Fig.  1.  Case  I.  There  is  marked  proliferation  of  the  epithelium  lining  Bowman’s  space.  The  glomerular  tuft  is  hyper- 
cellular  and  has  a lobular  pattern.  There  is  definite  capillary  ischemia  and  both  tuft  and  the  capsule  are  infiltrated  with  seg- 
mented neutrophils.  Hematoxylin  and  Eosin,  X158.  Fig.  2.  Case  2.  These  two  glomeruli  are  representative  of  the  tremen- 
dous proliferative  changes  in  the  capsular  and  glomerular  tuft  epithelium  in  this  case.  There  is  extensive  necrosis  and  infiltra- 
tion by  leukocytes  with  obliteration  of  Bowman’s  space.  Hematoxylin  and  Eosin,  XI 58.  Fig.  3.  Case  3.  The  morphologic 
pattern  is  repeated  in  this  instance.  There  is  marked  proliferation  of  tuft  and  capsular  epithelial  cells  with  total  glomerular 
capillary  ischemia,  neutrophilic  infiltration,  necrosis  and  obliteration  of  Bowman’s  space.  Hematoxylin  and  Eosin,  XI 58. 


suffered  transient  decrease  in  renal  func- 
tion, but  most  recently  her  serum  crea- 
tinine was  1.2  mg  per  100  ml  and  her 
blood  urea  nitrogen  was  38  mg  per  100 
ml.  Her  only  medication  is  prednisone 
5 mg  daily.  Twenty-four-hour  urine  pro- 
tein is  3-5  grams. 

Case  3.  A 61-year-old  white  female 
with  mild  diabetes  became  acutely  ill  one 
week  before  admission.  Sbe  developed 
chills,  fever  to  38.8  C (102  F),  tobacco- 
colored  urine,  nausea,  vomiting,  and  oli- 
guria. Ampicillin  was  administered  for 
suspected  urinary  tract  infection  (urine 
culture  no  growth).  She  did  not  improve 
and  was  admitted  to  the  hospital.  Blood 
pressure  120/90,  temperature  36.6  C 
(98.0  F).  She  was  obese  and  bad  peri- 
orbital edema.  Laboratory  results:  hema- 
tocrit 31,  white  blood  cells  7,250;  urin- 
alysis 1+  albumin,  100  red  blood  cells 
per  bigb  power  field  and  no  casts.  Urine 
culture  was  sterile.  Blood  urea  nitrogen 
was  131  mg  per  100  ml,  and  creatinine 
13.8  mg  per  100  ml.  Rheumatoid  factor 
was  weakly  reactive,  L-E  prep  and 
Coombs  test  were  negative.  ASO  titer 
was  100  Todd  units. 

After  peritoneal  dialysis,  a percutane- 
ous renal  biopsy  was  performed.  Figure  3. 
A macular-papular  skin  rash  appeared 
but  cleared  when  ampicillin  was  stopped. 
Prednisone  60  mg  per  day  was  adminis- 
tered and  she  was  supported  by  perito- 
neal dialysis  for  four  weeks.  Oliguria  per- 
sisted. Sbe  died  on  the  30th  hospital  day, 
five  weeks  after  becoming  ill. 

Case  4.  A 71-year-old  white  female 
had  a six-month  history  of  daily  temper- 
ature elevations  to  38.3  C (101  F).  Ex- 
tensive work-up  in  other  institutions  had 
failed  to  uncover  the  cause  of  the  fever. 
Her  urine  was  normal.  Trials  with  anti- 
biotics and  low  dose  steroids  produced 


no  benefit.  She  finally  developed  nausea, 
vomiting,  pruritus  and  oliguria.  On  ad- 
mission she  had  blood  pressure  of  160/90. 
There  was  no  edema.  Laboratory:  Hem- 
atocrit 24,  white  blood  cells  7,800,  urin- 
alysis-albumin 2+,  80  to  100  red  blood 
cells  and  80  to  100  white  blood  cells  per 
high  power  field.  Urine  culture  grew 
alpha  streptococcus;  blood  urea  nitrogen 
was  145  mg  per  100  ml,  creatinine  13.2 
mg  per  100  ml,  and  ASO  titer  12  Todd 
units. 

Her  hospital  course  was  complicated 
by  seizures,  and  bleeding  after  percutane- 


Chemical  Nomenclature 


Generic 

Trade 

ampicillin 

Amcill 
Omnipen 
Penbritin 
Principen 
and  others 

azathioprene 

Imuran 

cyclophosphamide 

Cytoxan 

dexamethasone 

Decadron 
Deronil 
Dronactin 
Gammacorten 
and  others 

prednisone 

Betapar 
Deltasone 
Sigmagen 
Sterizolidin 
and  others 

sulfinpyrazone 

Anturane 

ous  renal  biopsy.  Peritoneal  dialysis  was 
attempted  but  was  technically  unsatis- 
factory. She  died  on  the  13th  hospital 
day. 

pathology 

These  cases  share  a striking  re- 
semblance in  the  histologic  apnear- 
ance  of  their  renal  specimens.  There 
are  marked  proliferative  changes  in 
the  epithelium  of  both  the  glomer- 
ular tufts  and  that  lining  Bowman’s 
space,  with  production  of  either 
large  crescents  or  total  obliteration 
of  the  space.  Many  of  the  glomeruli 
have  lobular  capillary  tufts  with  dis- 
tinct constriction  or  obliteration  of 
capillary  lumens  or  both.  In  all 
cases,  there  was  intense  exudation 
of  segmented  neutrophils  into  the 
glomeruli.  Such  exudation  is  most 
marked  in  the  cases  having  the  more 
severe  tuft  necrosis. 

The  cases  studied  had  some  inter- 
stitial lymphocytic  infiltrates  and 
edema,  but  it  was  highly  variable. 
The  tubules  were  most  severely  in- 
volved in  Case  3 where  there  was 
severe  tubular  atrophy  and  some 
interstitial  fibrosis. 

discussion 

Although  these  four  patients  pre- 
sented with  a wide  spectrum  of  signs 
and  symptoms,  there  were  a few 
common  denominators  in  the  course 
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TABLE  1 


Immunologic  Investigation 


Test 

Case  1 

Case  2 

Case  3 

Case  4 

VDRL 

NR 

NR 

NR 

NR 

Coombs  Test 
Direct 

not  done 

Neg 

Pos  1:2 

Neg 

Indirect 

not  done 

Neg 

Neg  1:4 
Neg 

Neg 

RA  Factor 

Neg 

Neg 

WR  X 1 

WR  X 1 

LE  Prep 

Neg  X 1 

Neg  X 3 

Neg  X 1 
Neg  X 3 

Neg  X 1 
Neg  X 1 

ASO  Titer,  Todd  units 

12 

500 

100 

12 

Serum  Electrophoresis  gm/ 100  ml 
Albumin  (4. 0-5. 4) 

2.66 

2.84 

3.01 

2.60 

CL\  globulins  (0.15-0.47) 

0.32 

0.24 

0.43 

0.50 

0-2  globulins  ( .36-. 78) 

1.37 

0.65 

1.16 

0.86 

|3  globulins  (0.55-1.03) 

0.40 

0.58 

0.77 

0.56 

7 globulins  (0.60-1.40) 

1.05 

2.11 

1.45 

2.24 

Immunoglobulins,  mg/100  ml 
IgA  (220  ± 102) 

88 

326 

300 

not  done 

IgM  (140±  53) 

50 

137 

37 

not  done 

Bj  complement  (123  ±28) 

172 

120 

230 

not  done 

NR  = non-reactive 

WR  = weakly-reactive 

(normal  range  for  this  laboratory ) 


of  the  disease.  All  patients  did  have 
hematuria  followed  by  rapidly  devel- 
oping oliguria.  Oliguria  lasted  15  to 
16  days  in  the  two  patients  who  sur- 
vived, and  it  persisted  in  those  who 
died.  The  two  survivors  had  persist- 
ent and  significant  proteinuria. 

Glomerulonephritis  is  thought  to 
result  from  at  least  two  different 
immunologic  mechanisms.*  The 
first  is  the  deposition  of  soluble  cir- 
culating complexes  of  antigen,  anti- 
body, and  complement  in  the  glom- 
erular basement  membrane.  The 
second  mechanism  involves  the  at- 
tachment of  antibody  to  the  base- 
ment membrane  itself. 

With  the  thought  in  mind  that  im- 
munologic mechanisms  are  respons- 
ible for  glomerular  destruction,  vari- 
ous immunosuppressive  agents  have 
been  tried.  Corticosteroids  have 
been  widely  used,  but  recent  data 
from  controlled  studies  have  shown 
prednisone  to  be  ineffective  in  mem- 
branous or  proliferative  glomerulon- 
ephritis.^ 


Two  other  agents  that  have  been 
used  to  combat  immunologically 
mediated  glomerular  disease  have 
been  azathioprine  and  cyclophos- 
phamide. A recent  British  paper 
presenting  a controlled  study  of 
proliferative  glomerulonephritis  has 
failed  to  demonstrate  that  these 
agents  are  useful  in  preventing  the 
progression  of  renal  disease.® 

Another  mechanism  implicated 
in  glomerular  damage  involves  the 
activation  of  the  blood  coagulation 
system.  The  basis  for  this  theory 
is  the  demonstration,  by  immuno- 
fluorescent  staining,  of  fibrin  de- 
position in  the  glomeruli  both  in 
rabbits  with  Masugi  nephritis^  and 
in  patients  with  acute  glomerulon- 
ephritis.** 

In  1968  Kincaid-Smith,  et  alii, 
reported  the  results  of  treating  six 
patients  with  oliguric  glomerulone- 
phritis with  heparin  infusion.*' 
Three  of  their  cases  fit  the  clinical 
and  histologic  criteria  of  rapidly  pro- 
gressive glomerulonephritis.  These 


cases  showed  improvement  in  renal 
function  when  heparin  was  infused. 
In  two  of  these  three  patients  renal 
function  deteriorated  after  heparin 
was  stopped.  All  six  patients  re- 
ceived steroids  and  azathioprine  or 
cyclophosphamide,  in  addition  to 
heparin.  The  authors  did  not  sug- 
gest that  clinical  improvement  was 
due  to  heparin  alone. 

Arieff  and  Pinggera  have  recently 
reported  the  use  of  anti-coagulants 
in  the  treatment  of  six  cases  of  rapid- 
ly progressive  glomerulonephritis.*^ 
Two  died,  one  having  polyarteritis, 
the  other  an  associated  cryoglobu- 
linemia. Another  with  associated 
Henoch-Schdnlein  purpura  improved 
to  a clearance  of  83  cc  per  minute. 
Of  the  three  remaining  patients  fit- 
ting into  the  idiopathic  group,  two 
did  well  and  are  being  maintained  on 
sulfinpyrazone  and  warfarin.  The 
third  patient  rapidly  deteriorated 
when  heparin  was  stopped,  and 
ultimately  required  renal  transplant. 
It  is  interesting  that  all  three  of 
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these  idiopathic  patients  also  re- 
ceived prednisone.  Also,  all  patients 
in  this  series  had  hemorrhagic  com- 
plications. 

Table  1 summarizes  the  immuno- 
logic investigation  of  our  four  pa- 
tients. The  first  patient  had  gener- 
ally decreased  immunoglobulin  lev- 
els but  normal  complement  level. 
Electrophoresis  recorded  normal  lev- 
els with  the  exception  of  low  albu- 
min. It  should  be  noted  that  this 
patient  improved  with  supportive 
therapy  alone. 

The  second  patient  in  all  proba- 
bility had  a post-streptococcal  glom- 
erulonephritis. The  evidence  for 
this  was  her  father’s  demonstrated 
streptococcal  infection  and  her  high 
ASO  titer  on  admission.  She  had 
increased  immunoglobulin  G,  but 
normal  immunoglobulin  A,  immuno- 
globulin M and  complement  levels. 
In  an  analysis  of  29  cases  of  acute 
glomerulonephritis  associated  with 
prolonged  oliguria,  Leonard,  et  alii, 
pointed  out  that  glomerulonephritis 


patients  with  preceding  streptococ- 
cal infection  have  a far  better  prog- 
nosis than  those  without  associated 
streptococcal  infection.^  In  the 
light  of  this  observation  it  is  interest- 
ing to  consider  the  course  of  this 
patient.  This  young  woman  received 
steroids,  antilymphocyte  serum,  hep- 
arin and  then  azathioprine.  Perhaps 
she  would  have  recovered  just  as 
well  without  these  powerful  agents. 

Cases  3 and  4 were  older  women 
with  fulminating  illness.  Both  had 
abnormal  serum  electrophoretic  pat- 
terns. Both  had  transient,  weakly 
reactive  tests  for  rheumatoid  arthri- 
tis. One  had  a direct  Coombs  test 
which  was  positive  in  one  to  two 
dilution.  Both  patients  died,  one 
having  received  steroid  therapy,  and 
the  other,  only  supportive  care. 

conclusion 

Oliguria  in  a clinical  case  of  acute 
glomerulonephritis  is  an  ominous 
sign.  When  uremia  and  attendant 
hyperkalemia  develop,  the  diagnosis 


Does  Publication  Make  it  So? 


of  rapidly  progressive  glomerulone- 
phritis should  be  suspected.  Renal 
biopsy  is  essential  in  establishing  the 
diagnosis,  but  it  is  not  helpful  in 
predicting  the  prognosis  as  Case  1 
demonstrates. 

Therapeutic  guidelines  for  rapidly 
progressive  glomerulonephritis  are 
far  from  clear.  Although  there  has 
been  recent  interest  in  the  use  of 
anticoagulants  for  this  disease,  a 
controlled  study  has  not  as  yet  been 
done.  It  may  be  that  supportive 
therapy  alone  may  be  just  as  effica- 
cious as  more  hazardous  forms  of 
treatment. 

13655  S.  W.  Jenkins  Road 
(97005) 


The  reference  list  submitted  by  the 
author  has  not  been  included  in  this 
publication  although  reference  figures 
have  been  retained  for  convenience  of 
readers.  Photocopies  of  the  list  will  be 
provided  on  request.  Address  requests  to 
Editor,  Northwest  Medicine,  500  Wall 
Street,  Seattle  98121. 


The  Egyptians  made  a fatal  mistake.  They  wrote  textbooks,  the  hermetic  books.  They 
made  another  and  more  serious  mistake,  and  that  was  to  believe  that  the  textbooks  were 
correct.  So  they  forbade  physicians,  at  peril  of  their  lives,  to  depart  in  any  way  from  the 
treatment  prescribed  in  the  hermetic  books.  It  was  a remarkable  experiment.  . . . The  ex- 
periment demonstrated  that  standardization  can  halt  advance  but  that  it  does  not  in  any 
way  hinder  retrogression. 


Wilder  Penfield,  in  The  Second  Career 
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The  Nurse  Practitioner: 

Idaho's  Experiment  to  Improve  Rural  Health  Care 

JOHN  A.  EDWARDS,  M.D.,'  Council,  Idaho,  and 
PHOEBE  LINDSEY,  A.B.,  Boise,  Idaho 


Access  to  medical  care  in  two  rural  Idaho  communities  has  increased  with  the  addition 
of  two  trained  nurse  practitioners  to  the  team  of  two  physicians  in  one  of  the  communi- 
ties. One  nurse  practitioner  works  with  the  two  physicians  in  the  clinic  and  hospital  in 
Council;  the  other  operates  the  clinic  in  Cambridge,  twenty-two  miles  away,  with  twice- 
weekly  visits  from  the  Council  physicians.  Community  residents  have  responded  enthusi- 
astically to  this  pilot  project,  and  other  areas  of  the  state  are  interested  in  acquiring  nurse 
practitioners  for  their  own  communities. 


A 

XA.ttention  has  recently  been  fo- 
cused on  the  plight  of  the  rural  phy- 
sician who,  as  the  major  medical 
resource  of  his  community,  is  virtu- 
ally captive  365  days  per  year.  Many 
physicians  in  rural  areas  have  been 
lured  away  to  more  convenient  ur- 
ban settings,  which  leaves  the  com- 
munity without  a medical  resource. 
Often,  when  the  rural  physician 
retires  or  dies,  the  community  is 
unable  to  recruit  another  to  take 
his  place.  Four  of  Idaho’s  44  coun- 
ties presently  do  not  have  resident 
physicians. 

Such  was  the  situation  in  Cam- 
bridge, a community  of  383  residents 
in  southwestern  Idaho,  the  gateway 
to  Hell’s  Canyon,  the  world’s  deep- 
est gorge.  The  only  physician  in 
Cambridge  died  five  years  ago,  and 
residents  of  Cambridge  and  the  near- 
by communities  of  Indian  Valley, 
Midvale  and  Oxbow  had  to  travel  to 
Council  or  other  areas  for  physician 
care. 

Traveling  long  distances  for  med- 
ical assistance  is  inconvenient  and 
often  life-threatening,  but  many 
Idahoans,  particularly  in  isolated 
rural  areas,  travel  great  distances, 
often  over  poor  roads,  for  medical 
attention.  In  the  200  miles  of  High- 
way 95  between  Weiser  and  Grange- 
ville,  there  is  only  one  20-bed  hospi- 
tal at  Council,  a town  having  two 


t Dr.  Edwards  died  July  2,  1972,  one 
month  after  submitting  this  manuscript. 


physicians.  This  facility  serves  ap- 
proximately 6,000  people  in  a 100- 
mile  radius.  After  several  commu- 
nities had  approached  the  Council 
physicians  about  establishing  rural 
offices  throughout  the  area,  satellite 
centers  were  set  up  in  Midvale,  New 
Meadows  and  Riggins,  small  farming 
communities  that  could  not  alone 
support  a physician.  These  satellite 
offices  were  staffed  by  an  R.N.  who 
lived  in  the  community,  and  the 
Council  physicians  visited  each  site 
one  or  two  afternoons  per  week. 
These  centers  met  some  of  the 
medical  problems  in  each  commun- 
ity, but  people  cannot  elect  to  be 
sick  on  the  day  of  the  physician’s 
scheduled  visit.  When  the  nurse 
practitioner  concept  was  developed, 
the  communities  of  Cambridge  and 
Council  seemed  ideal  sites  for  a 
pilot  project  with  this  new  health- 
team  member. 

Two  nurses  were  selected  to  train 
as  nurse  practitioners  in  a pilot  pro- 
gram offered  at  Stanford  University 
Medical  Center  in  California.  One 
was  a registered  nurse  from  Council, 
graduate  of  a three-year  hospital 
nursing  program  with  20  years  of 
experience,  including  10  years  as 
director  of  nursing  service  at  the  20- 
bed  Community  Hospital.  The  other 
was  a baccalaureate  registered  nurse 
from  Cambridge,  who  had  three 
years’  experience  in  hospital  and 
mental  health  nursing.  The  Moun- 
tain States  Regional  Medical  Pro- 
gram assisted  in  supporting  these 


nurses  during  their  training  period. 
This  program  included  four  months 
of  intensive  clinical  training,  includ- 
ing one  month  in  a rural  California 
clinic  setting,  then  eight  months 
with  the  employing  physician.  The 
two  nurse  practitioners  completed 
their  full  year  of  training  on  Febru- 
ary 1,  1971,  and  are  now  in  active 
practice  with  the  physicians. 

the  nurse  practitioner's  influence 

The  nurse  practitioners  learned  to 
perform  physical  examinations,  do 
detailed  system  review  and  history 
taking,  handle  additional  aspects  of 
pre-natal  and  well-child  care,  manage 
chronic  and  geriatric  care,  do  nor- 
mal deliveries,  mount  immunization 
and  prevention  programs,  perform 
such  essential  laboratory  procedures 
as  white  counts,  urine  analyses,  and 
dip  stick  tests,  provide  emergency 
care,  including  the  suturing  of  mi- 
nor lacerations,  and  make  necessary 
house  calls.  The  nurse  practitioner 
may  write  prescriptions  which  are 
countersigned  by  the  physician  with- 
in 24  hours.  Local  pharmacies  have 
cooperated  well  with  the  nurse  prac- 
titioners and  physicians. 

The  nurse  practitioner  may  re- 
quest lab  tests  and  x-rays  for  a pa- 
tient. Under  the  physician’s  super- 
vision, or  under  standing  orders,  the 
nurse  practitioner  can  perform,  in 
the  hospital  setting,  duties  for  which 
she  was  trained,  providing,  of  course, 
she  had  the  authorization  of  the 
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Mrs.  (Charles)  Ellen  Butler  of  Oxbow.  Kay  Ortman  removed  sutures  from  Mrs. 
Butler’s  forehead  as  the  late  Dr.  Edwards  looked  on. 


hospital  board  of  trustees  and  the 
administrator.  Authorized  proce- 
dures are  part  of  standing  orders  at 
the  Community  Hospital  in  Council. 

The  physicians  review  the  records 
of  all  patients  seen  by  the  nurse 
practitioners.  One  of  the  most  im- 
portant aspects  of  the  nurse  practi- 
tioner concept  is  that  limitations  be 
realized.  If  she  has  any  problem  or 
doubt,  she  consults  the  physician. 

The  nurse  practitioner  in  Council 
works  in  a side-by-side  as  well  as  an 
over-the-shoulder  type  of  supervi- 
sion situation  with  the  two  Council 
physicians.  She  is  a competent  first 
assistant  in  surgery,  and  is  capable 
of  closing  abdominal  skin  incisions. 
She  screens  most  of  the  patients 
seen  by  the  physicians,  discusses 
the  problem  with  the  physician,  jus- 
tifying her  recommendations  for 
treatment,  and  then  carries  out  ther- 
apy  regimen  with  minimal  time  in- 
volvement for  the  physician.  In  a 
six-month  period,  she  delivered  12 
babies  under  the  physician’s  super- 
vision, a healthy  record  for  a com- 
munity of  900. 

The  patient  benefits  by  having 
the  scrutiny  of  two  highly-trained 
professionals.  The  physician  and 
nurse  practitioner  both  benefit  in 
the  teaching-learning  discussions  and 
exchanges.  The  community  benefits 
because  the  team  approach  makes 
medical  care  and  service  accessible 
to  more  people. 

The  nurse  practitioner  in  Cam- 
bridge operates  the  community-built 
clinic  independently,  with  weekly 
visits  from  both  Council  physicians 
and  is  in  frequent  telephone  com- 
munication with  them.  After  seeing 
a patient,  she  has  three  alternatives: 
to  treat  the  problem  herself  if  it  is 
within  her  capabilities;  to  refer  the 
problem,  if  acute,  directly  to  the 
physician;  or,  if  it  is  a chronic  prob- 
lem, she  can  hold  it  for  the  days 
when  the  physician  is  there.  She 
sees  from  10  to  30  patients  a day, 
of  which  an  estimated  85  to  90  per- 
cent can  be  treated  by  the  nurse 
practitioner  without  further  consult- 
ation with  the  physician.  In  June 
1971,  she  treated  178  patients  alone, 
consulted  by  telephone  with  the 
physicians  on  39  cases,  scheduled 


12  patients  for  the  physician’s  next 
visit,  referred  13  directly  on  to  the 
Council  Clinic,  and  12  to  the  Com- 
munity Hospital.  In  September 
1971,  the  Cambridge  nurse  practi- 
tioner treated  195  patients  alone, 
consulted  by  telephone  with  the 
physician  on  9 cases,  scheduled  5 
patients  for  the  physician’s  next 
visit,  referred  3 directly  to  the  Coun- 
cil Clinic  and  2 to  the  Community 
Hospital.  In  the  year  that  the  clinic 
has  been  in  operation,  more  than 
500  family  charts  have  been  estab- 
lished from  a community  of  400 
people!  The  nurse  practitioner  and 
her  secretary  handle  the  finances  of 
the  clinic,  which  is  solvent  at  the 
end  of  the  first  year’s  operation. 

Each  nurse  practitioner  has  adapt- 
ed her  new  training  and  skills  to  her 
particular  situation.  The  nurse  prac- 
titioner who  works  in  the  Council 
Clinic  with  the  two  physicians  also 
functions  in  the  Community  Hospi- 
tal, making  rounds  with  the  phy- 
sician, treating  emergencies,  and 
assisting  in  surgery.  In  June  1971, 
for  example,  she  saw  197  patients  at 
the  clinic  and  149  in  the  hospital 
while  in  September  1971,  she  saw 
200  patients  in  the  clinic  and  54  pa- 
tients in  the  hospital.  As  she  gams 
experience,  the  nurse  practitioner  is 
able  to  treat  more  patients  compe- 


tently with  less  dependence  on  the 
physician. 

community  acceptance 

Community  acceptance  of  the 
nurse  practitioner  is  essential  if  she 
is  to  function  effectively  in  her  new 
role.  The  communities  of  Council 
and  Cambridge  were  involved  in  the 
Idaho  nurse  practitioner  pilot  pro- 
ject both  during  the  planning  stages 
and  the  current  operational  phase. 
Community  members  attended  town 
meetings  detailing  the  proposed  pro- 
ject. The  community  of  Cambridge, 
eager  to  have  the  medical  assistance 
of  a nurse  practitioner,  raised  funds 
to  create  a modern  clinic  facility  in 
what  was  a burned-out  pool  hall.  In 
January  and  February  1972,  a per- 
sonal interview  survey  of  Cambridge 
and  Midvale  residents  was  conducted 
by  the  Mountain  States  Regional 
Medical  Program’s  Regional  Office. 
Forty-one  family  contacts  were 
made  on  a random  sampling  basis, 
from  both  communities,  represent- 
ing a total  of  146  people.  Of  this 
number,  70,  or  48  percent,  had  gone 
to  the  nurse  practitioner  for  treat- 
ment during  the  past  year;  40,  or  27 
percent,  had  gone  to  a Council  phy- 
sician for  treatment;  51,  or  35  per- 
cent, had  gone  to  a medical  doctor 
other  than  in  Council;  and  5,  or  3 


843 

Northwest  Medicine,  November  1972 


percent,  had  sought  assistance  from 
a chiropractor,  an  osteopath  or  a 
naturopath. 

Idaho  legislation  permits  the  nurse 
practitioner  to  function 

The  nurse  practitioners  are  func- 
tioning under  a 1971  legislative 
change  of  the  Nurse  Practice  Act, 
which  makes  it  possible  for  the 
specially  trained  nurse  to  perform 
those  acts  of  medical  diagnosis  or 
prescription  of  therapeutic  or  cor- 
rective measures  which  “may  be 
authorized  by  rules  and  regulations 
jointly  promulgated  by  the  Idaho 
State  Board  of  Medicine  and  the 
Idaho  Board  of  Nursing.”  This  re- 
vision to  Idaho’s  Nurse  Practice  Act 
has  been  judged  by  health  legislation 
experts  to  be  one  of  the  most  pro- 
gressive in  the  nation.  The  rules  and 
regulations  have  been  approved  and 
guidelines  for  employers  or  agencies 
utilizing  nurses  in  all  expanded  roles 
are  being  developed. 


use  of  problem-oriented  patient 
record 

In  both  the  Council  and  Cam- 
bridge Clinics,  the  problem-oriented 
patient  record  has  been  adopted  as 
a means  of  recording  the  patient’s 
total  health  picture.  It  provides  a 
mechanism  for  review  and  comment 
on  each  problem  at  regular  intervals. 

continuing  education  is  important 

The  nurse  practitioner,  like  any 
other  health  professional,  needs  con- 
tinuing education  programs  in  order 
to  keep  up-to-date  on  the  many  ad- 
vances in  medicine.  Organized  med- 
icine in  this  area,  including  the  Idaho 
Medical  Association,  the  Southwest 
Idaho  District  Medical  Society  and 
the  University  of  Oregon  Circuit 
Rider  program  have  made  efforts 
to  include  the  nurse  practitioner  in 
continuing  education  programs.  The 
Idaho  Department  of  Health  pro- 
vides a consultant,  one  day  each 
month,  to  the  Community  Hospital 


in  Council;  the  nurse  practitioners 
share  in  these  sessions  on  heart  dis- 
ease, cancer,  stroke  and  other  medi- 
cal areas. 

The  Idaho  nurse  practitioners 
have  been  one  solution  to  the  de- 
mand by  people  for  expanded  medi- 
cal care  and  services.  We  cannot 
train  physicians  quickly  enough  to 
fill  shortages,  or  correct  maldistribu- 
tion of  physicians,  and  to  meet  the 
needs  of  a growing  population.  The 
nurse  practitioners  are  being  ac- 
cepted by  the  medical  as  well  as  the 
lay  community.  In  their  first  year 
of  practice,  there  has  been  a marked 
increase  in  the  number  of  routine 
physicals  and  pap  smears  performed. 
Medical  care  is  available  to  more 
people  on  a more  regular  basis.  The 
Idaho  experiment  appears  to  be 
working  well  and  could  serve  as  a 
model  for  areas  with  similar  needs. 

P O.  Box  957 
Boise  (83701) 
(Miss  Lindsey) 


These  paragraphs  are  from  a letter  written  by  Miss  Lindsey,  September  8,  1972. 
She  was  responding  to  questions  about  the  Council-Cambridge  area  and  added  the 
note  about  the  reopening  of  the  Cambridge  Clinic  because  there  had  been  some 
uncertainty  following  Dr.  Edwards’  death; 

The  communities  of  Cambridge  and  Council  are  separated  by  twenty-two  miles 
of  winding,  narrow  road  which  becomes  a real  driving  experience  in  bad  weather. 
In  fact,  Mrs.  Kay  Ortman,  the  nurse  practitioner  who  handled  the  clinic  in  Cam- 
bridge, barely  escaped  with  her  life  one  night  last  spring.  She  was  on  her  way  to 
Council  when  she  rounded  a turn  and  her  small  car  was  swept  away  by  waters  that 
had  washed  out  the  road.  Patients  traveled  to  see  the  late  Dr.  Edwards  and  the 
two  nurse  practitioners  from  many  outlying  communities  — the  Hell’s  Canyon  area, 
Midvale,  Indian  Valley  and  Oxbow. 

The  Cambridge  Clinic  re-opened  September  5,  1972,  under  the  sponsorship  of 
Samuel  Pobanz,  M.D.,  from  Ontario,  Oregon,  who  has  received  a temporary  Idaho 
license.  Mrs.  Ortman  will  work  with  Dr.  Pobanz.  Mrs.  Jane  Curtis,  who  worked  as 
a nurse  practitioner  in  the  Council  clinic,  is  presently  filling  speaking  engagemetits 
about  the  program  in  South  Dakota  and  Louisiana.  I have  not  heard  her  definite 
plans  for  the  future. 
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iA/herever  it  hurts, 
Empirin  Compound  with 
lEodeine  usually  provides 
:he  relief  needed. 


n general,  only  pain  so  severe 
hat  it  requires  morphine  is 
Deyond  the  scope  of 
'Impirin  Compound  with  Codeine. 


^ prescribing  convenience: 

^ up  to  5 refills  in  6 months, 

3t  your  discretion  (unless 
■estricted  by  state  law);  by 
lelephone  order  in  many  states. 


.impirin  Compound  with 
Codeine  No.  3,  codeine 
ohosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
i54.8  mg.  (gr.  l).*Warning— 
,nay  be  habit-forming.  Each 
[ablet  also  contains:  aspirin 
h’r.  31/2,  phenacetin  gr.  2V2, 
'caffeine  gr.  1/2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 

HURTS 


EMPIRIN 

COMPOUND 

e CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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OFFICIAL  PUBLICATION 


Digest  of  Actions  of  DMA  House  of  Delegates 
September  13-17 


The  House  of  Delegates  took  the  following  actions  at  its 
meeting  on  September  13-17,  1972: 

1.  In  accordance  with  OMA  Bylaws,  elections  for  president- 
elect, vice-president,  and  secretary-treasurer  were  conducted 
by  maO  ballot,  and  the  following  officers  were  declared 
elected  at  the  Opening  Session  of  the  House:  President-elect, 
Clinton  S.  McGill,  Portland;  Vice-president,  Ralph  E.  Hibbs, 
Medford;  Secretary-Treasurer,  Donald  F.  Kelly,  Portland. 

Elections  for  the  office  of  Speaker,  Vice-speaker,  Delegate 
and  Alternate  Delegate  to  the  AMA,  and  member  of  the  Pub- 
lication Committee  were  conducted  by  the  House  with  the 
following  duly  elected:  Speaker,  House  of  Delegates,  Roy  A. 
Payne,  Milwaukie;  Vice-speaker,  House  of  Delegates,  William 

A.  Fisher,  Portland;  Delegate  to  AMA  (term  expiring  12/31/74), 
Blair  J.  Henningsgaard,  Astoria;  Alternate  Delegate  to  AMA 
(term  expiring  12/31/74),  Daniel  K.  BUlmeyer,  Oregon  City; 
member  of  the  Publication  Committee  (three-year  term),  J. 
Allan  Henderson,  Hood  River. 

2.  ACCEPTED  the  following  informational  reports: 

Professional  Consultation  Committee;  Oregon  Medical 
Education  Foundation;  Woman’s  Auxiliary;  Unscientific  Prac- 
tices Committee;  SAMA,  Oregon  Chapter;  UOMS  Library; 
Council  on  Medical  Education;  Oregon  Physicians’  Service; 
Board  of  Medical  Examiners;  Comprehensive  Health  Planning 
Committee;  OMPAC;  Foundation  Development  Committee, 
Part  “B”;  Health  Care  to  the  Poor  Committee;  Public  Health 
Committee;  Public  Safety  Committee;  Conservation  of  Vision 
Committee;  Conservation  of  Hearing  Subcommittee;  Rural 
Health  Committee;  Secretary-Treasurer’s  Report  “C”. 

3.  DID  NOT  ADOPT  - Resolution  No.  2 relating  to  electors 
of  AMA  delegates. 

4.  DID  NOT  ADOPT  - Resolution  No.  7 relating  to  restric 
tive  qualifications  for  elective  offices  of  OMA. 

5.  DID  NOT  ADOPT  - Resolution  No.  9 relating  to  possible 
conflicts  of  interest  on  the  part  of  OMA  officers. 

6.  ADOPTED  - recommendations  of  Professional  Welfare 
Committee  - Part  “A”  report: 

( 1 ) That  the  master  contract  of  the  Group  Disability  Insur- 
ance program  be  amended  in  the  following  manner: 

A.  Retroactive  to  June  1,  1972,  eliminate  the  require- 
ment that  a contingency  reserve  be  maintained  equal  to 
50  percent  of  the  annually  collected  premium  of  the 
group,  and  in  lieu  thereof  require  that  the  contingency 
reserve  shall  not  be  permitted  to  be  in  an  amount  less 
than  25  percent  or  more  than  75  percent  of  the  previ- 
ous policy  year’s  collected  premium. 

B.  Combine  the  Contingency  Reserve  with  future  ex- 
perience refunds  to  maintain  a combined  Contingency 
Reserve  and  a Reserve  Fund  to  reflect  favorable  experi- 
ence to  individual  participating  members  in  the  form 


of  an  experience  credit  to  reduce  future  renewal  premi- 
um. Such  experience  refund  formula  for  individual 
participating  members  will  be  determined  annually  by 
the  Trustees  of  the  Oregon  Medical  Association  Insur- 
ance Trust,  approved  by  the  Board  of  Trustees  of  the 
Oregon  Medical  Association,  based  upon  the  recom- 
mendation of  the  Professional  Welfare  Committee. 

C.  Provide  for  a service  fee  equal  to  3 percent  of  each 
policy  year’s  collected  premium  to  be  paid  to  the 
trustees  of  the  Oregon  Medical  Association  Insurance 
Trust  to  offset  all  expenses  of  operation  incidental  to 
the  trust.  This  expense  allowance  will  be  computed 
and  paid  prior  to  the  computation  of  any  underwriting 
gain  or  loss  for  experience  refund  purposes  under  the 
policy. 

7.  ADOPTED  - recommendation  of  Professional  Welfare 
Committee  - Part  “B”  report: 

(1)  That  the  OMA  Group  Life  Insurance  Plan  provide  for 
a service  fee  equal  to  3 percent  of  each  policy  year’s  col- 
lected premium  to  be  paid  to  the  trustees  of  the  Oregon 
Medical  Association  Insurance  Trust  as  an  offset  to  any 
and  all  expenses  of  operation  incidental  to  the  trust.  Such 
expense  allowance  to  be  computed  and  charged  prior  to 
the  computation  of  any  underwriting  gain  or  loss  for 
experience  refund  purposes. 

8.  ADOPTED  - recommendation  of  Professional  Welfare 
Committee  - Part  “C”  report: 

(1)  That  OMA  officially  support  and  endorse  the  Group 
Office  Overhead  Expense  Insurance  plan,  to  be  underwrit- 
ten by  the  American  Guaranty  Life  Insurance  Company 
through  the  OMA  Insurance  Trust. 

9.  ADOPTED  - Parts  I and  II  of  Secretary-Treasurer’s  report 
with  an  editorial  correction  on  P.  28,  lines  12  and  13:  the 
words  “State  Comprehensive  Health  Planning  Authority” 
appear  in  lieu  of  the  “Metropolitan  Comprehensive  Health 
Planning  Council.” 

10.  ADOPTED  - recommendation  of  Secretary-Treasurer  - 
Special  Report  “A”: 

RESOLVED,  that  the  OMA  urge  the  State  Board  of 
Medical  Examiners  to  continue  granting  limited  special 
licenses  to  candidates  for  medical  licensure  where  circum- 
stances warrant  special  treatment. 

11.  AMENDED  AND  ADOPTED  - Special  Report  “B”,  Secre- 
tary-Treasurer’s Report: 

RESOLVED,  that  the  Annual  Meeting  of  the  OMA 
House  of  Delegates  and  the  Annual  Business  meeting  of 
the  OMA  House  of  Delegates  and  the  Annual  Business 
Meeting  of  the  OMA  be  held  in  the  spring  of  each  year;  and 

continued  on  page  856 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is ... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involvin 
concomitant  use  of  two  or  more  drugs| 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
I’harmacolog\  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  giv'en  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately^  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “tyi^i- 
cal"  patients. 

There  is  no  doubt  that 
many  “atypical”  jjatients 
arc  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contracei:)tives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
l^urchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a ijroblem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihy))ertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  w'ere  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  w’ho  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  w'ithout  a substan- 
tial amount  of  acceptable 
evidence  in  tbe  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
])hysician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  jiroducts, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 
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tors  and  cost  a greal 
of  money.  I w'ish  W'e  c] 
agree  on  a “grandf; 
clause”  approach  to  pf 
rations  that  have  been  ii 
for  a number  of  years 
that  have  an  apparellj 
satisfactory  track  recor 
For  example,  I tl| 
some  of  the  antibiotic 
binations  that  were  t<| 
off  tbe  market  by  the 
Ijerformed  quite  well, 
thinking  particularly 
jjenicillin  - streptom 
combinations  that  j^atil 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fen 
opportunities  for  dosi* 
errors.  To  take  sue]* 
preparation  off  the  ma  i 
doesn't  seem  to  be 
medicine,  unless  actual^ 
age  showed  a great  deq4 
harm  from  the  inject  | 
(rather  than  the  pre^ 
use)  of  the  combinatioij 
The  point  that  shoukk 
emphasized  is  that  tl« 
are  both  rational  and  i ■ 
tional  combinations,  'h 
real  question  is,  who  shcli 
determine  which  is  whit 
Obviously,  the  FD.A.  irC 
play  a major  role  in  n" 
ing  this  determination  i 
fact,  I don’t  think  it 
avoid  taking  the  ultimt 
responsibility,  but  it  sho| 
enlist  the  help  of  out.'^t 
physicians  and  experts i 
assessing  the  evidence  d 
in  making  the  ultimate 
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Maker  of  Medicine 


If  two  medications  are 
U'd  effectively  to  treat  a 
cjtain  condition,  and  it  is 
kl)wn  that  they  are  com- 
j^ible,  it  clearly  is  useful 
al  convenient  to  provide 
tljm  in  one  dosage  form, 
livould  make  no  sense,  in 
fit  it  would  be  pedantic, 
ti  insist  they  always  he 
P'scribed  separately.  To 
add  the  appearance  of 
Biantry,  the  “expert”  de- 
<a>s  the  combination  be- 
fijse  it  is  a fixed  dosage 
frn.  When  the  “expert” 
iipkes  the  concept  of  fixed 
djage  form  he  obscures 
tl  fact  that  single-ingre- 
'1  lit  pharmaceutical  pre|)- 
j'tions  are  also  fixed 
4|age  forms.  By  a singular 
siiantic  exercise  he  im- 
p-s  a pejorative  meaning 
t(the  term  “fixed  dose” 
o(y  when  he  uses  it  with 
Spect  to  combinations. 

V at  is  ignored  is  the  sim- 
I)  fact  that  only  in  the 
Best  of  circumstances 
'iis  any  physician  attempt 
t(  titrate  an  exact  thera- 
p tic  response  in  his  pa- 
tiit.  It  is  quite  possible 
dt  some  aches  and  pains 

V respond  to  500  mg.  of 
asirin  yet  that  fact  does 
a militate  against  the  us- 
t dose  being  650  mg. 

'he  other  semantic  ploy 
)i  n called  into  play  is  to 
I cribe  a combination 
pduct  as  rational  or  irra- 
i lal. 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 


ake  antibiotic  mixtures, 
1 source  of  much  of  the 
’licism  generated  against 


der  so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
l^roducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  oiiinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  jsroof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^f^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


£ 1972  THE  UPJOHN  COMPANY  JA72-2141-6 
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EVERY  MONTH  nearly  550  patients  are  cared  for  at  the  Seattle  Indian  Health 
Board  Clinic  because  they  have  little  or  no  access  to  health  services  elsewhere. 
Staffing  for  the  private,  non-profit  clinic  in  the  U.  S.  Public  Health  Hospital,  has 
depended  on  a group  of  50  volunteer  physicians,  dentists  and  nurses  who  take 
turns  seeing  patients  three  nights  a week.  Recently,  the  National  Health  Service 
Corps  assigned  a physician  and  nurse  to  the  clinic  on  a limited  schedule.  Among 
the  staff  are  (I  to  r):  Luana  Reyes,  executive  director;  Jim  Robideau,  social-serv- 
ices supervisor;  Pat  Rice,  social  services  aid;  Ed  Aki,  dental  clinic  coordinator 
and  Mike  Johnson,  outreach.  W/ARMP  provides  partial  funding  for  administra- 
tion. Photo  by  Brian  Payne. 


IREE-YEAR  PLAN 
lARTS  RMP  COURSE 

f'Main  thrust  of  W/ARMP  programs 
*i|ring  the  next  three  years  will  be 
iwards  measuring  and  improving  the 
I,  ality  of  health  care  in  the  region  and 
riking  it  more  available,  accessible 
^d  acceptable  to  medically  under- 
irved  groups. 

In  approving  20  new  and  continuing 
ibjects  in  September,  Regional  Ad- 
uory  Board  members  also  assigned 
liorily  ratings  to  the  programs, 
<arting  clear  directions  for  1973-76. 
The  new  proposals  form  part  of  a 
( mprehensive  package  of  goals,  ob- 
jlTtives  and  operational  plans  for  the 
r,xt  three  years  which  was  forwarded 
I'the  national  RMP  office  in  October. 
/ national  review  team  will  visit 
MP  Seattle  offices  next  month  to  ex- 
c|iine  the  long-range  program. 

The  National  Advisory  Council  will 
rjet  in  February  to  review  the  appli- 
rlion;  funds  for  the  next  fiscal  year 
sirting  May  1,  1973,  should  be  al- 
lied for  the  new  programs  in  March 
< April.  The  amount  of  funding  to  be 
r eased  is  still  undecided. 

The  new  proposals  were  rated  by 
t;  RAB  on  the  basis  of  the  project’s 
cntribution  to  the  overall  goals  of 
\ ARMP.  Priority  ranking  does  not 
fleet  the  merit  of  the  project,  but 
fher  its  relevancy  to  the  purpose 
fd  directions  of  W/ARMP. 

)ne  of  the  nine  applications  which 
r :eived  the  “highest”  rating  was  the 
nv  Patient  Care  Appraisal  project 
stmitted  by  the  Washington  State 
lidical  Assn,  to  improve  quality  of 
c e.  Ten  hospitals  will  be  involved  in 
tl  program  during  the  first  year. 


Other  “highest”  priority  new  proj- 
ects are: 

Laboratory  Assessment  and  Quality 
Control  to  improve  the  work  in  small 
hospitals: 

Shared  Hospital  Services  demon- 
stration of  voluntary  sharing  of  re- 
sources and  services  between  rural- 
urban  hospitals; 

Emergency  Medical  Services  (EMS) 


system  to  be  developed  in  Greater 
Anchorage,  Alaska  area; 

Spokane  Health  Services  informa- 
tion, referral  and  follow-up  of  low-in- 
come groups;  and 

Nurse  Practitioner  project  to  train, 
place  and  evaluate  nurses  in  their  ex- 
panded role. 

Three  of  the  four  continuation  proj- 
ects also  received  “highest”  ratings: 

cont.  page  3 


DOCTORS  TEST  PCA 

One  of  the  pioneer  institutions  in 
patient  care  appraisal  is  Doctors  Hos- 
pital in  Seattle  which  recently  re- 
ceived W/ARMP  funds  to  demonstrate 
quicker  and  more  effective  ways  of 
doing  PCA. 

(PCA  is  a process  in  which  hospital 
staffs  set  their  own  criteria  of  care  for 
a particular  problem,  compare  these 
steps  of  ideal  care  with  actual  per- 
formance and  develop  continuing  edu- 
cation programs  or  other  solutions  to 
correct  deficien- 
cies.) For  the  past 
year,  Doctors  Hos- 
pital has  been  ex- 
ploring PCA  under 
the  leadership  of 
Robert  H.  Barnes, 
M.D.,  director  of 
continuing  medi- 
cal education. 
This  fall  the  hospi- 
tal began  a full- 
scale  program  of  implementing  an  ap- 
praisal cycle  every  month.  Next 
spring,  after  several  cycles  have  been 
completed  and  others  are  in  various 
stages,  hospital  staffs  in  Washington 
and  Alaska  will  be  invited  to  observe 
the  procedure  at  Doctors.  The  PCA 
approach  being  developed  at  Doctors 
can  be  modified  for  other  hospitals. 

A detailed  account  of  how  to  im- 
plement PCA  in  a 
hospital  is  out- 
lined in  the  No- 
vember issue  of 
“Northwest  Medi- 
cine.” Several  in- 
novations in  the 
traditional  PCA 
process  are  de- 
scribed in  the  ar- 
ticle. For  example, 
instead  of  setting 
criteria  of  care  in  an  open  “brain- 
storming” meeting  of  the  PCA  com- 
mittee, Dr.  Barnes  recommends  that 
members  list  steps  which  they  feel  are 
important  for  ideal  care  of  the  specif- 
ic illness  or  condition  being  studied. 
Each  member  is  asked  to  rate  by  im- 
portance all  of  the 
items  of  the  com- 
mittee. A final  list 
of  criteria  is  ap- 
proved and  given 
to  the  medical  rec- 
ord librarian  for 
data  retrieval.  PCA 
members  do  not 
have  to  review 
charts  under  Dr. 
Barnes’  plan.  This 
committee  then  assesses  patient  care 
data  to  identify  problems  which  may 
form  the  basis  for  continuing  educa- 
tion programs. 


DR.  BARNES 


SICKLE  CELL  SCREENING  was  a family  affair  for  James  Franklin,  1 
and  his  children  at  the  University  Hospital  this  fall.  More  than  5,000  f/l; 
tests  have  been  given  in  the  Seattle  Metropolitan  Sickle  Cell  Projecth 
identify  those  with  the  disease  or  trait.  Testing  is  now  offered  in  cert  ' 
Seattle  high  schools  and  future  target  sites  will  be  junior  highs  and  e 
mentary  schools.  From  left  are:  Cedric,  7,  Eric,  2,  Deantha,  6 and  fji 
Dandridge,  hematology  technologist  for  the  W/ARMP  administered  prk 
ect.  Photo  by  Sam  Pope. 


NEW  GOAL  FOR  CHILD  DENTISTRY 

Modern  psychology  techniques  are  being  applied  to  a preventive  den 
program  at  Odessa  Brown  Children’s  Clinic  in  Seattle. 

Traditionally,  emphasis  in  dental  care  has  been  on  brushing  after  every  m( 
to  prevent  cavities.  The  new  goal  for  children  in  the  demonstration  program 
Odessa  Brown  Dental  Clinic  is  to  achieve  a favorable  score  on  a test  for  bleed! 


in  the  gums. 

Since  bleeding  above  and  below 
the  gumline  indicates  presence  of 
bacteria  and  infection,  this  new  test 
will  show  if  the  child  is  practicing 
good  dental  hygiene,  said  Dr.  Peter 
Domoto,  dental  clinic  director.  Those 
who  have  no  bleeding  will  be  rein- 
forced by  various  methods,  he  said, 
and  others  will  receive  motivation  to 
reach  this  goal. 


Two  audio-visual  programs  and  a 
booklet  explaining  the  PCA  process 
were  produced  by  W/ARMP  featuring 
the  experience  of  Dr.  Barnes  and 
other  physicians.  W/ARMP  has  re- 
ceived more  than  200  requests  for  the 
films  and  booklets  from  domestic  and 
foreign  sources. 

Alaska  is  also  being  introduced  to 
the  PCA  concept  in  a December  work- 
shop at  Fairbanks  Memorial  Hospital. 
Speakers  will  be  Dr.  Barnes  and  Rob- 
ert Cullen,  Ph.D.,  director  of  the  edu- 
cation evaluation  unit  for  W/ARMP. 


The  painless  test  is  done  by  inse 
ing  a special  instrument  developed  I 
the  UW  Engineering  Department,  ca 
ed  a “sulcular  bleeding  indicator,”  if 
to  the  gum  to  measure  bleeding,  j 

An  oral  health  therapist  was  hir 
this  month  to  teach  children  tec 
niques  of  proper  dental  care  and 
reinforce  the  value  of  the  gum  checi 
Training  for  this  new  member  of  t 
dental  team  was  developed  by  a U 
clinical  psychologist,  Robert  H.  Ko 
lenberg,  and  Linda  Dunn,  dental  h 
gienist. 

The  oral  therapist  will,  in  turn,  tr£ 
others  in  order  to  provide  a pool 
these  paraprofessionals  for  schoo 
private  dentists’  offices  and  oth 
places  where  preventive  dentistry  c< 
be  applied,  said  Dr.  Domoto. 

Two  hundred  children  a month  a 
expected  to  receive  individual 
small  group  instruction  in  this  co 
cept  of  preventive  care  at  the  Clini 

Funds  for  the  pilot  program  wei 
provided  by  W/ARMP. 


>ULMONARY 


PROGRAM  IN  ALASKA 


; A state-wide  program  to  improve  the  care  of  pulmonary  disease  patients  is 
;eing  conducted  in  all  Alaska  private  and  U.  S.  Public  Health  Service  hospitals. 

Workshops  are  being  held  in  each  hospital  by  an  inhalation  therapist  and 
lobert  I.  Fraser,  M.D.,  chief,  TB  Control  and  Chest  Diseases  Section  for  Alaska, 
ji  The  therapist  spends  five  days  instructing  hospital  staffs  in  the  use  of  inhala- 
ion  equipment  and  demonstrates  pro- 


ledures,  such  as  breathing  and 
toughing,  postural  drainage  and  pul- 
lionary  percussion.  Much  of  the  in- 
)truction  is  individual. 

I Dr.  Fraser  meets  with  physicians  for 
ne  or  two  days  in  each  community  to 
jiscuss  early  recognition  and  treat- 
pent  of  obstructive  pulmonary  dis- 
ase.  He  also  helps  to  develop  chronic 
.laintenance  and  treatment  programs 
br  patients. 

I “The  hospital  staffs  are  uniformly 
nthused  with  the  workshops  and  I 
el  our  visits  are  extremely  worth- 
hile,”  said  Dr.  Fraser. 

“We  found,  for  example,  that  many 
bspitals  have  far  more  sophisticated 
quipment  than  they  need.  In  some 
ases,  the  equipment  isn’t  being  used 
ecause  no  one  knows  how  to  operate 
he  said. 

Dr.  Fraser  hopes  that  support  can 


be  obtained  to  continue  the  services 
of  the  inhalation  therapist  for  follow- 
up visits,  emergency  care  of  patients 
and  training  new  personnel. 

With  the  increasing  number  of  pa- 
tients with  chronic  pulmonary  disease, 
the  need  for  trained  personnel  will 
continue,  according  to  Dr.  Fraser.  He 
said  many  of  the  victims  of  the  1950’s 
TB  epidemic  in  Alaska  are  showing 
signs  of  chronic  pulmonary  insuffi- 
ciency, as  well  as  patients  who  have 
silicosis  from  the  hardrock  gold  min- 
ing days. 

Financing  the  consultation  visits, 
which  will  conclude  next  month,  are: 
W/ARMP  funding  travel  costs;  indivi- 
dual hospitals  paying  room  and  board 
for  consultants:  and  the  Alaska  Health 
and  Social  Services  Department  fur- 
nishing salary  of  inhalation  therapist. 


\MAK  PHYSICIAN  James  G. 
fiuhrs,  M.D.,  right,  discussed 
\nergency  helicopter  service  and 
her  related  activities  with  Blaine 
hmmond,  W/ARMP  Community 
halth  Services  staff.  Dr.  Leuhrs 
ij»s  one  of  the  physicians  who 
■ i»/fed  the  W/ARMP  exhibit  at  the 
y^shington  State  Medical  Asso- 
ciation annual  meeting  this  fall. 


MEDICARE  REQUESTED 
FOR  NURSE  CLINICS 

Medicare  reimbursement  for  nurse 
practitioner  clinics  was  requested  by 
two  Washington  State  congressmen, 
Floyd  Hicks  and  Lloyd  Meeds. 

In  a letter  to  HEW  Secretary  Elliot 
Richardson,  they  asked  that  payment 
of  services  be  made  for  “certain  clin- 
ics under  controlled  conditions  in 
Washington  State.” 

They  specifically  referred  to  the 
first  all-nurse  clinic  in  Darrington 
which  opened  in  April.  Income  for  this 
facility,  which  comes  from  patient 
fees.  Public  Assistance,  private  in- 
surance, and  State  Department  of  La- 
bor and  Industries,  covers  only  75% 
of  the  operating  costs.  Compensation 
to  the  Clinic  for  patients  who  are  eli- 
gible for  Medicare  would  probably 
make  it  self  supporting. 

However,  the  law  prohibits  Medi- 
care reimbursement  for  services  un- 
less a physician  is  in  attendance. 

Start-up  funds  for  the  Darrington 
clinic  were  provided  by  W/ARMP. 
Two  other  similar  clinics  on  Vashon 
Island  and  in  Longbranch  on  Hood 
Canal  were  started  with  community 
support. 
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BOEING  PROPOSES  FOUR 
COUNTY  HEALTH  SYSTEM 

Linkage  of  all  elements  in  the  health 
care  system  in  a cohesive  manage- 
ment system  was  proposed  by  the 
Boeing  Company  for  four  Puget  Sound 
counties  last  September. 

In  presenting  their  proposal  to  the 
Puget  Sound  Health  Planning  Council, 
Boeing  reported  that,  according  to 
their  studies,  the  present  health  tech- 
nology and  funds  are  adequate  to 
meet  all  personal  health  needs,  pro- 
vided there  is  a structure  to  bring 
them  together. 

The  five-year  project,  which  would 
cost  nearly  six  million  federal  dollars, 
would  combine  goals  and  information 
from  consumers  and  health  profes- 
sionals and  provide  a model  system 
with  the  aid  of  advanced  computer 
technoloy. 

If  Boeing  were  involved  in  the  pro- 
gram, it  would  be  as  a subcontractor 
for  computer  analysis  services. 

The  PSHP  Council,  a CHP  group 
representing  four  “b”  agencies,  ap- 
pointed a steering  committee  of  vari- 
ous health  organizations  to  investi- 
gate the  proposal.  Lawrence  J.  Sharp, 
Ph.D.,  associate  director  for  research 
and  development,  was  appointed  as 
the  W/ARMP  member. 

The  steering  committee  has  asked 
Boeing  to  develop  a more  detailed 
proposal  for  their  further  review. 


THREE-YEAR  PLAN 

continued  from  page  1 

Seattle  Indian  Health  Clinic,  Pediatric 
Pulmonary  Disease  and  Alaska  Health 
Manpower. 

Another  continuation  project  ap- 
proved will  expand  the  Stroke  Nurse 
trainee  activity. 

Rounding  out  the  W/ARMP  long- 
range  plan  will  be  the  expansion  of 
the  Nursing  Continuing  Education 
Coordinator  network  to  Alaska,  four 
regional  kidney  disease  control  pro- 
grams, EMS  for  Tacoma-Pierce  Coun- 
ty and  the  Northwest  Oncological- 
Chemotherapy  Study  Group. 

Gynecorps  training  will  test  pos- 
sible use  of  paramedical  personnel 
to  screen  for  cancer;  the  R.N.  prob- 
lem-solving course  will  explore  nurs- 
ing problems  of  stroke  patients  and 
basic  aide  orderly  courses  will  train 
high  school  students  to  work  with 
stroke  patients. 

The  Regional  Cancer  Council,  in- 
volving five  states,  will  be  part  of  the 
program  but  funded  separately. 

In  addition  to  the  20  projects,  W/ 
ARMP  also  outlined  in  the  long-range 
plan  10  areas  of  anticipated  growth 
to  meet  community  needs  that  will  re- 
quire additional  funding  in  ’74  and  ’75. 


VITAL  CAPACITY  was  one  of  the 
free  tests  given  at  Island  Hospital 
in  Anacortes  at  their  first  all-com- 
munity cardiac  risk  screening  pro- 
gram. Blowing  is  Dick  Johnson, 
Anacortes  resident.  H.  L.  Perkins 
is  the  chief  respiratory  therapist. 

ANACORTES  HAS  FIRST 
CARDIAC  SCREENING 

Anacortes  residents  demonstrated 
the  power  of  community  volunteer 
groups  last  month  by  offering  their 
first  public  education  and  screening 
program  for  cardiac  risk  factors. 

The  week-long  free  testing  service 
at  Anacortes  Island  Hospital  was  part 
of  a cooperative  program  which  in- 
cluded five  public  lectures  on  cardiac 
risk  factors  given  by  health  profes- 
sionals and  a series  of  follow-up  ac- 
tivities. 

The  first  500  volunteers  received 
tests  for  blood  pressure,  vital  capac- 
ity, blood  sugar,  serum  cholesterol, 
triglycerides,  urinalysis,  height  and 
weight.  ECG  tests  were  given  to  those 
over  40.  Results  were  sent  to  partici- 
pants and  their  personal  physicians. 
Those  with  abnormalities  were  asked 
to  see  their  physician;  telephone  con- 
tact will  be  made  by  volunteers  to 
verify  physician  follow-up  of  positive 
cases. 

Evaluation  of  the  total  program  in 
heart  disease  prevention  will  be  com- 
piled and  made  available  to  those  in- 
terested. 

Community  residents  have  already 
registered  for  free  classes  to  be  of- 
fered by  volunteer  medical  and  edu- 
cation personnel  in  anti-smoking,  ex- 
ercise, weight  reduction,  meal-plan- 


CHILD  PULMONARY 
CARE  EXTENDED 

A project  to  strengthen  the  capa- 
bilities of  Washington  and  Alaska 
communities  in  the  care  of  children 
with  pulmonary  disease  is  underway 
at  Children’s  Orthopedic  Hospital  and 
Medical  Center. 

Efforts  to  extend  the  educational 
and  supportive  services  of  COH  to 
outlying  areas  will  be  concentrated 
in  six  target  communities.  A pediatri- 
cian in  each  area  will  serve  as  a key 
resource  person  for  treatment  and  re- 
ferral services  between  COH  and  his 
community. 

First  participants  chosen  for  the 
project  are:  Drs.  Warren  Kraft,  Wenat- 
chee; Robert  Schaeffer,  Walla  Walla 
and  Robert  Miller,  Longview.  A tailor- 
made  training  program  will  be  devel- 
oped for  them  by  COH  specialists  in 
diagnosing  and  treating  pediatric  pul- 
monary disease. 

Consultants  from  COH  and  the  UW 
Medical  School  will  make  visits  to 
these  target  sites  to  assist  physicians 
in  application  of  new  techniques  and 
review  facility  needs. 

Courses  will  also  be  offered  at  COH 
to  paramedical  personnel  from  these 
pilot  areas  in  such  subjects  as  inhala- 
tion therapy  and  treatment  of  asthma 
and  cystic  fibrosis.  A respiratory 
therapist  will  be  hired  to  assist  in  the 
training. 

Another  phase  of  the  W/ARMP- 
funded  project  will  be  to  develop  an 
efficient  system  for  transporting  diag- 
nostic materials  and  critically-ill  pa- 
tients to  COH.  An  emergency  tele- 
phone “hot-line”  for  problem  cases 
will  also  be  set  up  between  COH  and 
participating  communities.  An  im- 
proved referral  system  is  planned  to 
enable  more  patients  to  be  treated  in 
their  own  medical  community. 

The  $100,000-a-year  project,  re- 
newable for  a total  of  three  years,  is 
directed  by  David  Woodrum,  M.D., 
assisted  by  William  Pierson,  M.D. 


ning,  stress  and  cardio-pulmonary 
resuscitation. 

Planning  and  publicity  for  the 
screening  and  education  activities 
were  done  by  volunteer  laymen;  staff 
time  and  test  equipment  for  the 
screening  were  donated,  and  the 
Washington  State  Heart  Association 
and  W/ARMP  provided  funding  and 
consultants.  These  two  organizations 
hope  to  encourage  other  communities 
to  institute  similar  heart  disease  pre- 
vention programs. 

Impetus  for  the  cardiac  risk  pro- 
gram came  from  a civic  needs  sur- 
vey taken  last  spring  by  a volunteer 
community  group.  Findings  indicated 
a desire  for  facts  about  heart  disease. 


JEANNE  BRODSACK,  R.N.,  helpM 
volunteer  Roger  Hill  repair  a s/« 
in  the  first  all-nurse  clinic  in  f/fl 
Key  Peninsula  area  at  LongbranM 
on  Hood  Canal.  A church  parso/B 
age  was  remodeled  by  communiM 
residents  to  serve  as  an  erne 
gency  health  station  for  surrouni 
ing  rural  towns. 


RURAL  COMMUNITIES 
START  NURSE  CLINIC 

Residents  of  small,  rural  towns  ne. 
Gig  Harbor  on  Hood  Canal  put  the 
“do-it-yourself”  abilities  to  work  an] 
established  the  first  nurse  clinic 
Longbranch  on  the  Key  Peninsula. 

Virtually  the  product  of  one  RN’s  de 
termination  to  provide  limited  heat 
services  for  the  3,000  year-round  anj 
9,000  summer  residents,  the  facility 
open  Fridays  and  Saturdays. 

Jeanne  Brodsack,  Tacoma  nurs 
who  spends  weekends  and  summer 
in  Longbranch,  spearheaded  the  drivi 
to  set  up  a clinic  and  has  volunteere 
to  staff  it  without  pay  for  the  first  threi 
months  until  the  facility  can  supporj 
a permanent  staff  nurse. 

Mrs.  Brodsack,  public  health  nurse] 
said,  “The  need  for  health  service  ii 
the  Longbranch  area  is  there.  Th 
nearest  physician  is  located  35  milei 
away  over  a narrow  and  windy  road.' 

A local  health  survey  revealed  I 
major  need  for  well  baby  care,  immu 
nizations,  check-ups  and  first  ait 
treatment.  Mrs.  Brodsack,  who  re 
ceived  emergency  experience  at  th( 
Tacoma  Ambulatory  Care  Center,  wil 
provide  these  and  other  services,  j 

Consultation  and  back-up  suppo| 
will  be  given  by  physicians  in  neigfv 
boring  communities. 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


If 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  1V2%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-“j| 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume, 
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RESOLVED,  that  the  current  Midyear  Meeting  of  the 
House  ot  Delegates  be  referred  to  as  the  Clinical  Meeting 
and  be  held  in  conjunction  with  the  OMA  Scientific  Ses- 
sion in  the  fall  of  each  year;  and 

RESOLVED,  that  the  election  of  officers  and  other, 
activities  of  the  Association  which  correspond  to  the  cur- 
rent Annual  Meeting,  exclusive  of  the  Scientific  Session, 
be  adjusted  to  correspond  to  an  Annual  Meeting  of  the 
House  of  Delegates  held  in  the  spring;  and 

RESOLVED,  that  the  Revision  of  Articles  of  Incor- 
poration and  Bylaws  Committee  be  instructed  to  develop 
the  appropriate  bylaws  amendments  to  effect  the  above 
changes  for  the  year  immediately  following  OMA’s  Cen- 
tennial Anniversary  in  1974. 

Note:  Bylaws  Committee  to  consult  with  past  presidents 
as  to  the  ramifications  of  changing  OMA  officers  whOe 
Legislature  is  in  session. 

12.  ADOPTED  - recommendation  of  Secretary-Treasurer’s 
Report  “D”: 

(1)  That  the  OMA  hold  its  Midyear  Meeting  and  the 
Annual  Meeting  of  the  Woman’s  Auxiliary  at  Sunriver 
Lodge,  April  6-8,  1973. 

13.  AMENDED  AND  ADOPTED  - recommendation  of  Foun- 
dation Development  Committee,  Part  “A”: 

(1)  That  the  OMA  approve  incorporation  of  the  Oregon 
Foundation  for  Medical  Care  as  delineated  in  the  Articles 
of  Incorporation  and  Bylaws  appended  to  its  report,  pro- 
viding the  Bylaws  be  amended  to  provide  for  five  directors 
from  District  2 (Multnomah  County). 

14.  TABLED  - recommendation  of  Quality  of  Patient  Care 
and  Peer  Review  Committee  relating  to  selection  of  lay  persons 
as  consumer  consultants  to  peer  review  mechanisms.  But, 
voted  that  special  attention  be  given  to  Lines  25  to  32  of  its 
report: 

“The  Committee  has  been  exposed  to  and  currently  takes 
a dim  view  of  weight  reduction  programs  which  utilize  the 
so-called  Roman  Diet  Plan  or  daily  injections  of  hormones 
and  vitamins.” 

“The  Committee  will  undertake  a thorough  investigation 
and  evaluation  of  such  weight  reduction  treatment  pro- 
grams during  the  coming  months  and  would  appreciate 
receiving  comments,  observations,  case  histories,  and  other 
data  which  will  shed  light  on  the  appropriateness  of  such 
treatment.” 

15.  ADOPTED  - recommendation  of  Public  Policy  Com- 
mittee: 

(1)  That  the  House  adopt  the  Kansas  definition  of  death: 
Definition  of  death:  A person  will  be  considered  medi- 
cally and  legally  dead  if,  in  the  opinion  of  a physician, 
based  on  ordinary  standards  of  medical  practice,  there 
is  the  absence  of  spontaneous  respiratory  and  cardiac 
function  and,  because  of  the  disease  or  condition 
which  caused,  directly  or  indirectly,  these  functions  to 
cease,  or  because  of  the  passage  of  time  since  these 
functions  ceased,  attempts  at  resuscitation  are  consid- 
ered hopeless;  and,  in  this  event,  death  will  have 
occurred  at  the  time  these  functions  ceased;  or 
A person  will  be  considered  medically  and  legally  dead 
if,  in  the  opinion  of  a physician,  based  on  ordinary 
standards  of  medical  practice,  there  is  the  absence  of 
spontaneous  brain  function;  and,  if  based  on  ordinary 
standards  of  medical  practice,  during  reasonable 
attempts  to  either  maintain  or  restore  spontaneous  cir- 
culatory or  respiratory  function  in  the  absence  of  afore- 
said brain  function,  it  appears  that  further  attempts  at 
resuscitation  or  supportive  maintenance  will  not  suc- 
ceed, death  will  have  occurred  at  the  time  when  these 
conditions  first  coincide.  Death  is  to  be  pronounced 
before  artificial  means  of  supporting  respiratory  and 
circulatory  functions  are  terminated  and  before  any 
vital  organ  is  removed  for  purposes  of  transplantation. 

16.  AMENDED  AND  ADOPTED  - Resolution  No.  5,  relating 
to  nursing  home  visits: 

RESOLVED,  that  the  OMA  introduce  a resolution  at 
the  next  AMA  House  of  Delegates  meeting  directing  the 
AMA  to  work  for  a clarification  of  rules  governing  physi- 
cian visits  to  nursing  home  patients  under  Medicare  and 
other  federally  sponsored  or  supported  medical  payment. 


programs  which  permit  the  physician  to  determine  when 
nursing  home  patients  should  be  seen. 

17.  DID  NOT  ADOPT  - Recommendation  No.  1 of  Mental 
Health  Committee  relating  to  mandatory  inclusion  of  health 
insurance  benefits  for  mental  disorders. 

18.  ADOPTED  - Recommendation  No.  2 of  Mental  Health 
Committee: 

(2)  That  the  OMA  establish  a task  force  to  evaluate  mental 
health  services  in  Oregon;  including  the  delivery  of  such 
services  to  children  as  well  as  to  adults;  and  that  this  task 
force  present  its  recommendations  to  the  Mental  Health 
Division,  the  Childrens’  Services  Division  and  other 
appropriate  State  agencies. 

19.  DID  NOT  ADOPT-  Resolution  No.  12  relating  to  manda- 
tory insurance  benefits  for  treatment  of  nervous  and  mental 
disorders,  alcoholism  and  drug  dependency. 

20.  AMENDED  AND  ADOPTED  - Recommendation  No.  1 
of  Abortion  Review  Committee: 

(1)  That  the  following  guidelines  and  requirements  for 
facilities  and  personnel  doing  outpatient  abortions  be 
adopted: 

Requirements  for  Pregnancy 
Termination  Units 

/.  Basic  life  support  mechanisms  - required  of  all  units 
doing  pregnancy  termination:  A.  oxygen;  B.  oral  and 

endotracheal  airways;  C.  laryngoscopic  equipment;  D.  tra- 
cheostomy equipment;  E.  ventilation  equipment  - manual 
or  mechanical;  F.  cardiopulmonary  emergency  drugs; 
G.  IV  solutions  and  equipment;  H.  qualified  personnel  - 
RN  present  at  all  times  patient  in  unit;  physician  licensed 
to  practice  medicine  by  Board  of  Medical  Examiners 
available  at  all  times;  I.  written  transfer  agreements  for 
termination  of  pregnancy  with  general  hospital;},  located 
within  total  of  10  minutes  transfer  time  of  general  hospital; 

K.  banked  blood  and  hemotologic  studies  readily  available; 

L.  staffed  recovery  unit;  M.  patients  limited  to  those  in 
good  health. 

II.  Additionalrequirements  for  special  techniques:  A.  Suc- 
tion curettage  under  local  anesthesia:  1.  acceptable  minor 
surgery;  2.  acceptable  suction  curettage  machine;  B.  Suc- 
tion curettage  under  general  anesthesia:  1.  operating  room 
acceptable  for  general  anesthesia;  2.  physician  licensed  to 
practice  medicine  by  Board  ofMedical  Examiners  in  charge 
of  anesthesia;  3.  trained  anesthetist;  4.  cardio  monitoring 
equipment;  5.  cardio-version  equipment;  C.  Induction  of 
labor  by  hypertonic  injection:  1.  major  operating  room, 

capable  of  major  abdominal  and  vaginal  surgery;  2.  blood 
bank  on  premises;  3.  physician  licensed  to  practice  medi- 
cine by  Board  ofMedical  Examiners  in  the  State  of  Oregon 
in  charge  and  available;  4.  trained  anesthetist  available; 

5.  laboratory  with  emergency  electrolyte  capabilities; 

6.  personnel  experienced  in  labor  and  delivery;  7.  delivery 
room;  8.  patient  kept  in  hospital  until  delivered,  unless 
failed  procedure. 

21.  DID  NOT  ADOPT  - Recommendation  No.  2 of  Abortion 
Review  Committee  relating  to  artificially  terminated  preg- 
nancy beyond  120  days. 

22.  AMENDED  AND  ADOPTED  - Recommendation  No.  3 
of  Abortion  Review  Committee: 

That  the  OMA  urge  that  each  hospital  staff  form  appropri- 
ate committees  for  surveillance  of  abortion  procedures 
and  problems,  and  that  hospital  staffs  be  requested  to  re- 
port any  variance  from  the  OMA  guidelines  to  the  OMA’s 
Abortion  Review  Committee. 

23.  ADOPTED  - Resolution  No.  15,  relating  to  tuberculosis 
testing  for  teachers: 

RESOLVED,  that  the  OMA  go  on  record  as  recommending 
that  Oregon  State  Law  ORS  342.602  be  revised  to  extend 
the  interval  of  required  screening  for  tuberculosis;  and 
RESOLVED,  that  the  OMA  be  responsible  to  see  that  suit- 
able revised  legislation  to  this  effect  is  introduced  in  the 
1973  session  of  the  Oregon  State  Legislature. 

24.  AMENDED  AND  ADOPTED  - Resolution  No.  4,  relating 
to  compulsory  preschool  immunizations: 

RESOLVED,  that  the  OMA  go  on  record  as  recommending 
that  a state  law  be  enacted  requiring  immunizations  for 
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diseases  as  recommended  by  the  State  Board  of  Health 
prior  to  school  entry;  and  that,  further,  the  OMA  accept 
the  responsibility  for  the  introduction  of  suitable  legisla- 
tion to  that  effect  during  the  1973  State  Legislative  Session. 

25.  REFERRED  - Resolution  No.  1,  relating  to  Pre-school 
physical  examinations: 

RESOLVED,  that  OMA  go  on  record  opposing  regulations 
and  policies  requiring  compulsory  preschool  admission 
physical  examinations. 

Referred  to:  Public  Health  Committee  with  instruc- 

tions to  report  back  at  1973  Annual  Meeting. 

26.  AMENDED  AND  ADOPTED  - Resolution  No.  3 relating 
to  preventive  measure  in  spread  of  venereal  disease: 

RESOLVED,  that  the  OMA  go  on  record  as  recommending 
that  a state  law  be  enacted  which  would  authorize  the  sale 
of  prophylactics  (condoms)  approved  by  the  State  Board 
of  Pharmacy  in  places  other  than  pharmacies,  thereby 
greatly  increasing  the  availability  of  the  only  known  pre- 
ventive measure  in  the  spread  of  venereal  disease.  It  is  fur- 
ther resolved  that  the  OMA  be  responsible  to  see  that 
suitable  legislation  to  this  effect  is  introduced  in  the  1973 
State  Legislative  Session. 

27.  ADOPTED  - Resolution  No.  11,  relating  to  composition 
of  physical  therapy  licensing  board: 

RESOLVED,  that  OMA  seek  to  amend  ORS  688.160  to 
delete  the  requirement  that  the  physician  member  of  the 
Physical  Therapy  Licensing  Board  be  an  Orthopedic  Sur- 
geon or  Physiatrist. 

28.  AMENDED  AND  ADOPTED  - Resolution  No.  10,  relat- 
ing to  Welfare  Medical  fees: 

RESOLVED,  that  the  OMA  encourage  the  State  Legislature 
to  modify  Welfare  payments  for  all  health  care  providers 
consistent  with  the  usual  and  customary  fee  level. 

29.  TOOK  NO  ACTION  - on  Report  of  Public  Relations 
Committee. 

30.  REFERRED  - Pharmacy  and  Drugs  Committee  Report  to 
Public  Policy  Committee  for  further  study. 

31.  ADOPTED  - Recommendations  of  Annual  Session  Com- 
mittee: 

(1)  That  the  Annual  Session  Committee  be  directed  to 
study  the  feasibility  of  holding  the  100th  Annual  Session 
of  the  Oregon  Medical  Association  in  1974  in  connection 
with  the  Clinical  Session  of  the  American  Medical  Associa- 
tion, to  be  held  in  Portland. 

(2)  That  it  is  the  policy  of  the  Association  that  the  Annu- 
al Meeting  of  the  OMA  should  be  financed  by  a variety  of 
means  including:  rental  fees  from  carefully  selected  indus- 
trial exhibits,  program  advertising,  commercial  support  of 
individual  speakers  or  program  segments,  funds  from 
foundations  and  nonprofit  organizations  devoted  to  speci- 
fic educational  endeavor,  and  fees  from  members  and  other 
physicians  for  registration  and  participation  in  quality 
course  presentations. 

32.  REFERRED  - Resolution  No.  6,  relating  to  restrictive 
Covenants: 

RESOLVED,  that  no  restrictive  covenant  clause  be  allowed 
in  a medical  contract  in  the  State  of  Oregon;  and 
RESOLVED,  that  any  restrictive  covenant  clause  in  a 
medical  contract  now  in  existence  be  considered  unethical. 
Referred  to:  Board  of  Trustees  with  instructions  to 

report  back  at  1973  Midyear  Meeting. 

33.  ADOPTED  - Resolution  No.  16  concerning  Scientific 
Sections  Committee: 

RESOLVED  the  Bylaws  be  amended  to  delete  the  Scienti- 
fic Sections  Committee  as  a standing  committee  to  wit: 

A.  That  Chapter  X,  Section  1,  subsection  B,  paragraph 
(10)  be  deleted. 

B.  That  Chapter  X,  Section  4,  subsection  J 1,  be  deleted 
in  its  entirety. 

RESOLVED,  the  duties  and  responsibilities  formerly 
assigned  to  the  Scientific  Sections  Committee  be  now 
assigned  to  the  Annual  Session  Committee. 

34.  DID  NOT  ADOPT  - Resolution  No.  17,  relating  to  the 
deletion  of  the  Ombudsman  Committee  as  a standing  commit- 
tee of  OMA. 


35.  AMENDED  AND  ADOPTED  - recommendations  of  the 
Long  Range  Planning  Committee: 

(1)  That  OMA  direct  special  emphasis  to  the  problem  of 
rising  medical  costs,  including  identification  of  unnecessary 
and/or  controversial  expenditures  and  develop  methods 
to  contain  unnecessary  costs  without  sacrificing  the  qual- 
ity of  medical  care.  That  OMA  shall  make  increased  and 
more  effective  efforts  to  disseminate  information  concern- 
ing the  reasons  for  increased  costs  for  the  treatment  of 
sickness,  i.e.,  inflation,  more  effective  therapy;  new  and 
complicated  procedures,  and  appropriate  pay  for  our  fel- 
low health  professionals.  The  OMA  shall  intensify  its  con- 
tinuing efforts  through  the  various  peer  review  mechanisms, 
to  take  appropriate  action  against  unreasonable  charges 
by  physicians. 

(2)  A.  That  OMA  immediately  conduct  a survey  of  its 
membership  regarding  their  desires  with  respect  to  con- 
tinued support  vis-a-vis  disassociation  with  Northwest 
Medical  Publishing  Association;  and  that  it  strongly 
encourage  the  Idaho  and  Washington  State  Medical 
Associations  to  conduct  similar  surveys  of  their  mem- 
berships. 

B.  That  the  presidents,  or  other  appropriate  representa- 
tives of  the  three  Pacific  Northwest  medical  associa- 
tions meet  to  discuss  the  results  of  the  Oregon  poll  as 
well  as  those  which  may  be  conducted  in  Washington 
and  Idaho. 

C.  That  the  decision  of  the  OMA  regarding  future  sup- 
port of  NORTHWEST  MEDICINE  be  made  by  this 
House  following  execution  of  a state  membership  poll 
and  discussion  with  representatives  of  other  state  asso- 
ciation principals  of  Northwest  Medical  Publishing 
Association. 

(3)  That  the  OMA  House  of  Delegates  review  and  respond 
to  OMA  priorities  as  listed:  Peer  Review  and  Continuing 
Education;  Legislative  and  Governmental  Relations;  Mem- 
bership Services;  Malpractice  Prevention;  Manpower  Re- 
cruitment and  Placement;  Communication  - Internal  and 
External;  Allied  Association  Relations. 

36.  AMENDED  AND  ADOPTED  - Resolution  No.  13  relating 
to  “Certificate  of  Need”  for  hospital  construction: 

RESOLVED,  the  OMA  recommends  that  the  Comprehen- 
sive Health  Planning  Authority  defer  granting  “Certificates 
of  Need”  for  the  construction,  expansion,  or  alteration  of 
a hospital  for  the  purpose  of  increasing  bed  capacity,  add- 
ing major  new  facilities  or  categories  of  services  or  chang- 
ing licensee  classifications  in  any  comprehensive  health 
planning  region  of  the  State  until  a facilities  plan  for  that 
region  has  been  submitted  and  approved  by  the  State 
Authority;  and  that  the  OMA  submit  to  the  Authority  a 
statement  regarding  the  recommendations  of  the  Board  of 
Trustees  on  all  “Certificate  of  Need”  requests  deemed 
controversial  by  the  Board  of  Trustees. 

37.  ADOPTED  substitute  resolution  for  Resolutions  No.  8 
and  No.  14  relating  to  State  Comprehensive  Health  Planning 
Authority  and  Certificates  of  Need: 

RESOLVED,  that  the  Oregon  Medical  Association  offers 
its  assistance  to  the  Comprehensive  Health  Planning  Au- 
thority in  resuming  as  its  primary  function  the  process  of 
health  planning  on  a statewide  basis;  and 
RESOLVED,  that  the  OMA  have  introduced  and  strongly 
support  a bill  to  amend  Sections  K and  L of  the  Certificate 
of  Need  law  in  the  1973  Oregon  State  Legislature,  so  that 
the  law  will  reflect  the  Legislature’s  original  intent;  and 
BE  IT  FINALLY  RESOLVED,  that  the  Oregon  Medical 
Association  support  Clackamas  County  Medical  Society 
in  seeking  a review  of  the  actions  of  the  Comprehensive 
Health  Planning  Authority  in  a “Certificate  of  Need” 
determination  of  concern  to  that  society. 

38.  AMENDED  AND  ADOPTED  - recommendations  of  Re- 
vision of  Articles  of  Incorporation  and  Bylaws  Committee  for 
amendments  to  the  OMA  Bylaws: 

(1)  That  Chapter  VII,  Section  10,  subsection  A be  amend- 
ed to  read  as  follows:  (added  material  is  italicized;  lines  are 
run  through  deleted  material). 

A.  The  State  shall  be  divided  into  twenty  trustee 
districts  as  follows:  (1)  District  No.  1,  Multnomah 
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County;  (2)  District  No.  2,  Clackamas  SpdtriHfnbiff 
€t¥BTiTig5  County,  (3)  District  No.  3,  Washington  ^ 
County,  (4)  District  No.  4,  Clatsop 
& Co/im/fo«a  Counties;  (5)  District  No.  5, 

Marion  & Polk  Counties;  (6)  District  No.  6,  Linn  BeHttm 
gp4j?Hesin=€>BBTi=eK5  County,  (7)  District  No.  7,  Lane 
County;  (8)  District  No.  8,  Douglas  County  east  of 
Scottsburg  CBBS=gg=Ggrry=€ggHRgst  (9)  District  No.  9, 
Jackson  =G«tH+tigs  County;  (10)  District 

No.  10,  Klamath  (11)  District 

No.  11,  Jefferson,  Deschutes,  Crook  & ftanrey  Wheeler 
Counties:  (12)  District  No.  12,  Hood  River,  Wasco, 
Sherman  & Gilliam  Counties;  (13)  District  No.  13, 
Morrow  & Umatilla  UrHSir,=W{flkjw^=©FtttHf 
Wlteelef  Counties;  (14)  District  No.  14,  Baker,  Union 
& Wallowa  MgfhgOT  Counties;  (15)  District  No.  15, 
Tillamook  & Lincoln  Counties;  (16)  District  No.  16, 
Yamhill  County;  (17)  District  No.  17,  Benton  County; 
(18)  District  No.  18,  Coos  & Curry  Counties  and 
Douglas  County  west  of  Scottsburg;  (19)  District  No. 
19,  Josephine  County;  (20)  District  No.  20,  Lake, 
Harney,  Grant  & .Malheur  Counties. 

(2)  That  Chapter  VII,  Section  10  be  amended  by  deleting 
subsection  B in  its  entirety  and  adding  the  following  new 
subsection  B: 

B.  Each  district  shall  be  entitled  to  one  trustee  for 
each  125  voting  metnbers  of  the  Association  or  any 
portion  thereof.  If  the  number  of  voting  members  in  a 
trustee  district  is  below  25  on  December  31st  of  a year, 
that  district  shall  be  incorporated  with  the  contiguous 
district  having  the  smallest  number  of  voting  members 
of  the  Association  until  the  next  December  31st  when 
the  original  district  has  25  or  more  voting  members 
within  it. 

1.  Upon  st-dte-fiFHtgfTffFEfakwsskHFfeltewiTfg  the  adop- 
tion of  this  amendment  to  Subsection  I,  Section  10  of 
Chapter  VII  of  the  bylaws,  as  amended,  the  House  of 
Delegates  shall  immediately  determine  by  lot,  sixteen 
seveTi  trustees  to  serve  for  two  thregyegR,  and  fifteen 
seven  to  serve  for  one  year  Ewg=yeat=5,  provided  that 
districts  with  two  or  more  trustees  shall  have  an  equal 
or  as  nearly  as  may  be  number  of  trustees  who  shall 
commence  a one  year  term  as  those  who  shall  com- 
mence a two  year  term.  aTHk-SBe-fop-tHte-yeaF.  Each 
year  thereafter  as  these  terms  expire,  trustees  shall  be 
elected  for  terms  of  two  three  years.  In  those  districts 
where  trustee  elections  are  necessary  they  shall  be  held 
as  soon  as  possible  in  a manner  to  conform  with  these 
bylaws. 

(4)  That  Chapter  VII,  Section  11,  Subsection  C be  amend- 
ed to  read  as  follows: 

C.  The  term  of  alternate  trustees  shall  be  two  threg 
years  and  shall  coincide  with  the  term  of  the  duly 
elected  trustees  in  and  for  their  respective  districts. 
They  shall  be  elected  in  the  same  manner  trustees  are 
elected  as  provided  in  subsection  D and  subsection  E 
of  Section  10  of  this  Chapter. 

(5)  That  Chapter  VIII,  Section  1 be  amended  to  read  as 
follows: 

1.  The  officers  of  this  Association  shall  be  president, 
president-elect,  vice-president,  secretary-treasurer,  speak- 
er of  the  House  of  Delegates,  vice-speaker  of  the  House 
of  Delegates,  and  thirty-one  tweTFty=gHc  trustees. 

(6)  That  Chapter  VIII,  Section  2,  subsection  B be  amended 
to  read  as  follows: 

B.  Trustees  shall  be  elected  for  two  ttegg  years  as  pro- 
vided in  these  bylaws.  One-half  sng=third,  or  as  nearly 
as  may  be,  shall  be  elected  each  year. 

(7)  That  Chapter  VII,  Section  1 be  amended  to  read  as 
follows: 

1.  The  Board  of  Trustees  shall  consist  of  thirty-one 
PwgHFy^eHg  trustees  and  such  alternate  trustees  as  may 
be  provided  in  the  bylaws  of  this  Association,  the  other 
officers  of  the  Association,  the  retiring  president,  and 
any  officer  of  or  delegate  or  alternate  delegate  to  the 
American  Medical  Association  who  is  a member  of  this 
Association. 

(to  be  continued  next  month) 


The  unique 

potassium  chloride  supplement 
with  the  natural 
tomato  juice  flavor 

Katoi  Powder 

Potassium  Chloride  Supplement 

Description:  Spray-dried  tomato  powder  containing  20  mEq 
potassium  (equivalent  to  1..S  Cm  KCl)  per  measured  dose  with  natural 
and  synthetic  flavors,  spices  and  colors.  Benzoic  acid  and  potassium 
benzoate  added  as  preservatives.  When  reconstituted  as  directed,  makes 
a pleasantly  flavored,  low  sodium  tomato  juice  drink 
Indications:  The  prevention  or  correction  of  potassium  deficit, 
particularly  when  accompanied  by  hypochloremic  alkalosis  in  conjunc  ' 
tion  with  thiazide  diuretic  therapy,  in  digitalis  intoxication,  or  as  the  1 
result  of  long-term  corticosteroid  therapy,  low  dietary  intake  of  potas- 
Slum,  or  excessive  vomiting  or  diarrhea 

Contraindications:  Potassium  is  contraindicated  in  severe  renal 
impairment  involving  oliguria,  anuria  or  azotemia;  in  untreated  Addi- 
son s disease,  adynamia  cpisodica  hereditaria,  acute  dchvdration,  heat 
cramps,  hyperkalemia  from  any  cause. 

Precautions:  Kato  Powder  is  a concentrate  and  should  he  taken  onl\ 
after  reconstituting  with  water  as  directed.  Do  not  use  in  patients  with 
low  urinary  output  or  renal  decompensation  Administer  with  caution. 

It  is  impossible  accuratelv  to  assess  the  extent  of  potassium  depletion,  or 
the  daily  dose  required  Excessive  dosage  mav  result  in  potassium  mtoxi 
cation  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG  and/or 
plasma  potassium  level  should  be  made.  High  plasma  concentrations 
of  potassium  ion  may  cause  death  through  cardiac  depression,  arrhyth- 
mias or  arrest.  Use  with  caution  in  patients  with  cardiac  disease. 

Adverse  Reactions:  Vomiting,  diarrhea,  nausea,  and  abdominal 
discomfort  may  occur.  Gross  overdosage  may  produce  signs  and  symp- 
toms of  potassium  intoxication;  mental  confusion,  listlessness,  pares- 
thesia of  the  extremities,  weakness  and  heaviness  of  legs,  tlaccid 
paralysis,  hyperkalemia.  ECG  abnormalities,  fall  in  blood  pressure, 
cardiac  arrhythmias  and  heart  block.  The  characteristic  changes  in  the 
ECG  are  disappearance  of  the  P wave,  widening  and  slurring  of  QRS 
complex,  changes  of  the  S-T  segment,  tall  peaked  T waves,  etc. 

Toxicity:  Potassium  intoxication  may  result  from  overdosage  of 
potassium  or  from  therapeutic  dosage  in  conditions  stated  under 
“Contraindications-'  Hyperkalemia,  when  detected,  must  be  treated 
immediately  because  lethal  levels  can  be  reached  in  a few  hours. 
Treatment  of  Hyperkalemia:  1 Dextrose  solution  I0%orlS% 
containing  10  units  of  cr>'stalline  insulin  per  20  Gm  dextrose,  g^ven  1 V 
in  a dose  of  300cc  to  SOOcc  in  an  hour  2 Adsorption  and  exchange  of 
potassium  using  sodium  or  ammonium  cycle  cation  exchange  resin, 
orally  or  as  retention  enema  3 Hemodialysis  or  peritoneal  dialysis. 

4 Elimination  of  potassium-containing  foods  and  medicaments 
Warning;  Digitalis  toxicity  can  be  precipitated  by  lowering  the  plasma 
potassium  concentration  too  rapidly  in  digitalized  patients 
Administration  and  Dosage:  Mix  with  water  to  make  a pleasant 
tomato  juice  drink  The  unit  dose  packet  and  the  dose-measure  supplied 
in  the  can  each  provide  20  mEq  of  potassium  Usual  adult  dose— 1 packet 
or  1 measure  of  Kato  Powder  mixed  with  about  2 ounces  of  water 
twice  daily— supplies  40  mEq  potassium  per  day.  Take  with  meals  or 
follow  with  ‘2  glass  of  water.  Larger  doses  may  be  required,  but  should 
be  administered  under  close  supei^’ision  because  of  the  possibility  of 
potassium  intoxication. 

How  Supplied: 


Carton  of  30  unit  dose  packets,  20  mEq  each. 


8 oz  can  (40  doses)  with  20  niEq  dose-measure 


Ingram  Pharmaceutical  Company  / San  Francisco,  Ca  94111 


in  potassium  therapy 

Kato  is  a Natural 


I 

I 


I 


ito  Powder  is  KCl 
ended  with  natural 
mato  powder  and  subtle 
ices.  Mixed  with  a mere 
lunces  of  cold  water, 
provides  a dose  of 
tassium  chloride  in  a 
od  tasting  low  sodium 
mato  juice  drink, 
freshingly  different, 
tients  take  it  and  like  it! 


What  it  means 
tolive  and  woikii 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


3lar,  actinicr  senile  keratoses 

died  by  many  names,  the  typical  lesion  is  flat 
slightly  elevated,  brownish  or  reddish  in 
lor,  papular,  dry,  adherent,  rough,  sharply 
fined;  usually  multiple  lesions,  chiefly  on 
posed  portions  of  the  skin. 

^quence/selectivity  of  response 

ythema  in  areas  of  lesions  may  begin  after 
/eral  days  of  therapy;  height  of  reaction 
aly  in  affected  areas)*  usually  occurs  within 
0 weeks,  declining  after  discontinuation  of 
jrapy.  Since  this  response  is  so  predictable, 
ions  that  do  not  respond  should  be  biopsied 
rule  out  the  presence  of  a frank  neoplasm. 

osmetic  results 

)smetic  results  are  highly  favorable.  Ind- 
uce of  scarring  is  low— important  with  multi- 
facial  lesions.  Efudex  should  be  applied 
th  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

dy  Roche  formulates  the  5%  cream . . . 
j;h  in  patient  acceptability . . . high  in  clinical 
jicacy,  especially  for  lesions  of  hands  and 
earms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or5%fluorouracil  on  a-weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


• • 


KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital — for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dosage  c;in  be  adjusted  depending  on  diagnosis  :ind  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  d;iily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  I Division  of  ICl  America  Inc.  \ Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each c/feuxjb/etab/et contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Quickwalla  (Sauromalus  obesus): 

Tliis  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 
PRESIDENT 

Gilbert  G.  Fade,  M.D.,  Seattle 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


Planning  Residency  Programs 
Based  on  Physician  Projections 


Aware  of  the  responsibility  medical  schools  and 
hospitals  must  share  for  creating  many  of  the  distribu- 
tion problems  among  physician  specialty  groupings 
now  causing  nationwide  concern,  the  University  of 
Washington  School  of  Medicine  has  taken  the  first  step 
toward  developing  new  guidelines  for  the  future  size 
and  direction  of  its  residency  training  programs.  Re- 
gional need  is  the  prime  criterion. 

It  was  evident  that  maldistribution  of  physician 
manpower  by  specialty  was  inevitable  in  the  absence 
of  deliberate  efforts  to  bring  residency  outputs  into 
correspondence  with  anticipated  need.  The  present 
demands  of  hospitals  for  residents  as  providers  of 
low-cost  service,  or  the  desires  of  clinical  departments 
for  expansion,  cannot  be  allowed,  as  they  have  in  the 
past,  to  stand  in  the  stead  of  responsible  long  range 
planning. 

Large,  prepaid,  contractual  health  plans  were  found 
to  be  the  best  source  of  information  presently  avail- 
able on  distribution  among  the  major  specialties, 
under  conditions  in  which  the  numbers  of  physicians 
providing  service  relate  closely  to  the  needs  of  the 
population  served.  The  ratios  adopted  as  the  basic 
model  were  based,  with  several  adjustments,  on  the 
distributions  existing  in  Kaiser-Permanente’s  Califor- 
nia group  health  plans,  with  allowances  made  for 
services  not  normally  provided  in  group  health  plans. 


Since  deficit  and  excess  cannot  be  corrected  in- 
stantly, the  objective  was  to  determine  the  adjust- 
ments that  would  be  needed  over  the  next  ten  years 
to  bring  state  distributions  in  line  with  the  basic 
model.  After  projecting  loss  through  attrition,  the 
number  of  additional  physicians  needed  annually  for  ' 
197 1 through  1980  was  compared  with  present  annual 
state  residency  output  for  that  specialty. 

Residency  output  was  found  to  be  roughly  appro- 
priate for  all  specialties  except  those  in  the  areas  of 
surgery,  most  surgical  subspecialties,  and  support 
specialties  such  as  pathology.  Ten  years  of  attrition, 
without  replacement,  would  not  bring  the  number  of 
practitioners  in  some  of  these  specialties  down  to  the 
basic  model  leval.  The  School  of  Medicine  has  already 
taken  action  to  reduce  the  size  of  its  programs  in 
surgery. 

Continuing  studies  based  on  precise  figures  on 
specialty  distribution  will  be  standard  planning  policy 
for  the  future.  Action  at  National  level  is  considered 
essential,  however,  to  correct  problems  of  overproduc- 
tion that  are  particularly  widespread  and  severe. 

ROGER  L.  BENNETT,  M.B.A. 

Director,  Office  of  Program  and  Academic  Planning 
Health  Sciences  Center 
University  of  Washington 


WSMA  House  of  Delegates  Report 

A brief  report  of  actions  of  the  House  of  Delegates  at  the  Annual 
Meeting  of  Washington  State  Medical  Association  will  be  published,  be- 
ginning in  the  December  issue  of  NORTHWEST  MEDICINE.  Complete 
copies  of  specific  reports  and  resolutions  may  be  obtained  at  the  central 
office  of  the  Association,  444  Northeast  Ravenna  Boulevard,  Seattle 
98115. 
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1972 

WSMA 

Convention 

Pictorial 


i 

i 

—4 

A general  view  of  the  1972  Scientific  Exhibit  located  as  usual  in  the  Spanish  Lounge  of  the  Olympic  Hotel.  This  year 
there  were  ten  excellent  exhibits. 
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With  the  Presidents 


Peter  T.  Brooks,  left,  1971-1972  WSMA 
President,  introduces  an  old  friend,  C.  A. 
Hoffman,  AMA  President,  to  WSMA’s 
incoming  President,  Gilbert  G.  Eade. 


Incoming  presidents,  Mrs.  Paul  G. 
Kinney,  Ephrata,  and  Gilbert  G.  Eade, 
Seattle,  pose  in  the  Olympic  Bowl 
just  prior  to  the  start  of  the  New 
Presidents’  Reception. 


In  one  of  her  final  actions  as 
WS.MA  Auxiliary  President,  Mrs. 
Roscoe  S.  Mosiman  reports  to  the 
House  of  Delegates  during  that 
body’s  first  session. 


Breakfast  time  for  15  Past 
Presidents  of  the  Washington 
State  .Medical  Association. 
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Guests  and  Visitors 


Richard  H.  Keates,  Columbus,  Ohio,  guest  speaker  for  the 
Eye  Scientific  Session,  updates  his  audience  on  “Diseases  of 
the  Cornea.” 


S.  Gordon  Babson,  Portland,  speaks  on  “Parenteral  Ali- 
mentation in  the  Neonate”  before  a full  house  in  the  Spanish 
Ballroom. 


Immediate  Past  President  of  the  Oregon 
Medical  Association,  Augustus  M.  Tanaka, 
and  Mrs.  Tanaka,  congratulate  Gilbert  Eade 
at  the  New  Presidents’  Reception. 


A surprise  visitor.  Representative  Brock 
Adams,  right,  greets  Gilbert  Eade  and  Mrs. 
Eade  at  the  New  Presidents’  Reception. 
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The  Work  Sessions 


Hard-working  members  of  one  of  the  Reference  Commit- 
tees are  seen  in  action  at  an  early  session. 


Among  the  earliest  to  hold  a meeting  at  the  1972  conven- 
tion were  these  members  of  the  WPS  Stockvoters  group. 


Conferring  on  an  important  question 
before  the  House  of  Delegates  are, 
from  left.  Speaker  Stanley  W.  Tuell, 
Executive  Secretary  Mr.  Richard  F. 
Gorman,  and  E*residents  Peter  T. 
Brooks  and  Gilbert  G.  Eade. 


As  well-attended  as  in  past  years  was  the  popular  course  on  Fluid 
Balance  conducted  by  Robert  M.  Hegstrom  and  Richard  R.  Paton. 


(more  pictures  next  month) 


For  1972-1973,  WSMA  Executive  Commit- 
tee members  are,  back  row,  from  left,  J.  Walfred 
Wallen,  Burlington,  Peter  T.  Brooks,  Walla  Walla, 
and  H.  Paul  Dygert,  Vancouver,  President-elect. 
Front  row,  Paul  R.  Lauer,  Everett,  and  Gilbert 
Eade,  Seattle. 
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CONTINUING 
MEDICAL  EDUCATION 


Compiled  by  Washington/ Alaska  Regional  Medical 
Program,  Oregon  Regional  Medical  Program,  and 
Mountain  States  Regional  Medical  Program 


DRUG  THERAPY,  November  29-30,  auditorium.  Health 
Sciences  Center,  University  of  Washington.  (Precedes  the 
American  College  of  Physicians  program  in  internal  medicine 
December  1-2  at  the  University  of  Washington.) 

Faculty:  George  N.  Aagaard,  M.D.,  chairman.  Sponsor: 
Division  of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine;  Washington  State  Depart- 
ment of  Social  and  Health  Services;  Washington  State 
Medical  Association;  Washington/Alaska  Regional  Medical 
Program.  For  physicians,  nurses,  and  other  health  pro- 
fessionals; WAFP  credit,  12  hours.  No  enrollment  limit. 
Fee,  $50.  November  29  — registration,  8 a.m.;  session, 
9 a.m.  - 5 p.m.  November  30  — session,  9 a.m.  - 5 p.m. 
Preregistration  requested.  Contact  the  Division  of  Continu- 
ing Medical  Education,  University  of  Washington  School 
of  Medicine,  RD-70,  Seattle  98195.  (206)  543-1050. 

DIAGNOSTIC  STRATEGIES,  December  1-2,  Health  Sciences 
Auditorium,  University  of  Washington,  Seattle.  (Joint  meet- 
ing of  the  American  College  of  Physicians  and  the  Washington 
State  Society  of  Internal  Medicine.) 

Faculty:  Clement  R.  Finch,  M.D.,  Cyrus  Rubin,  M.D., 

R.  G.  Petersdorf,  M.D.,  and  John  Murray,  M.D.,  Seattle; 
Marcel  Malden,  M.D.,  Tacoma;  Otto  Page,  M.D.,  Portland; 
C.  Ross,  M.D.,  San  Diego.  Sponsor:  American  College  of 
Physicians;  Washington  State  Society  of  Internal  Medicine; 
Division  of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine.  For  physicians.  No  en- 
rollment limit.  Fee,  members  of  American  College  of 
Physicians  and  American  Society  of  Internal  Medicine,  $10; 
others,  $25.  December  1 - registration,  8:30  a.m.;  session, 
9 a.m.  - 4:30  p.m.;  December  2 - session,  8:30  a.m.  - 12 
noon.  Preregistration  requested.  Contact  the  Division  of 
Continuing  Medical  Education,  University  of  Washington 
School  of  Medicine,  RD-70,  Seattle  98195.  (206)  543- 
1050. 

CLINICAL  PROBLEMS  IN  ENDOCRINOLOGY,  December 
7-8,  The  Mason  Clinic,  Seattle. 

Faculty:  Robert  Neilsen,  M.D.,  chairman.  Sponsor: 

Virginia  Mason  Medical  Center.  For  physicians.  Enroll- 
ment limit,  60.  Fee,  $35.  December  7 - registration,  8: 30 
a.m.;  session,  9 a.m.  - 5 p.m.  December  8 - session,  9 a.m. 

- 5 p.m.  Preregistration  required.  Contact  Kenneth  R. 
Wilske,  M.D.,  Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center,  1111  Terry  Avenue, 
Seattle  98101.  (206)  MA  3-3700,  extension  470  or  343. 

MEDICINE  AND  THE  LAW,  December  7-8,  Olympic  Hotel, 
Seattle. 

Faculty:  John  Huston,  Associate  Dean,  School  of  Law, 

University  of  Washington,  chairman.  Sponsor:  School  of 
Law,  School  of  Medicine,  Division  of  Conpnuing  Medical 
Education,  University  of  Washington;  Washington  State 
Medical  Association;  Washington/Alaska  Regional  Medical 
Program.  For  physicians,  lawyers;  AAFP  credit,  13  hours. 
Enrollment  limit,  250.  Fee,  $50.  December  7 - registration, 
8:30  a.m.;  session,  9 a.m.  - 5 p.m.  December  8 - session, 
9 a.m.  - 5 p.m.  Preregistration  requested.  Contact  the 


‘'Sorry,  Sire,  but 
‘Dicarbosir  hasn't 
been  invented  yet." 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Division  of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  RD-70,  Seattle  98195. 
(206)  543-1050. 

WORKSHOP  IN  FETAL  MONITORING,  December  1 1,  Room 
E302,  Health  Sciences  Building,  University  of  Washington, 
Seattle. 

Faculty:  Kent  Ueland,  M.D.,  moderator.  Sponsor,  Divi- 
sion of  Continuing  Medical  Education,  Department  of 
Obstetrics  and  Gynecology,  University  of  Washington 
School  ofMedicine;  Washington  State  Medical  Association. 
For  physicians;  AAFP  credit,  5‘/z  hours.  Fee,  $25.  En- 
rollment limit,  120.  Registration,  8:30  a.m.;  session, 
9 a.m.  - 4:30  p.m.  Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  RD-70,  Seattle  98195. 
(206)  543-1050. 

POSTGRADUATE  PRECEPTORSHIPS:  INDIVIDUALIZED 
REFRESHER  COURSES  ARRANGED  IN  MOST  MEDICAL 
SPECIALTIES,  at  hospitals  in  Seattle,  Spokane,  Tacoma  and 
Yakima. 

Faculty:  practicing  physicians.  Sponsor:  Washington/ 

Alaska  Regional  Medical  Program;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Washington  State  Medical  Association.  For 
physicians;  WAFP  credit,  35  hours  per  5-day  week.  No 
fee.  Dates  and  hours  to  be  individually  arranged.  Informa- 
tion/registration: Postgraduate  Preceptorship  Project, 

Washington/Alaska  Regional  Medical  Program,  530  Uni- 
versity District  Building,  Seattle  98105.  (206)  543-8525. 
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DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD*  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia. 

IVarnings:  Use  during  pregnancy  is  to  be 
Precautions:  1.  Starvation  Ketosis:  This  rr  ti 
differentiated  from  “insulin  lack”  ketosis  : I i 
characterized  by  ketonuria  which,  in  spite  r 
tively  normal  blood  and  urine  sugar,  may  u 
from  excessive  phenformin  therapy,  exces  e 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  e 
formin  dosage,  or  supply  carbohydrates  tc| 
alleviate  this  state.  Do  not  give  insulin  wit  di 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recomiln 


Why  go  to  the  islet 


Let’s  say  you’ve  decided  that  diet  alone  won’t 
work  in  your  adult-onset,  nonketotic  diabetic. 

You’re  considering  oral  therapy  for  a new 
patient.  DBI-TD  or  a sulfonylurea.  Which? 


Both  lower  blood  sugar.  But  here’s  why  DE? 

which  is  not  a sulfonylurea,  majt 
important  to  the  dieting  diabetir 

• Sulfonylureas  promote  release  of  insulin.  | 


• Insulin  is  lipogenic  and  helps  transport  gli 
into  adipose  tissue. 


• Overweight  patients  frequently  have  norm^ 

or  high  levels  of  endogenous  ini 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  frd 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsi: 
with  breakfast  may  be  effective,! 
second  capsule  may  be  given  wi' 
the  evening  meal. 


DBI-TD*  Geig; 

phenformin  HCI 


lowers  blood  sugar 
without  raising  blood  insulin 


he  presence  of  azotemia  or  in  any  clinical 
ation  that  predisposes  to  sustained  hypoten- 
1 that  could  lead  to  lactic  acidosis.  To 
erentiate  lactic  acidosis  from  ketoacidosis, 
iodic  determinations  of  ketones  in  the  blood 
' urine  should  be  made  in  diabetics  previously 
lilized  on  phenformin,  or  phenformin  and 
ilin,  who  have  become  unstable.  If  electrolyte 
■alance  is  suspected,  periodic  determinations 
uld  also  be  made  of  electrolytes,  pH,  and  the 
ate-pyruvate  ratio.  The  drug  should  be  with- 
'wn  and  insulin,  when  required,  and  other 
rective  measures  instituted  immediately  upon 
I 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information^ 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


)f  Langerhans  ? 

500^  1000/i 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 
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IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


Officers  and  Councilors 


The  first  meeting  of  the  Officers  and  Councilors  of 
the  Idaho  Medical  Association  since  sessions  held  at 
the  80th  Annual  Meeting  at  Sun  Valley,  was  held  at 
the  summer  home  of  John  E.  Comstock,  at  Big  Springs, 
September  21-23,  1972.  Attending  the  session  were: 
President-Elect  E.R.W.  Fox,  Coeur  d’Alene;  Immediate 
Past-President  George  W.  Warner,  Twin  Falls;  Secre- 
tary-Treasurer Howard  E.  Adkins,  Boise;  Councilor 
William  P.  Marineau,  Moscow;  Councilor  R.  George 
Wolff,  Caldwell;  Councilor  Ben  L.  Kreilkamp,  Sun 
Valley;  Councilor  Ronald  K.  Lechelt,  Idaho  Falls; 
AMA  Delegate  Donald  K.  Worden,  Lewiston;  AMA 
Alternate  Delegate  A.  Curtis  Jones,  Boise;  and  House 
of  Delegates  Speaker  James  R.  Kircher,  Burley. 
Richard  B.  Gresham,  Pocatello,  Chairman  of  the  1973 
Program  Committee  for  the  81st  Annual  Meeting,  also 
attended  the  session,  and  reported  on  plans  for  next 
year’s  annual  meeting  which  will  be  held  at  Sun  Valley, 
June  27-30. 

Actions  taken  include:  approved  minutes  of  previ- 
ous officers  and  councilors  meetings;  approved  reten- 
tion of  a law  firm  to  draft  legislation  called  for  in  reso- 
lutions adopted  by  the  House  of  Delegates;  approved 
1972-7  3 committees  appointed  by  President  Comstock; 
heard  a report  of  plans  for  the  81st  Annual  Meeting 
with  sports  medicine  as  the  theme;  approved  plans  for 


5th  Interim  Session  of  the  House  of  Delegates  to  be 
held  at  the  Rodeway  Inn,  Boise,  February  1-3,  1973; 
heard  report  regarding  Argonaut  Malpractice  Insurance 
Program;  approved  a modification  in  premiums  for 
coverage;  approved  report  regarding  1972  membership 
in  IMA;  approved  the  proposed  budget  for  1973-74 
based  on  anticipated  membership  of  700  physicians; 
assigned  the  Budget  and  Finance  Committee  the  task 
of  reviewing  association  income  and  expenditures  and 
to  make  recommendations  to  the  Interim  Session, 
House  of  Delegates,  regarding  dues.  The  Budget  and 
Finance  Committee  was  also  assigned  the  updating  of 
Resolution  No.  G,  1967,  regarding  the  association’s 
Special  Building  Fund  Assessment;  made  tentative 
plans  for  the  officers  and  councilors  to  visit  compon- 
ent societies  during  the  coming  year;  heard  Martha  D. 
Jones,  Boise,  a WICHE  Commissioner,  report  on  esti- 
mated need  of  $730,000  for  the  Student  Exchange 
Program  from  the  1973  Legislature;  reviewed  report 
on  the  Health  Systems,  Inc.  (formerly  Treasure  Valley 
Comprehensive  Health  Planning);  reviewed  a report  on 
HMO’s  given  by  Mr.  Joe  Karpach  in  McCall. 

The  next  meeting  of  the  officers  and  councilors 
will  be  held  in  IMA  offices,  Boise,  December  14-16, 
1972. 


Ada  County  Elects  Officers 
and  Members 


New  officers  and  delegates  elected  by  the  Ada 
County  Medical  Society  are:  President,  Glenn  E. 

Talboy,  Boise;  President-Elect,  Clayton  C.  Morgan, 
Boise;  Secretary,  John  J.  Mohr,  Boise;  Treasurer,  Jude 
N.  Werth,  Boise;  and  Member-at-Large,  Lawrence  L. 
Knight,  Boise. 

Delegates:  (Terms  expiring  1973)  Robert  B.  Mont- 
gomery, Roy  J.  Ellsworth,  Curtice  E.  Clohessy,  Ardean 
J.  Ediger,  Thomas  D.  Turner,  and  Clyde  Gerhard; 
(terms  expiring  1974)  Glenn  E.  Talboy,  David  K. 
Merrick,  and  David  M.  Barton;  (terms  expiring  1975) 
R.  Bruce  Moody,  Jude  N.  Werth,  Dean  T.  Watkins, 
Bernard  L.  Bodmer,  Harold  W.  Hatten,  and  Clayton 
C.  Morgan,  all  of  Boise. 


Alternate  Delegates:  F.  LaMarr  Heyrend,  David  H. 
Rasmussen,  Leonard  E.  Alkire,  Charles  E.  Krause, 
Loy  T.  Swinehart,  Thomas  E.  Henson,  George  B. 
Pfoertner,  James  T.  Scanlan,  A1  H.  Kuykendall,  J. 
Edward  Hayes,  Martha  D.  Jones,  Michael  S.  Pecora, 
Thomas  R.  Kruzich,  James  S.  Noble  and  John  C. 
Hylen,  all  of  Boise. 

The  following  physicians  have  been  elected  to 
membership  in  the  Ada  County  Medical  Society: 
Thomas  E.  Henson,  David  G.  Ashbaugh,  Kenneth  D. 
Smyth,  and  Glenn  E.  Weyhrich,  all  of  Boise. 
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Meetings 


The  association’s  Committee  on  Coordination  of 
Nursing  Education  met  in  Boise  September  29.  Mem- 
bers are:  Joseph  W.  Marshall,  Twin  Falls,  Chairman; 
David  K.  Merrick,  Boise;  Blaine  B.  Jorgenson,  Poca- 
tello; C.  Hayden  Ellingham,  Burley;  and  Orland  B. 
Scott,  Kellogg.  The  committee  previously  met  Sep- 
tember 7 in  Boise. 

Richard  F.  McClure,  Jerome,  Chairman,  called  a 
meeting  of  the  Medical  Foundation  Study  Committee 
in  Boise  October  7.  The  committee  was  to  report  its 
findings  to  the  House  of  Delegates.  The  House  will 
consider  Resolution  72-3,  which  would  establish  an 
Idaho  Medical  Foundation,  at  its  Fifth  Interim  Session 
February  1-3,  1973,  in  Boise.  Members  of  the  com- 
mittee are:  John  B.  Meyer,  Coeur  d’Alene;  William  F. 
Crepps,  Nampa;  Robert  L.  Olson,  Lewiston;  Edward 
E.  Fisher,  Pocatello;  and  J.  Gordon  Daines,  Boise. 


The  Industrial  Medical  Committee  met  at  the  asso- 
ciation offices  in  Boise  October  12-13.  Discussions 
with  surety  representatives  were  arranged  for  the 
session.  Members  of  the  committee  are:  Russell  I'i- 
gert,  Jr.,  Soda  Springs,  Chairman;  David  W.  Heusink- 
veld,  Lewiston;  Claude  W.  Barrick,  Boise;  and  Richard 
P.  Sutton,  Burley. 

The  association’s  Public  Health  Committee  under 
the  chairmanship  of  R.  George  Wolff,  Caldwell,  met 
with  James  A.  Bax,  Administrator  of  the  Idaho  De- 
partment of  Environmental  Protection  and  Health  and 
his  staff  in  Boise  on  October  30.  Members  of  the  Pub- 
lic Health  Committee  include  Conlyn  J.  Cederblom, 
Hayden  Lake;  Edward  L.  Boas,  Moscow;  J.  B.  Mar- 
cusen,  Nampa;  Delbert  E.  Scott,  Boise;  Douglas  O. 
Smith,  Gooding;  A.  E.  Miller,  Blackfoot;  and  R.  Reed 
Fife,  Idaho  Falls. 


t 


Board  of  Medicine  Section 


As  of  October  2,  1972,  a total  of  1,272  physicians 
were  licensed  to  practice  medicine  and  surgery,  osteo- 
pathic medicine  and  surgery  and  osteopathy  in  Idaho. 
Of  the  total,  756  were  practicing  in  Idaho  while  464 
were  elsewhere.  Included  are  23  osteopaths  practicing 
in  Idaho  and  29  elsewhere.  Licenses  for  nine  medical 
doctors  were  cancelled  for  non-payment  of  the  renewal 
fee.  Two  reside  in  Idaho  and  seven  elsewhere.  Two 
osteopathic  physicians  practicing  elsewhere  failed  to 
renew. 

The  following  physicians  received  temporary  li- 
censes in  August  and  September:  Fredric  Birkeland, 
Nampa.  Graduate,  University  of  Washington  School  of 
Medicine,  June  13,  1964;  Internship,  Fresno  General 
Hospital,  1964-65;  Residency,  Fresno  General  Hospi- 
tal, 1965-68.  Granted  TL-563,  August  31,  1972. 
Obstetrics  and  Gynecology. 


Officers 

New  officers  and  delegates  elected  by  the  South- 
western Idaho  District  Medical  Society  are:  President, 
Wayne  F.  Allen,  McCall;  President-Elect,  Gerald  C. 
Bauman,  Caldwell;  Secretary,  William  F.  Crepps,  Nam- 
pa; Treasurer,  James  J.  McCabe,  Nampa;  Member-at- 
Large,  John  D.  Ross,  Nampa;  and  Past-President, 
Wilfred  E.  Watkins,  Nampa. 

Delegates:  (Terms  expiring  1973)  Robert  F. 

Malison  and  John  R.  Nielsen,  Caldwell;  and  John  D. 
Ross,  Nampa;  (Terms  expiring  1974)  O.  David  Johnson, 
Caldwell;  J.  B.  Marcusen  and  William  F.  Crepps,  Nam- 
pa; (Terms  expiring  1975)  Donald  D.  Price  and  Hal  E. 
Reynolds,  Caldwell;  Wilfred  E.  Watkins  and  Warren  B. 
Ross,  Nampa. 


Ray  P.  Seet,  Boise.  Graduate,  Loma  Linda  Univer- 
sity School  of  Medicine,  June  5,  1966;  Internship, 
Charles  F.  Kettering  Memorial  Hospital,  Kettering, 
Ohio,  1966-67;  Residency,  U.S.  Public  Health  Service 
Hospital,  Gallup,  1969-71.  Granted  TL-565,  Septem- 
ber 8,  1972.  General  Practice. 

Ronald  W.  Reinhart,  Boise.  Graduate,  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  June  14, 
1965;  Internship,  The  Presbyterian  Medical  Center, 
Denver,  1965-66;  Internal  Medicine  Residency,  Uni- 
versity of  Colorado  Affiliated  Hospitals,  and  Presby- 
terian Medical  Center,  Denver;  Nephrology  Fellowship, 
Cedars-Sinai-University  California,  Los  Angeles,  1971- 
72.  Granted  TL-566,  September  14,  1972.  Internal 
Medicine  and  Nephrology. 


Elected 

Two  specialty  organizations  recently  met  and  elect- 
ed the  following  officers  for  the  current  year: 

Idaho  State  Radiological  Society 

President  George  R.  Allen,  Caldwell;  Secretary- 
Treasurer,  John  H.  Truksa,  Nampa;  and  Delegate,  Paul 
B.  Heuston,  Sun  Valley. 

Society  of  Idaho  Pathologists 

President,  Hazel  L.  McGaffey,  Idaho  Falls;  Secre- 
tary-Treasurer, Robert  H.  Maier,  Twin  Falls;  and 
Delegate,  E.  Burton  Webb,  Pocatello. 


i 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual  — June  24-28,  1973,  New 
York;  June  23-27,  1974,  Chicago 

AMA  Clinical  — November  26-29,  1972, 
Cincinnati;  November  25-28,  1973, 
Anaheim;  December  1-4,  1974,  Port- 
land, Oregon 

American  College  of  Physicians  — Region- 
al Meeting,  Dec.  1-2,  1972,  Seattle, 
Washington 


Idaho  Medical  Association  — Annual 
Meeting,  June  27-30,  1973,  Sun  Valley 

Oregon  Medical  Association  — Annual 
Meeting,  Sept.  12-16,  1973,  Portland 

Washington  State  Medical  Association  — 
Annual  Meeting,  Sept.  22-26,  1973, 
Seattle 


Pacific  Association  of  Pediatric  Surgeons 
- Sixth  Annual  Meeting,  April  17-20, 
1973,  San  Diego,  California 
Pres.  Keijiro  Suruga,  Tokyo,  Japan 
Sec.  John  Campbell,  Portland 

Pacific  Northwest  Radiological  Society  - 
Annual  Meeting,  May  11-13,  1973, 
Benson  Hotel,  Portland 
Pres.  J.  Arch  Colbrunn,  Roseburg,  Ore. 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

North  Pacific  Pediatric  Society  — 

Pres.  David  T.  Hellyer,  Tacoma 
Sec.  Donald  C.  Phillips,  Wenatchee 

Northwest  Association  of  Physical  Medi- 
cine and  Rehabilitation  — Annual 
Meeting,  June  1973,  Banff,  Alberta, 
Canada 

Pres.  David  Blair,  Calgary,  Alberta 
Sec.  Donald  Silverman,  Seattle 

Northwest  Rheumatism  Society  — 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Ogden  Surgical  Society  — Annual  Meet- 
J^tie  21,  1973,  Ogden,  Utah; 
Annual  Scientific  Meeting,  May  16-18, 
1973,  Ogden,  Utah 

West  Coast  Allergy  Society  — Annual 
Meeting,  Nov.  30,  Dec.  1-2,  1972,  Las 
Vegas 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  E.  D.  Lynch,  Yakima 

OREGON 

Oregon  Academy  of  Family  Physicians  — 
Annual  Meeting,  May  3-5,  1973,  Sun 
River,  Oregon 

Pres.  F.  Douglas  Day,  Portland 
Sec.  R.  M.  Bernard,  Beaverton 


Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.) 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Oct.,  Nov.,  Jan.- April) 

Pres.  Bernard  Ryan,  Portland 
Sec.  Walter  G.  Larsen,  Portland 

Oregon  District  Branch  of  American  Psy- 
chiatric Association  — (Jan.,  Apr., Oct.) 
Next  meeting  Jan.  18-19,  1973,  Thun- 
derbird  Motel,  Eugene. 

Pres.  Herman  A.  Dickel,  Portland 
Sec.  Maurice  Bowerman,  Hillsboro 
Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announced 
prior  to  meeting. 

Pres.  Peter  J.  Dawson,  Portland 
Sec.  Howard  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
mee  ting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 
Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 
Oregon  Society  of  Anesthesiologists,  Inc. 
— 3rd  Fri.  (Oct.-April)  Portland;  A/uy, 
Salishan;Sepf.,  Village  Green,  Cottage 
Grove 

Pres.  Paul  E.  Schaff,  Portland 
Sec.  K.  W.  Hillyer,  Eugene 
Oregon  Society  of  Internal.  Medicine  — 
1st  Wed.  (Sept. -June)  OMA  Head- 
quarters, Portland.  Annual  Meeting, 
May  10-12,  1973,  The  Dunes,  Lincoln 
City 

Pres.  Douglas  Johnson,  Coos  Bay 
Sec.  Neal  Smith,  Beaverton 
Oregon  Society  of  Obstetrics  and  Gyne- 
cology - 3rd  Fri.(Sept.-May)  6: 30  p.m. 
New  Heathman  Hotel,  Portland 
Pres.  Jesse  Ray,  Portland 
Sec.  John  Tarnasky,  Portland 
Oregon  Thoracic  Society  — Annual  Meet- 
ing, Feb.  22-24,  1973,  Salishan 
Pres.  James  L.  Mack,  Portland 
Sec.  Melvin  Reeves,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Pediatrics  — 1st 
Mon.  (Oct.-June)  OMA  Building,  Port 
land 

Pres.  Richard  Sleeter,  Portland 
Sec.  Arthur  D.  Kracke,  Portland 

Portland  Surgical  Society  — Second  week 
of  month  (Tues.  or  Thurs.)  Jantzen 
Beach  Thunderbird.  Annual  Meeting, 


May  10-11,  1973,  Jantzen  Beach 

Thunderbird,  Portland 
Pres.  Nat  Wilson,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 

WASHINGTON 

Puget  Sound  Academy  of  Ophthalmology 

— 3rd  Tues.  (Oct.-April),  Roosevelt 
Hotel,  Seattle.  Annual  Meeting,  Janu- 
ary 19-20,  1973,  Washington  Plaza 
Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — Date  of 
each  meeting  announced  prior  to 
mee  ting 

Pres.  Gordon  P.  Baker,  Seattle 
Sec.  H.  Rowland  Pearsall,  Seattle 

Puget  Sound  Academy  of  Otolaryngology 

- four  meetings  a year  (Oct.  - April), 
Seattle,  Annual  Meeting,  April  23-24, 
1973,  Seattle 

Pres.  Richard  L.  Voorhees,  Seattle 
Sec.  Peter  R.  N.  Chatard,  Seattle 

Seattle  Pediatric  Society  — 3rd  Thurs., 
7:30  p.m.,  Washington  Athletic  Club, 
Seattle 

Pres.  Frederick  G.  Hazeltine,  Seattle 
Sec.  William  R.  Forney,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May) 

Pres.  Thomas  Taylor  White,  Seattle 
Sec.  Edwin  C.  Brockenbrough,  Seattle 

Spokane  Surgical  Society  - 1st  Wednesday 
(Dec.,  Feb.),  Spokane  Club,  Spokane 
Pres.  D.  Wade  Robinson,  Spokane 
Sec.  Richard  Ahlquist,  Jr.,  Spokane 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May)  O’Brien’s  Restaurant,  Tacoma; 
Annual  Meeting,  March  16-17,  1973, 
University  of  Puget  Sound 
Pres.  L.  S.  Durkin,  Tacoma 
Sec.  John  R.  Alger,  Tacoma 

Washington  Academy  of  Family  Physi- 
cians - Annual  Meeting,  May  10-12, 
1973,  Sea-Tac  Motor  Inn,  Seattle 
Pres.  Huber  K.  Grimm,  Seattle 
Sec.  Robert  B.  McLean,  Auburn 

Washington  State  Radiological  Society  — 
(Dec.  11,  Feb.  16)  Places  to  be  an- 
nounced. Annual  Meeting,  April  30, 
1973.  Place  to  be  announced. 

Pres.  Arthur  Griffin,  Seattle 
Sec.  John  Roehr,  Bellevue 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion varies, Mar.,  June,  Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept.-June).  Annual  Meeting,  April 
1973,  Yakima 

Pres.  Harlow  Skinner,  Yakima 
Sec.  Darrell  Hunsaker,  Yakima 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
^ ^ provide  reliable  relief.  For  severe  tension/anxiety 

states,  the  10-mg  tabled  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery,  ■w  ▼ <^9 

V^llUin^diazepam) 

Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
implete  product  information,  a 
jmmary  of  which  follows: 

Indications:  Tension  and  anxiety 
ates;  somatic  complaints  which  are 
)ncomitants  of  emotional  factors; 
5ychoneurotic  states  manifested  by  ten- 
on, anxiety,  apprehension,  fatigue, 
spressive  symptoms  or  agitation;  symp- 
imatic  relief  of  acute  agitation,  tremor, 
jlirium  tremens  and  hallucinosis  due  to 
:ute  alcohol  withdrawal;  adjunctively  in 
celetal  muscle  spasm  due  to  reflex 
)asm  to  local  pathology,  spasticity 
lused  by  upper  motor  neuron  disorders, 
hetosis,  stiff-man  syndrome,  convulsive 
sorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
/ity  to  the  drug.  Children  under  6 
onths  of  age.  Acute  narrow  angle  glau- 
ima;  may  be  used  in  patients  with  open 
tgle  glaucoma  who  are  receiving 
>propriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
itients.  Caution  against  hazardous 
cupations  requiring  complete  mental 
srtness.  When  used  adjunctively  in 
'nvulsive  disorders,  possibility  of 
crease  in  frequency  and/  or  severity  of 
and  mal  seizures  may  require  increased 
•sage  of  standard  anticonvulsant 
edication;  abrupt  withdrawal  may  be 
sociated  with  temporary  increase  in 
jquency  and/ or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharrnpcology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage;  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  10th  of  the  month  preced- 
ing date  of  issue.  Ih-oof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


PSYCH  I ATR  I C R ESI  DENCY  — applications  invited.  Ful- 
ly accredited  for  3 years,  each  year  with  separate  intensive  pro- 
gram. Individual  supervision.  Emphasis  on  individual  patient 
and  on  community.  Specialty  electives  available  inside  and 
outside  the  hospital.  Current  salary:  1st  year,  $14,624;  2nd 
year,  $15,360;  3rd  year,  $16,128  (with  probability  of  5%  in- 
crease in  7/73).  For  information  or  application,  write  Direc- 
tor of  Residency  Training,  Oregon  State  Hospital,  2600Cen- 
ter  Street  NE,  Salem,  Oregon  97210. 


THE  PERMANENTE  CLINIC  — Portland,  Ore.,  has  staff 
vacancies  in  emergency  room,  obstetrics-gynecology,  orthope- 
dic surgery,  and  otolaryngology.  Full  partnership  after  two 
years.  All  facilities  for  the  practice  of  medicine  furnished. 
Liberal  insurance  benefits,  including  an  excellent  retirement 
program.  Send  all  details  in  the  first  letter  to;  Norman  W. 
Frink,  M.D.,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  - Medical  practice,  office,  equip- 
ment, of  recently  deceased  physician,  in  Des  Moines,  Wa.,  15 
miles  south  of  Seattle.  Available  immediately.  Rental  or  pur- 
chase terms  can  be  arranged.  850  sq.  ft.;  air-conditioned; 
modern  medical-dental  building.  For  information  contact 
Victor  I.  Menashe,  D.M.D.,  22525  Marine  View  Drive,  Des 
Moines,  Wa.  98188.  (206)  878-2673. 


INTERNAL  MEDICINE  OPPORTUNITY  - due  to  re- 
cent death.  Well  established,  fully  equipped  office,  Roseburg, 
Ore.  Call  or  write  Professional  Center,  P.O.Box  937,  Rose- 
burg 97470.  (503)  672-5544. 


PARTNER  OR  LOCUM  TENENS  - wanted  for  well- 

established  two-man  family  practice  in  northeast  Washington; 
no  OB.  Excellent  open  staff  hospitals;  city  of  180,000  in  beau- 
tiful area.  Reply  Box  42-B,  Northwest  Medicine,  500  Wall  St., 
Seattle  98121. 


ASSOCIATE  PHYSICIAN  — Student  Health  Service,  Boise 
State  Coll.  Good  hrs.,  fine  location.  Capable  clinician  wanted. 
Contact  Robert  Matthies,  M.D.,  Dir.  of  Student  Health  Ser- 
vice, Boise  State  College,  Boise,  Idaho  83707.  (208)  385-1459. 


ER  PHYSICIAN  — 158-bed JCAH  Hospital,  mid-Willamette 
Valley  university  community;  weekend  coverage;  basic  salary 
$30,000  - $35,000  a year.  Excellent  outdoor  recreation  avail- 
able; ocean  beaches  and  mountains  nearby.  Contact  Mr. 
James  Mol,  Administrator,  Good  Samaritan  Hospital,  Corval- 
lis, Oregon  97330. 


OBSTETRICIAN-GYNECOLOGIST- Board  certified  or 
eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  $36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


SITUATIONS  WANTED 


GENERAL  SURGEON -41  , board  certified,  well-trained, 
would  like  to  associate  with  another  surgeon,  join  a clinic,  or 
serve  a community.  Write  Box  41-B,  Northwest  Medicine, 
500  Wall  Street,  Seattle  98121. 


PHYSICIAN  - interested  in  purchasing  general  medical 
practice  in  Bellingham,  Washington.  Send  details  to  Box  44-B, 
Northwest  Medicine,  500  Wall  Street,  Seattle,  Wa.  98121. 


OTOLARYNGOLOGIST  - board  certified,  34,  married, 
with  five-year  university  residency  training  in  all  phases  of 
otolaryngology  and  maxillofacial  surgery.  Completing  military 
service.  Available  in  July  1973.  Seeking  private  practice,  asso- 
ciation, group  or  solo,  practicing  all  aspects  of  the  specialty. 
Contact  G.  M.  Braun,  M.D.,  Box  O,  Gorgas  Hospital,  Balboa 
Heights,  Canal  Zone. 


SITUATION  AVAILABLE 


HALF-TIME  DIRECTOR  — of  Continuing  Medical  Edu- 
cation, Salem  Hospital.  This  is  a new  position  to  coordinate 
the  present  educational  programs  and  to  develop  new  pro- 
grams aimed  towards  quality  patient  care.  Contact  Depart- 
ment of  Continuing  Medical  Education,  Salem  Hospital,  665 
W'inter  Street  SE,  Salem,  Ore.  97301;  phone  (503)  370-5241. 


OFFICE  SPACE 


FAMILY  PHYSICIAN  OR  SPECIALIST  — wanted,  to 

rent  suite  in  excellent  location  in  Milwaukie,  Ore.,  5 blocks 
from  community  hospital.  Suite  is  in  large  medical  clinic  in- 
cluding radiologist,  2 internists,  dermatologist,  pathology  lab- 
oratory, and  3 general  practitioners.  Phone  (503)  654-6541. 


EAST  SIDE  PORTLAND  — two  office  spaces  for  lease  in 
new,  contemporary,  award-winning,  5-unit  building;  1,000  and 
1,800  sq.  ft.  on  ground;  separate  entrance.  Close  Woodland 
Park  Hospital,  Gateway  area  and  freeways.  Phone  (503)  227- 
0820;  or  write  J.  Cohen,  940  NE  102nd  Ave.,  Portland  97220. 


SPACE  AVAILABLE  — Lynnwood,  Wa.  New  building, 
under  construction;  air-conditioned.  (206)  774-7794. 

FULLY  EQUIPPED  OFFICE  — Des  Moines,  Wa.,  with  x- 
ray,  modern  lab,  for  rent  due  to  death  of  physician.  Call 
Seattle  (206)  AT2-1308. 


OPHTHALMOLOGIST  OFFICE  — in  Northgate  Medical 
Building,  now  available.  Suite  of  972  sq.  ft.  is  in  Seattle’s 
Northgate  shopping  center  adjacent  to  Interstate  5,  just  min- 
utes away  from  every  section  of  Seattle.  The  Northgate  Med- 
ical Building  offers  every  professional  service  — complete 
radiology  and  clinical  laboratories;  prescription  pharmacy;  and 
a fully-accredited  92-bed  hospital.  The  Northgate  Medical 
Budding  is  completely  air-conditioned,  with  free  parking  for 
medical  professionals,  employees,  and  patients.  Contact  Mr. 
Norm  Murray,  Northgate  Centers,  Inc.,  310  NE  Northgate 
Way,  Seattle,  Wa.  Phone  (206)  EM  2-4777. 
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SERVICKS 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 


35  MM  SLIDE  DUPLICATES — from  35  mm  or  3!4”x  4”  orig- 
inals. 20yrs.  medical  photographic  experience.  Chromatechnic 
Color  Lab.,  2417  2nd  Ave.,  Seattle  98121.  (206)  623-0910. 


RALEIGH  HILLS 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Peter  Tighe,  President 


Raleigh  Hills  — Portland 


Raleigh  Hills  — Spokane 


C.  J.  English 
Administrator 

6050  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 
Telephone  (503)  292-6671 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 
William  W.  Thompson,  M.D. 
Psychiatrist 


Lowell  Copeland 
Administrator 
W.  1403  7th  Street 
Spokane,  Washington  99204 
Telephone:  (509)  624-5331 


PHYSICIANS 

Albert  S.  Weiland,  M.D. 

James  Sauer,  M.D. 
Robert  Huddleston,  M.D. 
James  Cunningham,  M.D. 
Donald  Woedtie,  M.D. 
Psychiatrist 
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IMPORTANT  INFORMATION;  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline^  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenc 
late  HCI  is  theoretically  possible  at  high  dosage 
not  exceed  recommended  dosages.  Administer 
caution  to  patients  receiving  addicting  drugs 
known  to  be  addiction  prone  or  having  a history 
drug  abuse.  The  subtherapeutic  amount  of  atror 
is  added  to  discourage  deliberate  overdose 
strictly  observe  contraindications,  warnings  and  i 
cautions  for  atropine;  use  with  caution  in  chile 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryr 
of  skin  and  mucous  membranes,  flushing  -and 
nary  retention.  Other  side  effects  with  Lomotil 
elude  nausea,  sedation,  vomiting,  swelling  of 
gums,  abdominal  discomfort,  respiratory  depressi 
numbness  of  the  extremities,  headache,  dizzine 
depression,  malaise,  drowsiness,  coma,  lethar 


Many 
things 
can  canse 
diarrhea. 


LOMOTIL 
wiii  aimost 
sureiy  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man's  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


exia,  restlessness,  euphoria,  pruritus,  angioneu- 
edema,  giant  urticaria  and  paralytic  ileus, 
lage  and  administration:  Lomotil  is  contraindi- 
• d in  children  less  than  2 years  old.  Use  only 
,otil  liquid  for  children  2 to  12  years  old.  For 
i?  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
f.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
s daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
>'3ts  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
I 5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
■'as  one  fourth  of  the  initial  dosage.  Make  down- 
' dosage  adjustment  as  soon  as  initial  symptoms 
|i:ontrolled. 

' dosage;  Keep  the  medication  out  of  the  reach 
iildren  since  accidental  overdosage  may  cause 
re,  everi  fatal,  respiratory  depression.  Signs  of 
josage  include  flushing,  lethargy  or  coma,  hypo- 
reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
a and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  r/z  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 


TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Clinical  Data: 

Patient:  47-year-old  male.  ^ 

Diagnosis:  Severe  pyoderma,  leit  hand. 
Culture:  StaphyJbcoccus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F. 

Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 


lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.^ 

Semisynthetic 

MINOON 

MINOCYCLINE  HQ 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


ir^ 


T ! 


Minocycline  is  a tetracycline  with  activity  against  a wide  range  of 
gram-negative  and  gram-positive  organisms. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 

Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yellow- 
gray-brown).  This  is  more  common  during  long-term  use  but  has 
been  observed  following  repeated  short-term  courses.  Enamel 
hypoplasia  has  also  been  reported.  Tetracyclines,  therefore, 
should  not  be  used  in  this  age  group  unless  other  drugs  are  not 
likely  to  be  effective  or  are  contraindicated.  In  renal  impairment, 
usual  doses  may  lead  to  excessive  accumulation  and  liver  toxicity. 
Under  such  conditions,  use  lower  doses,  and,  in  prolonged  ther- 
apy. determine  serum  levels.  Photosensitivity  manifested  by  an 
exaggerated  sunburn  reaction  has  been  observed  in  some  indi- 
viduals taking  tetracyclines.  Advise  patients  apt  to  be  exposed  to 
direct  sunlight  or  ultraviolet  light  that  such  reaction  can  occur, 
and  discontinue  treatment  at  first  evidence  of  skin  erythema. 
Studies  to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline  may  cause 
an  increase  in  BUN,  leading  to  azotemia,  hyperphosphatemia, 
and  acidosis.  Pregnancy:  In  animal  studies,  tetracyclines  cross 
the  placenta,  are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of  skeletal 
development).  Embryotoxicity  has  been  noted  in  animals  treated 
early  in  pregnancy.  Safety  of  use  during  human  pregnancy  has 
not  been  established.  Newborns,  infants  and  children:  All  tetra- 
cyclines form  a stable  calcium  complex  in  any  bone-forming  tis- 
sue. Prematures,  given  oral  doses  of  25  mg. /kg.  every  6 hours, 
demonstrated  a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk  of 


lactating  women  who  are  taking  a drug  of  this  class.  Safe  use  has 
not  been  established  in  children  under  13. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute  ap- 
propriate therapy.  In  venereal  diseases  when  coexistent  syphilis 
is  suspected,  darkfield  examination  should  be  done  before  treat- 
ment is  started  and  blood  serology  repeated  monthly  for  at  least 
four  months.  Patients  on  anticoagulant  therapy  may  require  down- 
ward adjustment  of  such  dosage.  Test  for  organ  system  dysfunc- 
tion (e.g.,  renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat 
all  Group  A beta  hemolytic  streptococcal  infections  for  at  least  10 
days.  Avoid  giving  tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia,  nau- 
sea, light-headedness,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth)  in 
anogenital  region.  Skin:  maculopapular  and  erythematous  rashes. 
Exfoliative  dermatitis  (uncommon).  Photosensitivity  is  discussed 
above  (“Warnings”).  Renal  toxicity:  rise  in  BUN,  dose-related 
(see  “Warnings”).  Hypersensitivity  reactions:  urticaria,  angioneu- 
rotic edema,  anaphylaxis,  anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus  erythematosus.  When  given  in 
high  doses,  tetracyclines  may  produce  brown-black  microscopic 
discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging  fon- 
tanels have  been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood:  hemolytic 
anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum,  cal- 
cium, or  magnesium  impair  absorption;  do  not  give  to  patients 
taking  oral  minocycline.  Studies  to  date  indicate  that  MINOCIN 
is  not  notably  influenced  by  foods  and  dairy  products. 


*lndicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of  choice  in  the  treatment 
of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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• Learning  Theory  in  the  Treatment  of  Chronic  Disease.  . . . page  899 

Chronic  illness  is  frequently  perpetuated  because  sick 
behavior  is  rewarded.  Control  of  environment  and 
reversal  of  criteria  for  reward  can  elicit  more  desirable 
behavior. 

• Glory,  God  and  Gold:  Medicine  Comes  to  the 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 
Do  not  administer  casually.  Carefully  evaluate  patients 
before  starling  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatics  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  tor  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions:  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
LyelTs  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica,  optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsum  (SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains;  Selenium  sulfide,  21/2%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-; 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


noRiDiDesT  m^icine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Truste 


Editorial  Advisory  Board 
W.  0.  Robertson,  M,  D.,  Chairman,  Seattle 


C.  G.  Ashley,  M.D.,  Portland 

R.  L.  Casterline,  M.D.,  Medford 

K.  W.  Christoferson,M.D.,  Eugene 
R.  C.  Davidson,  M.D.,  Seattle 

D.  H.  Dillard,  M.D.,  Seattle 
R.  R.  Fife,  M.D.,  Idaho  Falls 

L.  D.  Grouse,  M4,  UWSM 

M.  R. Grover,  Jr.,  M.D.,  Portland 
J.  R.  Gustafson,  M.D.,  Yakima 


M.  W.  Hemingway,  M.D.,  Bend 
J.  N.  Lein,  M.D.,  Seattle 
W.  H.  Lyon,  M.D.,  Coeur  d'Alene 
H.O. Murphy,  M.D.,  Vancouver,  B.  C. 

B.  Nicola,  M3,  UOMS 

C.  G.  Peterson,  M.D.,  Portland 
W.  Petty,  M.D.,  Oakland 

C.  P.  Schiicke,  M.D.,  Spokane 
R.  S.  Smith,  M.D.,  Boise 


Volume  71 


December  1972 


CONTENTS 


EDITORIAL 


You  Can  Make  This  a Better  Journal 897 


Board  of  Trustees 
J.  R.  Hahn,  M.D.,  President,  Arlington 

C.  R.  Cavanagh,  Jr.,  M.D.,  Spokane  W.  M.  Lawson,  M.D.,  Seattle 
P.  B.  Ellsworth,  M.D.,  Idahl  Falls  P.  F.  Miner,  M.D.,  Vice-Pres.,  Boise 
Louis  J.  Feves,  M.D.,  Pendleton  L.  M.  Neher,  M.D.,  Jerome 
J.  A.  Henderson,  M.D.,  Hood  River  J.  R.  Raines,  M.D.,  Portland 

Staff 

Herbert  L.  Hartley,  M.D.,  Editor 
Louis  A.  Healey,  M.D.,  Assistant  Editor 
Dorothy  Church,  Managing  Editor 
Joy  Mattson,  Secretary-Bookkeeper 
May  Byers,  Secretary-Typographer 


ORIGINAL  ARTICLE 

WINNING  MANUSCRIPT  - 1972  NORTH- 
WEST MEDICINE  AND  ENCYCLOPAEDIA 
BRITANNIC  A CONTEST: 

Learning  Theory  in  the  Treatment  of  Chronic 

Disease  899 

Richard  A.  Kirkpatrick,  M.D., 

Rochester,  Minnesota 

SPECIAL  ARTICLE 


Manuscripts  Acceptance  is  usually  contingent  on  ex- 
clusive publication.  Manuscripts  should  conform  to  stand- 
ards previously  published  by  this  journal.  Printed  list  of 
requirements  will  be  provided  on  request.  Improperly 
prepared  manuscripts  and  photocopies  will  be  rejected 
without  review.  Correspondence  with  the  editor  prior  to 
submission,  is  invited  and  is  advised.  Title,  purpose,  and 
approximate  length  of  the  proposed  manuscript  should  be 
listed  in  the  first  communication. 

News  Deadline  for  news  copy  is  the  5th  of  the  month 
preceding  date  of  issue. 

Closing  and  Publishing  Dates  Set  copy  and  neg- 
atives must  be  received  by  the  5th  of  the  month  preceding 
date  of  issue.  Send  negatives  and  repro-proof  to:  ALLIED 
PRINTERS,  88  Vine  Street,  Seattle,  Wa.  98121. 

Display  Advertising  Advertising  Representatives: 
United  Media  Associates,  16  Bruce  Park  Avenue,  Green- 
wich, Connecticut  06830(203)  661-9702. 

Rates  Standard  PAC  forms  available  on  request. 

Classified  Advertising  Rate  for  each  line  is  SI. 50. 

Copy  must  be  received  by  the  advertising  supervisor  not 
later  than  10th  of  month  preceding  date  of  issue.  Proof  is 
not  shown.  Copy  of  ad  as  it  appeared  in  thejournal  accom- 
panies billing. 

Subscriptions  Distribution  restricted  to  members  of 
the  medical  profession  and  those  in  closely  allied  fields. 
Subscriptions  received  through  medical  association  will 
begin  the  month  membership  becomes  effective.  S7.50  per 
year  (honorary  association  members,  residents,  interns, 
medical  students,  S3.00  per  year);  single  copies  SI. 00 
(S9.00  per  year  for  foreign  countries). 

Change  of  Address  Notice  must  be  given  at  least 
six  weeks  prior  to  date  change  will  become  effective.  In- 
clude old  and  new  address  as  well  as  statement  whether  or 
not  change  is  permanent.  Duplicates  cannot  be  sent  to  re- 
place copies  undelivered  through  failure  to  notify  change 
of  address.  Second-class  postage  paid  at  Seattle,  Washing- 
ton. 

Copyright  1972  hy  Northwest  Medical  Publishing  Associ- 
ation. 


Glory,  God  and  Gold:  Medicine  Comes  to 
the  Pacific  Northwest  (continued  from 

November) 888 

Charles  W.  Bodemer,  Ph.D., 

Seattle,  Washington 

OREGON  MEDICAL  ASSOCIATION 

Digest  of  Actions  of  OM  A House  of  Delegates 

(continued  from  November)  904 

WASHINGTON  STATE  MEDICAL 
ASSOCIATION 


W AMI  Grows 912 

WSMA  Report 912 

WS.MA  Convention  Pictorial  (continued 

from  November) 913 

CONTINUING  MEDICAL  EDUCATION  ...  909 
Classified  . . . 924  Directory  of  Advertisers . . . 929 


1972  ANNUAL  INDEX 
PAGES  905  - 908 


ADDRESS  COMMUNICA  TIONS  TO 

NORTHWEST  MEDICINE,  500  Wall  Street,  Seattle  98121 
Phone  (206)  623-0379 


884 

Northwest  Medicine,  December  1972 


if  skin  is  infected, 
or  open  to  infection... 

choose  the  topical  ^ 
that  ^ives  your  patient- 

broad  antibacterial  activity  against 
susceptible  skin  invaders 
■ low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

NeOSporirf  Ointment 

(polymyxinB-bacitracin-neomycin) 


Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Va  oz.  for  topical  use  only. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components.  , 

Complete  literature  available  on  request  from  Professional  Services  Dept.  UML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


885 


Northwest  Medicine,  December  1 972 


When  irritable  colon  feels  like  this 


• • 


KIIMESED©  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkiiloids,  glaucoma,  advanced  reniil  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  dmly. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  svsallowcd 
with  liquids. 


STUART  PHARMACEUTICALS  | Oiv.s.on  of  ICl  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED« 

antispasmodic/sedative/antiflatulent 

Knch  cheicable  tablet  conhuns:  16  mg.  phenobarbital  (wiUTi- 
ing:  may  be  habit-forming);  0.1  mg.  hyo.scyiimine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  .simethicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  :ire  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normiil  size. . . 

thus  wedging  himself  tightly  887 
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(continued  from  last  month) 

J^.mong  the  immigrants  arriving  in  the  Oregon  Ter- 
ritory in  1844  was  a black  man  from  Missouri,  George 
Washington  Bush.  Soon  learning  that  the  Oregon 
provisional  government  had  enacted  a law  excluding 
blacks  from  its  jurisdiction,  Bush  and  the  wagon  train 
leader.  Colonel  Michael  Simmons,  assisted  by  John 
McLoughlin,  crossed  the  Columbia  River  to  settle  in 
Tumwater  and  begin  settlement  of  what  is  now  Wash- 
ington State.  It  was  lonely  for  a while.  The  Whitman 
Massacre  and  the  discovery  of  gold  in  California  in 
1848  so  interrupted  the  flow  of  settlers  northward 
that  in  1849  only  304  white  people  resided  north  of 
the  Columbia.  Later  that  year,  however,  unsuccessful 
prospectors  returning  from  California  told  of  the  great 
need  for  lumber  and  food  in  the  gold  fields,  and  people 
hurried  to  the  Puget  Sound  area  in  such  numbers  that 
the  census  for  1850  showed  1,049  white  inhabitants 
north  of  the  Columbia. 

Richard  Landsdale 

A physician  directly  encouraged  the  northward 
movement.  In  1848  Richard  Landsdale,  in  thrall  to 
“Oregon  Fever,”  departed  his  native  Ohio  for  Califor- 
nia and  gold.  A year  later  he  crossed  the  Columbia 
River,  bought  160  acres,  and  platted  the  town  of 
Vancouver,  Washington,  selling  the  lots  and  opening 
an  office  for  the  practice  of  medicine.  Landsdale 
helped  organize  Clark  County,  and  served  as  the  first 
County  Auditor.  He  was  also  the  first  postmaster 
north  of  the  Columbia.  With  Vancouver  established, 
Landsdale  journeyed  northward  to  take  a claim  of  320 
acres  on  Whidbey  Island  under  the  donation  law.  He 
located  the  town  of  Coveland  (later  Coupeville),  the 
seat  of  Island  County,  which  he  helped  organize.  He 
engaged  in  general  practice  until  1854,  when  he  was 
appointed  Indian  Agent  by  President  Pierce.  Lands- 
dale went  East  on  government  business  in  1861,  and 
while  negotiating  a financial  settlement  he  attended 
lectures  at  the  City  College  of  New  York,  receiving 
there  the  M.D.  degree,  an  item  he  had  lacked  during 
his  30  years  of  medical  practice.  Landsdale  eventually 
retired  from  medical  practice  in  Tacoma  to  manage  his 
substantial  real  estate  holdings,  a good  example  of  the 
successful  physician-entrepreneur  whose  intelligence, 
energy  and  business  acumen  gave  spirit  to  the  immi- 
gration patterns  and  the  early  organization  of  the  Far 
West. 


David  Maynard 

In  autumn,  1851,  a party  of  seven  built  the  founda- 
tion of  a house  on  the  east  shore  of  Puget  Sound,  opti- 
mistically christening  their  efforts  the  beginning  of  the 
city  of  New  York-Alki  (New  York  by-and-by).  The 
settlers  subsequently  moved  their  claims  to  what  is 
now  the  Seattle  waterfront,  where,  on  April  Fools’ 
Day,  1852,  they  were  joined  by  David  Maynard,  one 
of  the  most  colorful  and  important  physicians  in  the 
history  of  the  Pacific  Northwest  (Figure  5). 

Maynard  was  a Vermonter,  born  and  raised.  Al- 
ready licensed  to  practice  medicine,  Maynard  used  his 
marriage  in  1828  as  a signal  to  move  to  Cleveland, 
then  a city  of  5,000.  Intelligent  and  energetic,  May- 
nard was  susceptible  to  grand  profit  schemes  and  he 
undertook  a variety  of  financial  enterprises  in  Ohio, 
including  the  establishment  of  a medical  school.  The 
financial  crash  of  1837  caused  bank  closures,  bad 
trade  conditions,  and  a money  shortage  — unfortunate 
conditions  for  most  people;  for  men  like  Maynard, 
impulsively  generous  and  rather  careless  of  the  mor- 

continued  on  page  890 


Fig.  5.  David  Maynard 


888 

Northwest  Medicine,  December  1912 


UticillinVK 

(potassium  phenoxymethyl  penicillin, U.S.P, Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY  JA72.2144-6 


i NO 

100  Tablet* 

Uticillin®  VK 

PhenoxyO’**”' 
^•nicillin  Tablets.  U-S  r-i 


llpjohn 


250  mg* 

(400,000  Units) 
v' 


889 

Northwest  Medicine,  December  1972 


continued  from  page  888 


Fig.  6.  First  Avenue  South  in  1866,  showing  Seattle’s  first 
hospital  on  the  left. 


row,  these  were  catastrophic  conditions.  Typically, 
Maynard  had  endorsed  another  man’s  business  enter- 
prise, and  its  failure  in  the  crash  ruined  him  financially. 
He  looked  toward  California  as  a region  of  hope  and 
future  wealth,  his  wanderlust  fortified  by  what  he 
deemed  the  increasingly  shrewish  behavior  of  his  wife. 
Thus,  in  April  1850,  Maynard  left  Ohio  alone,  taking 
with  him  a mule,  a rifle,  a buffalo  robe,  some  books, 
a few  medicines  and  his  surgical  instruments,  planning 
to  work  his  way  across  the  continent  to  the  gold 
fields. 

The  trans-continental  journey  was  a difficult  one 
for  everyone,  challenging  the  physical  resources  of 
men  and  animals,  and  accompanied  by  constant  suffer- 
ing, dirt,  sickness  and  disease.  Maynard,  who  was  42 
years  old  at  the  time,  bore  the  50-month  journey  well 
indeed,  but  instead  of  arriving  at  the  California  gold 
fields,  he  ended  up  at  the  southern  tip  of  Puget  Sound. 
Maynard  was  no  Magellan,  but  the  navigational  dislo- 
cation of  approximately  1,000  miles  in  this  case  was 
deliberate.  His  diary  entries  for  7 and  8 June  1850 
provide  the  clue  to  his  change  of  direction.  On  7 
June,  “85  or  90  miles  east  of  Fort  Kearny,”  Maynard 
stopped  to  attend  some  cholera  victims  in  another 
wagon  train.  He  was  paid  $8.75;  nonetheless,  three 
of  the  afflicted  died  before  morning,  one,  Israel 
Broshears,  leaving  a widow,  whom  Maynard  described 
as  “ill  both  in  body  and  mind,”  and  obviously  in  need 
of  “doctoring.”  Thus,  after  rejoining  his  own  party 
during  the  morning,  Maynard  returned  to  the  other 
train  and  travelled  with  it  until  night.  Maynard’s  care 
of  the  patient  could  perhaps  be  termed  comprehensive, 
for  his  entry  of  8 June  reads;  “Again  overtook  our 
company  three  miles  ahead,  made  my  arrangements  to 
shift  my  duds  to  the  widow’s  wagon  when  they  come 
up  in  the  morning.” 

The  Widow  Broshears,  to  whose  wagon  Maynard 


shifted  his  duds,  was  headed  for  Tumwater,  Washing- 
ton, to  join  her  brother.  Colonel  Simmons,  whom  we 
last  encountered  accompanying  George  Bush  across 
the  Columbia.  Hence,  Maynard  forsook  California 
and  accompanied  the  Widow  Broshears  in  her  wagon 
to  the  Simmons’  Tumwater  farm.  Colonel  Simmons, 
however,  was  less  than  pleased  with  Maynard’s  atten- 
tions to  his  sister,  and  he  soon  intimated  that  perhaps 
the  physician  should  seek  his  fortunes  somewhere 
distant  from  the  Simmons  farm.  Gold  had  been  re- 
ported on  the  Stillaguamish  River,  and,  accepting  the 
Colonel’s  suggestion,  Maynard  canoed  north  to  make 
a strike.  He  found  coal,  not  gold,  and  “broke,  busted, 
tired  and  disgusted,”  Maynard  returned  to  the  lower 
Puget  Sound,  bought  an  axe  and  cut  wood  through 
the  summer  of  1851.  In  the  autumn,  Maynard  and 
400  cords  of  wood  were  on  a ship  bound  for  San 
Francisco  and  a new  venture. 

Maynard  sold  the  wood  in  San  Francisco  and  with 
the  proceeds  bought  damaged  goods  at  auction.  He 
then  returned  to  Tumwater  and  sold  the  cleaned  goods 
at  half  rates.  In  view  of  his  price  scale  and  habit  of 
giving  away  goods  toward  the  end  of  the  day,  when 
the  effects  of  the  grape  were  upon  him,  competing 
merchants  were  delighted  when  Maynard  accepted  the 
offer  of  Seattle,  Chief  of  the  Middle  Sound  Indians, 
to  direct  him  northward  to  a promising  harbor  and 
potential  trading  center.  Thus,  it  was  that  in  1852 
Maynard  joined  the  New  York-Alki  settlement,  just 
then  moving  to  the  very  area  recommended  by  Seattle. 
Within  a week,  Maynard  had  built  a house  and  was 
selling  goods  and  practicing  medicine.  Always  alert  to 
a commercial  enterprise,  Maynard  now  undertook  to 
supply  San  Francisco  with  Puget  Sound  fish,  packing 
and  shipping  100  barrels  of  salmon  to  the  California 
city.  They  were,  however,  badly  spoiled  by  the  time 
they  reached  San  Francisco,  and  Maynard’s  dreams  of 
profits  came  to  an  odoriferous  end.  He  gained  some 
historical  distinction,  however,  for  with  this  venture 
Maynard  qualified  as  the  first  salmon  packer  and  the 
first  business  failure  in  the  northern  Puget  Sound. 

Washington  Territory 

In  1852  there  was  pronounced  agitation  in  the 
Puget  Sound  country  for  a new  territory  apart  from 
Oregon.  A convention  was  called,  and  Maynard,  who 
at  an  earlier  convention  had  introduced  a motion  call- 
ing “for  the  formation  of  a constitution  preparatory  to 
asking  admission  into  the  Union  as  one  of  the  states,” 
was  again  a delegate.  The  convention  called  for  a ter- 
ritory containing  all  the  land  north  of  Oregon  and 
west  of  the  Columbia  River,  and  Maynard  was  desig- 
nated to  present  this  proposal  to  the  Legislature  in 
Salem,  Oregon,  in  1852.  The  Territory  of  Washington 
and  its  counties  were  created.  Maynard  was  named 
Auditor  and  Notary  Public  of  King  County  and  his 
Seattle  claim  was  designated  as  the  county  seat.  Thus, 
invested  with  new  offices  and,  by  virtue  of  a divorce 
bill  he  introduced  in  Salem,  duly  divested  of  his  wife, 
Maynard  stopped  at  Tumwater  long  enough  to  marry 
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the  Widow  Broshears.  He  returned  with  her  to  Seattle, 
where  in  his  various  capacities  he  began  to  occupy 
himself  with  marriages,  prosecutions,  trials,  various 
legislative  administrative  activities,  managing  a store, 
practicing  medicine,  operating  Seattle’s  first  hospital 
(Figure  6),  and  manning  the  blacksmith  shop. 

In  1853  the  city  was  named  Seattle,  and  Maynard 
filed  a plat  of  58  blocks.  From  the  beginning,  he  sold 
or  gave  away  his  lots  very  rapidly,  and,  consequently, 
Seattle  originally  developed  on  the  Maynard  claim 
(Figure  7).  Maynard’s  transactions  were,  however, 
seldom  profitable  to  him,  as  witness  his  sale  of  the 
blacksmith  shop,  its  contents  and  the  land  on  which  it 
stood  for  $10.  Consider  also  the  reward  reaped  by 
Maynard,  United  States  Commissioner.  By  a treaty  of 
1855  the  Puget  Sound  Indians  relinquished  land  along 
the  Sound  for  reservations.  The  good  relations  May- 
nard had  always  enjoyed  with  the  Indians  was  influen- 
tial in  negotiating  the  treaty,  and  he  was  made  United 
States  Commissioner  in  1856.  The  treaty  provided 
that  for  20  years  the  Indians  were  to  receive  blankets, 
cloth  and  other  materials  in  the  amount  of  $7,500  per 
year.  The  promised  benefactions  did  not  reach  the 
Indians,  however,  and,  attempting  to  keep  faith.  Agent 
Maynard  bought  $1,300  worth  of  goods,  distributing 
them  amongst  the  natives  as  though  they  were  part  of 
the  promised  government  bounty.  Since  this  was  not 
in  accordance  with  regulations,  Washington,  D.C., 
entered  into  bureaucratic  shock  and  could  not  settle 
his  claim.  Maynard  lost  the  whole  amount.  It  is  a trib- 
ute to  Maynard’s  genuine  interest  in  the  Indians  and 
his  regenerative  optimism  that,  notwithstanding  Wash- 
ington’s administrative  flim-flam,  when  camps  were 
established  to  separate  the  friendly  and  hostile  Indians 
during  the  Indian  War  of  1855-56,  he  accepted  ap- 
pointment as  the  agent  in  charge  of  the  Indians  near 
Seattle.  For  two  years  he  provided,  among  other 
services,  medical  care  for  several  thousand  Indians, 
and  while  so  engaged  answered  professional  calls  from 
his  neighbors  and  attended  to  his  duties  as  an  officer 
of  the  court. 

Despite  his  various  activities,  Maynard  did  not  fare 
well  during  the  later  years  of  his  life  and  he  became 
increasingly  dedicated  to  the  bottle.  Nonetheless,  he 
retained  the  affection  of  the  townspeople  and  there 
was  formal  recognition  at  the  time  of  his  funeral  in 
1873  that  he  had  been  a highly  important  element  in 
the  establishment  and  maintenance  of  what  was 
destined  to  become  the  largest  city  in  the  state  that  he 
had  helped  to  create. 

modern  history 

With  the  time  of  Maynard’s  death  we  arrive  at  the 
beginnings  of  the  modern  history  of  medicine  in  the 
Pacific  Northwest.  The  day  of  the  entrepeneur  who 
also,  perhaps  incidentally,  dispensed  medical  care  of 
varying  quality  began  to  wane,  and  there  were  signs  of 
generation  of  the  modern  health  delivery  system.  Just 
as  American  society  gradually  transformed  from  a col- 
lection of  rugged,  often  eccentric,  individualists  to  the 


Fig.  7.  Early  donation  claims  in  Seattle  illustrating  the 
location  of  Maynard’s  claim. 


homogeneity  of  men  in  grey  flannel  suits,  so,  too, 
does  our  approach  for  this  concluding  discussion 
change  from  consideration  of  individual  men  to  a 
more  contemporary  demographic  mode  in  which  num- 
bers replace  the  reality  of  flesh  and  bone. 

Throughout  most  of  the  nineteenth  century  there 
was  no  restriction  or  regulation  concerning  the  prac- 
tice of  medicine  in  the  Northwest.  In  the  era  of 
flourishing  proprietary  schools  and  innumerable  med- 
ical sects,  credentials  were  not  difficult  to  claim  and 
anyone  who  claimed  credentials  could  inflict  his  thera- 
peutic skills  on  a frontier  population  generally  distin- 
guishing little  between  regular  and  irregular  practi- 
tioners. Hence,  when  a contemporary  said  Seattle  had 
no  better  physician  than  Maynard  at  the  time,  it  was 
faint  praise  indeed.  As  the  population  increased  the 
desirability  of  having  highly  educated  physicians  was 
recognized,  and  formal  action  was  taken  toward  that 
end.  The  Territorial  Legislature  enacted  a simple  med- 
ical practice  act,  which  apparently  became  effective  in 
1882,  according  to  which  the  applicant  for  permission 
to  practice  was  required  to  register  with  the  County 
Auditor  and  to  provide  evidence  of  a diploma.  When 
Washington  was  admitted  to  the  Union  in  1890,  a 
medical  practice  act  was  adopted  requiring  examina- 
tion before  an  examining  board  whose  members  were 
appointed  by  the  governor,  and  the  development  of 
current  licensing  practices  was  underway. 

The  early  registration  and  licensing  figures  provide 
some  idea  of  who  was  practicing  what,  where,  and 
upon  whom.  First,  they  inform  us  of  the  educational 
and  geographical  backgrounds  of  the  medical  practi- 
tioners in  Washington  State  prior  to  1900.  It  is  appar- 
ent from  Table  1 that  they  came  from  all  parts  of  the 
United  States,  but  most  were  from  the  north  central 
region,  largely  Illinois  and  Ohio.  Thus  it  was,  not  sur- 
prisingly, the  nineteenth  century  frontier  area,  rather 
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Table  1 

EDUCATIONAL  BACKGROUND  OF  EARLY  NORTHWEST  PHYSICIANS 


North  Central  Region: 

306 

37.1% 

South  Region  - 

163 

East  North  Central 

East  South  Central 

Illinois 

139 

Mississippi 

55 

Ohio 

99 

Kentucky 

41 

Michigan 

72 

Tennessee 

17 

Indi ana 

19 

South  Atlantic 

West  North  Central 

Maryland 

28 

Iowa 

53 

Virginia 

7 

Minnesota 

22 

District  Columbia 

6 

Kansas 

2 

Georgia 

3 

South  Carolina 

2 

West  South  Central 

Louisiana 

4 

Northeast  Region 

220 

26.7% 

West  Region: 

135 

Middle  Atlantic 

Pacific 

New  York 

102 

Oregon 

66 

Pennsylvania 

77 

California 

49 

New  Jersey 

1 

Washington 

8 

New  England 

Mountain 

Maine 

11 

Colorado 

7 

Vermont 

11 

Montana 

5 

Massachusetts 

9 

New  Hampshire 

5 

Connecticut 

4 

Table  2 

PHYSICIAN  DATA,  1890-1900 
Registered  Practitioners 


1 Physicians 

Allopaths 

Eclectics 

Homeopaths 

1 Osteopaths 

Foreign 
Bi  rth 

Foreign 

Studv 

Female 

1 Canada 

Other 

Canada 

Other 

Adams 

2 

. 

1 

Asotin 

3 

_ 

_ 

_ 

_ 

_ 

_ 

_ 

Benton 

2 

_ 

1 

_ 

_ 

_ 

_ 

1 

Chelan 

1 

- 

- 

- 

- 

_ 

_ 

_ 

_ 

Clallam 

8 

- 

- 

2 

_ 

_ 

_ 

_ 

2 

Clark 

40 

- 

- 

4 

2 

_ 

_ 

1 

3 

4 

Columbia 

29 

1 

_ 

5 

2 

_ 

_ 

_ 

2 

1 

Cowlitz 

7 

- 

- 

1 

- 

_ 

1 

Douglas 

2 

- 

- 

- 

- 

- 

- 

- 

- 

_ 

Ferry 

1 

- 

- 

- 

- 

- 

- 

- 

_ 

Franklin 

2 

_ 

_ 

_ 

_ 

_ 

_ 

_ 

Garfield 

15 

1 

- 

- 

- 

- 

_ 

- 

2 

_ 

Grays  Harbor 

36 

3 

1 

1 

- 

- 

- 

_ 

1 

_ 

Island 

6 

_ 

_ 

_ 

_ 

_ 

_ 

1 

1 

_ 

Jefferson 

33 

- 

2 

1 

- 

- 

- 

- 

1 

_ 

King 

296 

14 

19 

29 

3 

20 

32 

15 

23 

19 

Kitsap 

21 

- 

1 

2 

- 

- 

- 

- 

3 

- 

Kittitas 

25 

- 

2 

2 

- 

- 

1 

1 

2 

- 

Klickitat 

34 

- 

1 

1 

- 

- 

2 

1 

- 

2 

Lewis 

47 

1 

4 

3 

- 

- 

1 

1 

3 

- 

Lincoln 

19 

- 

- 

1 

- 

- 

- 

- 

- 

1 

Mason 

8 

- 

- 

- 

- 

- 

- 

- 

1 

- 

Okanogan 

2 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Pacific 

10 

_ 

. 

- 

- 

- 

- 

- 

- 

1 

Pend  Oreille 

1 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Pierce 

234 

10 

13 

16 

1 

20 

31 

4 

18 

15 

San  Juan 

5 

- 

- 

- 

- 

- 

2 

1 

1 

- 

Skagit 

19 

- 

- 

- 

- 

- 

2 

2 

- 

1 

Skamania 

1 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Snohomish 

52 

1 

5 

2 

1 

1 

3 

3 

1 

- 

Spokane 

155 

1 

12 

10 

- 

2 

5 

9 

3 

9 

Stevens 

10 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Thurston 

37 

- 

- 

3 

- 

1 

2 

3 

3 

- 

Wahkiakum 

_ 

- 

_ 

- 

- 

- 

- 

- 

- 

- 

Walla  Walla 

77 

1 

8 

13 

1 

3 

7 

2 

- 

5 

Whatcom 

37 

- 

- 

2 

- 

- 

1 

4 

2 

1 

Whitman 

68 

- 

- 

- 

- 

- 

1 

- 

2 

- 

Yakima 

23 

- 

- 

1 

- 

- 

- 

- 

- 

- 

Washington  1 

,368 

36 

68 

101 

10 

47 

90 

46 

73 

62 
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than  the  more  populous  and  settled 
East,  that  provided  almost  40  per- 
cent of  the  medical  personnel  in 
Washington  during  the  second  half 
of  the  nineteenth  century.  There  is 
a noteworthy  foreign  influence  evi- 
dent in  early  Northwest  medicine. 
Ten  percent  of  the  late  nineteenth 
century  practitioners  in  Washington 
State  were  of  foreign  origin,  and 
almost  as  many  American-born  prac- 
titioners claimed  some  foreign  med- 
ical study  (Table  2). 

The  varieties  of  medical  sects 
flourishing  in  Washington  at  the  end 
of  the  nineteenth  century  are  indi- 
cated by  the  registration  data.  This 
is  only  partially  represented  in  Table 
2,  which  records  the  location  and 
number  of  physicians,  allopaths,  ec- 
lectics, homeopaths  and  osteopaths. 
Suffice  it  to  indicate  that  in  all 
countries  there  practiced  magneto- 
therapists, sanipractitioners,  mental 
healers  and  suggesto-therapists. 

One  can  detect  the  emergence  of 
the  modern  pattern  of  medical  man- 
power distribution  when  the  registra- 
tion and  licensing  data  are  arranged 
according  to  the  geographical  loca- 
tion of  the  registrants  within  Wash- 
ington State  (Table  3).  During  the 
nineteenth  century,  physicians  con- 
gregated in  areas  of  population  den- 
sity, but  there  was  a fair  correlation 
of  population  and  the  number  of 
physicians.  At  century’s  end,  58  per- 
cent of  the  physicians  were  located 
in  the  five  counties  that  contained 
5 3 percent  of  the  total  population 
of  Washington.  During  the  course 
of  the  twentieth  century,  however, 
physicians  increasingly  gravitated  to- 
ward the  areas  of  higher  population 
density  and  potentially  greater  pro- 
fessional and  non^rofessional  oppor- 
tunity, and  by  1970  approximately 
four-fifths  of  the  total  medical  man- 
power of  the  state  was  concentrated 
in  the  five  counties  containing  little 
more  than  two-thirds  of  the  total 
population.  Three  of  these  counties, 
bordering  Puget  Sound  and  having 
approximately  one-half  of  the  pop- 
ulation of  Washington,  contain  al- 
most two-thirds  of  the  state’s  med- 
ical manpower.  Within  less  than  a 
century,  then,  the  contemporary 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains: 

No.  0 

No.  1 

No.  2 

Phenobarbital 

(Warning  May  be  habiHorfrung) 

8 mg. 

15  mg. 

30  mg. 

Belladonna  Extract 

8 mg. 

8 mg. 

8 rrig. 

Dosage:  One  tablet  three  times  daily. 


Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  <5  ml.)  contains: 
Phenobarbital  15  mg. 

(Watn.ng  May  De  baO't  foftrt.ng) 

Belladonna  Leaf  Fluidextract  0.03,3  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  ol  phenoharbital  and  Ixlladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med‘  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  May  be  babiMOrfmng) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  Ty-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  iivsert  for 
prescribing  information. 


0 1970  LEMMON 
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distribution,  or  maldistribution,  of 
health  manpower  came  into  being  in 
Washington  State.  It  is  worth  stress- 
ing, however,  that  despite  much  of 
the  inflated  rhetoric  characteristic 
of  our  time,  this  general  pattern  has 
historical  precedent  and  has  existed 
in  the  State  of  Washington  as  long 
as  can  be  determined  through  exist- 
ing records.  What  is  new  about  the 
phenomenon  is  not  its  existence,  but 
its  severity,  and  appraisal  as  a prob- 
lem in  need  of  redress.  And  this  re- 
flects, among  other  things,  the  great- 
er hope  offered  to  the  public  by 
modern  medicine  and  the  prevailing, 
very  different,  expectations,  social 
attitudes  and  thrust  toward  reform. 

survey 

In  slightly  less  than  150  years 
medicine  in  Washington  State  has  de- 
veloped from  isolated  men  associated 


Table  3 


PHYSICIANS  IN  TEN  MOST  POPULATED  COUNTIES 
1900  AND  1970 


County 

King 

Spokane 

Pierce 

Whitman 

Whatcom 

Snohomish 
Walla  Walla 
Lewis 
Chehalis 
Skagit 


Population  Physicians 


County  Population  Physicians 


110, 

57, 

55, 

25, 

24, 

23, 

18, 

15, 

15, 

14, 


053 

542 

515 

360 

116 

950 

680 

157 

124 

272 


296 

155 

234 

68 

37 

52 

77 

47 

36 

19 


King 

Pierce 

Spokane 

Snohomish 

Yakima 

Clark 

Kitsap 

Whatcom 

Thurston 

Cowlitz 


1 ,156,633 
411 ,027 
287,487 
265,236 
144,971 

128,454 
101  ,732 
81 ,950 
76,894 
68,616 


2,915 

615 

538 

210 

139 

129 

144 

92 

106 

66 


1900 


1970 


State 

5 most 

populated 

counties 

Percent 

of 

total 

10  most 
popul ated 
counties 

Percent 

of 

total 

Population 

518,103 

272,586 

53 

359,769 

69 

Physicians 

1,368 

790 

58 

1,021 

75 

Population 

3,409,169 

2,265,354 

66 

2,723,000 

80 

Physicians 

5,595 

4,417 

79 

4,954 

89 

health 

provided 

care  for 

the  sick,  created 

hospitals, 

care  system  involving  approximately  6,000  physicians 
alone.  En  route  to  this  system,  itself  perhaps  now  on 
the  verge  of  reformation,  medical  care  was  provided 
by  men  of  God,  who,  in  theory  at  least,  were  equally 
concerned  with  the  salvation  of  men’s  souls  and  the 
care  of  their  bodies.  From  the  1840’s  onwards  the 
missionaries  were  succeeded  by  what  might  be  desig- 
nated as  frontier  physicians,  men  of  varying  back- 
grounds and  equally  varying  medical  abilities  not  to- 
tally disinterested  in  gold  or  glory.  Assessed  by  some 
as  tippling  scoundrels,  the  American  equivalent  of  the 
British  remittance  men  in  India,  these  frontier  physi- 
cians, some  of  them  admittedly  inspired  by  thoroughly 
non-Hippocratic  motives,  brought  organization  and 
leadership,  and  sometimes  culture,  into  the  burgeon- 
ing Far  West  where  there  was  precious  little  of  these 
commodities.  One  cannot  honestly  ascribe  to  the 
majority  of  them  an  impressive  medical  savoir-faire. 
But  this  judgment  should  be  tempered  with  acknow- 
ledgment that  medicine  in  the  mid-nineteenth  century 
was  hardly  triumphant  anywhere  in  the  world,  and  it 
should  not  detract  from  the  recognition  of  the  genuine 
contribution  these  pioneers  made  to  the  establishment 
of  medicine  in  the  far  western  United  States.  They 


organized  the  medical  profession,  preparing  the  ground 
for  the  establishment  of  modern  medicine  and  its 
facilities  during  succeeding  decades.  Furthermore, 
the  non-medical  activities  of  these  pioneer  physicians 
were  often  more  vital  than  their  professional  activities. 
It  is  safe  to  say  that  scientific  medicine  developed 
quite  independently  of  these  men;  their  western  com- 
munities might  well  not  have.  We  mentioned  only 
several  such  men,  but  there  are  few,  if  any,  older 
Washington  communities  that  don’t  locate  a physician 
in  a prominent,  quite  often  critical,  position  in  their 
early  history. 

The  role  of  the  pioneer  physicians  was  much 
greater  than  that  of  healer.  They  brought  to  the 
emerging  frontier  intelligence,  energy,  leadership  and 
vision.  The  fact  that  their  species  will  not  be  seen 
again  is  scarcely  a mortal  blow  to  medical  science. 
And,  yet,  their  total  contribution  was  such  as  to  sug- 
gest paraphrasing  the  words  spoken  at  the  funeral  of 
Doc  Maynard:  “Without  them  the  Northwest  will  not 
be  the  same;  without  them  the  Northwest  would  not 
be  the  same;  indeed,  without  them  the  Northwest 
might  not  be.’’« 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.Ld.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lO-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery,  ■w  ▼ • 

ralllllir  (diazepam) 

Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
oatients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
oonvulsive  disorders,  possibility  of 
ncrease  in  frequency  and/  or  severity  of 
?rand  mal  seizures  may  require  increased 
Josage  of  standard  anticonvulsant 
nedication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
requency  and/ or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage;  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc 

Nutley.  N.J.  07110 
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SCHERER  is  the  house  that  has  it. ..here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 

85005-  Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926  ‘Telephone:  (916)  342-5612 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  • 95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road 
92110‘Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  E,  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 

COLORADO 

COLORADO  SPRINGS  • (303)  598-3580 
4920  No.  Park  Loop  • 80907 
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EDITORIAL 


You  Can  Make  This  a Better  Journal 


T 

J-  he  manuscript  drawer  is  bulging  with  good  articles, 
written  by  Northwest  authors,  for  the  benefit  of  phy- 
sicians who  practice  in  the  Northwest  — but  they  can- 
not be  published  promptly  merely  because  the  adver- 
tising income  of  this  journal  has  not  kept  pace  with 
the  increased  costs  of  production  and  mailing.  This  is 
a factor  that  can  be  influenced  by  readers. 

Publications  of  all  kinds  are  usually  taken  for 
granted,  in  spite  of  the  fact  that  some  medical  journals 
cost  readers  as  much  as  $50  per  year  and  the  annual 
cost  of  having  a daily  newspaper  delivered  is  now  $48. 
Production  of  newspapers  and  magazines  is  usually 
taken  for  granted  because  the  reader  seldom  pays 
more  than  a fraction  of  the  publication’s  cost.  Adver- 
tising income  carries  the  major  part  of  the  burden  for 
almost  all  scientific  journals  and  all  of  the  cost  for  the 
magazines  distributed  on  a controlled  circulation  basis 
— the  throwaways.  Most  medical  journals  try  to  oper- 
ate on  a basis  that  permits  one  page  of  advertising  to 
carry  one  page  of  editorial  matter,  which  includes 
everything  other  than  advertising.  Thus,  the  ratio 
commonly  used  as  a guide  is  50/50.  The  Board  of 
Trustees  of  Northwest  Medical  Publishing  Association, 
responsible  for  policy  of  this  journal,  authorized  a 
55/45  ratio  when  advertising  income  justified  the 
additional  pages  of  scientific  material  and  news.  Dur- 
ing the  past  two  years,  however,  increasing  costs,  not 
accompanied  by  significant  increase  in  advertising, 
have  dictated  a 50/50  ratio.  Now  a new  increase  in 
price  for  printing  and  other  increases  in  production 
costs  have  dictated  a reduction  to  40/60.  This  issue, 
the  thinnest  in  many  years,  is  produced  on  that  basis. 
The  plain  truth  is  that  readers  have  been  getting  a bet- 
ter magazine  than  they  have  been  paying  for.  The  sup- 
port has  come  from  reserves,  accumulated  when  adver- 
tising income  exceeded  production  costs.  Calculations 
indicate  that  current  income  will  probably  balance 
production  cost  for  this  thin  issue. 

In  the  opening  paragraph,  we  said  that  advertising 
income  can  be  influenced  by  readers.  It  can  if  there 
is  enough  interest  in  getting  a better  journal  for  the 
Northwest.  Advertising  will  increase  if  advertisers  can 
be  shown  that  their  advertisements  are  read.  To 
understand  this  statement  it  is  necessary  to  understand 
the  way  advertising  is  sold  and  the  competition  that 
comes  from  large,  well  financed  corporations  produc- 
ing magazines  designed  to  catch  the  advertising  dollars 
available.  Many  are  commercial  in  nature,  and  are  not 
controlled  by  physicians. 


Major  part  of  the  advertising  carried  by  medical 
journals  comes  from  pharmaceutical  manufacturers. 
But  it  does  not  come  directly.  It  is  prepared  by  adver- 
tising agencies  in  the  larger  Eastern  cities.  Most  of 
them  are  in  New  York.  And  space  is  purchased  by  the 
agencies.  The  manufacturer  determines  the  amount 
of  money  to  be  invested  in  advertising  of  each  of  his 
products  and  the  agency  is  usually  permitted  to  select 
the  journals  in  which  the  ads  are  to  appear. 

The  process  of  selecting  journals  for  advertisement 
placing  is  anything  but  scientific.  Agencies  are  sub- 
jected to  intense  selling  pressure  by  advertising  repre- 
sentatives. And  most  of  the  pressure  is  based  on  circu- 
lation figures.  A magazine  that  is  sent  to  200,000 
physicians  is  supposed  to  be  a better  place  for  adver- 
tising than  one  sent  to  six  or  seven  thousand.  A num- 
ber of  studies  have  shown  that  this  is  not  necessarily 
true,  but  the  notion  persists  in  the  minds  of  the  media 
buyers  employed  by  the  agencies. 

This  situation  can  be  changed,  but  it  will  ti.ke  con- 
sistent effort  by  readers  as  well  as  persistent  effort  on 
the  part  of  advertising  representatives  of  scientific 
journals.  Although  the  manufacturers  who  pay  for 
advertising  do  not  frequently  participate  in  making 
decisions  about  the  journals  to  be  used,  they  can  do 
so  any  time  they  realize  that  there  is  a better  way  to 
get  the  interest  of  physicians.  They  will  do  so,  if 
readers  let  them  know  what  magazines  they  read.  This 
is  the  point  at  which  readers  can  have  important  influ- 
ence on  the  kind  of  magazine  they  receive. 

If  every  reader  of  this  journal  were  to  tell  every 
detail  man  that  he  reads  some  of  the  material  in  each 
issue  and  that  he  does  see  the  ads  (or  notes  their  ab- 
sence when  the  firm  does  not  advertise)  the  advertising 
volume  and  the  number  of  pages  available  for  scientific 
material  and  news  would  soon  double.*  That  kind 
of  information  invariably  gets  back  to  the  home 
office  and  eventually  creates  a demand  for  use  of  the 
journal  that  is  read.  The  agencies  finally  have  to  listen. 
The  result  is  measured  in  dollars.  The  only  thing 
needed  is  the  truth.  You  can  provide  it  with  very  little 
effort.  The  results  are  certain.  There  is  only  one 
question.  Is  there  enough  pride  in  the  Northwest  and 
the  medical  journal  that  reflects  it,  to  support  a sincere 
effort  to  make  it  better? 

H.  L.  H. 

* For  a list  of  the  advertisements  in  this  issue,  see  the  adver- 
tisers index,  page  929. 
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Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^he^  Liquid  250 

Er>'thaTnycin  Estc^e 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  inlormalion  available 
10  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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WINNING  MANUSCRIPT 
1972  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Learning  Theory 

the  Treatment  of  Chronic  Disease 


in 


RICHARD  A.  KIRKPATRICK,  M.D. 
Rochester,  Minnesota 


Sick  behavior  of  some  patients  ca)i  he  explained  on  the  basis  of  learning  theory,  some- 
times called  behavior  modification  or  operant  conditioning,  and  the  same  principle  ean  be 
used  in  treatment.  It  is  based  on  giving  the  right  rewards  in  an  environment  controlled  so 
that  the  desired  behavior  is  the  only  means  by  which  the  reward  can  be  obtained.  .\n  el- 
derly, arthritic  dog  was  used  to  demonstrate  the  method.  He  had  learned  sick  behavior  be- 
cause pampered,  but  recovered  from  total  disability  when  rewarded  for  moving. 


tiabits  are  learned  behavior.  We 
do  something  regularly  or  repeatedly 
because  we  have  learned  we’ll  be  re- 
warded. Thus,  we  have  learned  to 
give  to  the  March  of  Dimes  because 
our  gifts  in  the  past  were  rewarded 
with  smiles,  thank  you’s,  feelings  of 
personal  goodness  and  delayed  ta.x 
breaks  (all  are  positive  reinforcers). 
Or,  the  gift  served  to  terminate  or 
avoid  the  unpleasant  anxiety  we  had 
as  we  tried  to  think  of  a reason  not 
to  give  (negative  reinforcer). 

It  has  been  shown  time  and  time 
again  that  anybody’s  behavior  can 
be  changed  and  controlled,  provided 
the  right  rewards  are  used  and  the 
environment  is  strictly  controlled  so 
that  the  desired  behavior  is  the  only 
means  to  this  reward.  This  is  the  es- 
sence of  “Learning  Theory,’’  alter- 
nately known  as  “Behavior  Modifica- 
tion’’ and  “Operant  Conditioning.” 
It  has  been  used  successfully  in  the 
treatment  of  childhood  autism,  enu- 
resis, psychosis,  anti-social  behavior 
and  learning  problems,'"^  as  well  as 
adult  alcoholism,  obesity,  smoking, 
neuroses,  and  various  rehabilitative 
situations. Recently,  it  has  been 
shown  that  reinforcement  principles 
can  be  used  to  modify  a number 
of  autonomic  functions  and  regu- 
late blood  pressure,  heart  rate  and 
rhythmicity,  and  gastric  motility.^’  * 

These  findings  have  proved  inter- 
esting to  lay  persons,  threatening  to 
traditional  psychiatrists,  and  omin- 
ous to  people  molded  by  the  futur- 
istic pens  of  Aldous  Huxley  and 
George  Orwell. 


Dr.  Kirkpatrick,  whose  home  is  in 
Longview,  Washington,  graduated  from 
the  University  of  Washington  School  of 
Medicine  in  1972,  and  is  an  intern  in  the 
Mayo  Graduate  School  of  Medicine.  He 
returned  to  Seattle  during  the  Annual 
Meeting  of  Washington  State  Medical 
Association  to  receive  the  award.  See 
photograph  on  page  913. 


Sick  Behavior  can  also  be  ex- 
plained in  terms  of  learning  theory. 
Patients’  responses  to  illness,  injury 
or  pain  are  all  learned  — and,  unfor- 
tunately, this  learning  frequently 
interferes  with  successful  reeovery. 
Learning  theory  also  explains  why 
people  adapt  differently  to  the  se- 
quellae  of  illness  or  injury. 

To  demonstrate  this  concept,  and 
also  to  show  how  siek  behavior  can 
be  modified,  1 treated  a ten-year-old 
dog,  with  a veterinary  diagnosis  of 
degenerative  arthritis  and  disability 
of  100  percent.  The  dog  was  on 
aspirin  therapy,  without  noticeable 
effect. 

methods  and  procedures 

In  general,  a strategy  of  behavior 
modification  was  followed.®  The 
number  of  walking  behaviors  was 
charted  for  one  hour  per  day.  Mem- 
bers of  the  household  were  asked 
for  subjective  comments  from  time 
to  time  concerning  the  dog’s  behav- 
ior. Dog  biscuits  were  used  as  rein- 
forcers, along  with  praise,  attention, 
and  affection. 

Baseline:  For  three  observation 

periods,  the  dog  did  nothing.  He  lay 
in  a corner  watching  everything  that 
went  on.  Members  of  the  household 
reported  that  he  would  not  walk  to 
the  kitchen  to  get  food,  refused  to 
go  on  walks  to  the  nearby  park 
(formerly  a favorite  aetivity),  and 
had  to  be  dragged  or  carried  outside 
to  empty  his  bladder.  They  admitted 
giving  him  affeetion  and  attention 
(i.e.,  positive  reinforcement)  almost 
continuously,  out  of  sympathy. 

Selection  of  Reinforcer:  Because 
of  a marked  loss  of  weight  and  de- 
creased food  intake,  it  was  decided 
that  food,  in  the  form  of  the  dog’s 
favorite  brand  of  dog  biscuits,  would 
be  used.  Praise  and  attention  were 
to  be  given  concurrently.  Dog  bis- 


cuits had  another  advantage  in  that 
their  administration  did  not  inter- 
fere with  walking  behavior. 

Shaping:  Since  the  dog  was  not 
walking  at  all,  there  was  no  behavior 
to  reinforce.  Consequently,  in  order 
to  elieit  an  initial  walking  behavior, 
sueeessive  approximations  of  walk- 
ing were  reinforced.  (This  is  called 
“shaping.”)  A dog  biscuit  was  placed 
approximately  one  foot  in  front  of 
the  dog.  He  was  urged  to  get  it, 
whieh  he  did  by  crawling.  Verbal 
praise  was  given  as  he  took  the  bis- 
cuit. A few  minutes  later,  another 
biscuit  was  placed  several  feet  away 
and  the  dog  was  urged  to  come  and 
get  it.  As  he  stood  up,  praise  was 
given  immediately.  He  then  walked 
in  a stiff,  jerky,  hobbling  manner  to 
the  dog  biscuit  on  the  floor  and  ate 
it.  Again  praise  was  given.  Thereafter 
during  the  one  hour  training  ses- 
sions he  was  told,  “Come  here. 
Lucky.”  If  he  rose  and  walked,  he 
was  rewarded  with  praise  and  a dog 
biscuit. 

The  family  was  instructed  to  ig- 
nore the  dog  at  all  times  unless  he 
started  to  get  up,  did  get  up,  or  dis- 
played other  locomotive  behavior. 
He  was  to  be  lavishly  praised  and 
given  affeetion  immediately  upon 
exhibiting  any  walking  or  standing 
behavior.  All  praise  was  to  be 
speeifically  for  walking. 

Since  administration  of  dog  bis- 
cuits all  day  long  would  soon  result 
in  a loss  of  their  value  (satiation) 
they  were  administered  only  during 
the  one-hour  training  periods.  They 
were  also  given  less  frequently  dur- 
ing the  latter  days  of  training,  as 
appetite  and  number  ingested  in- 
creased. This  assured  that  when  the 
experiment  was  over,  the  dog  would- 
n’t be  sure  whether  this  walking  be- 
havior would  pay  off,  and  would 
therefore  continue  to  exhibit  the 
desired  behavior  (a  la  Las  Vegas). 
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1 — No  walking — I 


results 

The  objective  results  are  shown 
in  Figure  1 and  Table  1.  Subjective 
observations  were  made  periodically 
and  are  recorded,  Table  2.  It  can  be 
seen  from  both  that  there  was  an 
overall  gradual  increase  in  frequency 
of  walking  behaviors  during  training 
periods,  and  a general  increase  in 
activity  during  the  rest  of  the  day. 
The  two  marked  decreases,  days  9 
and  13,  are  seen  to  be  days  during 
which  more  demanding  physical  ex- 
ercise was  performed  prior  to  the 
training  session. 

It  should  be  noted  that  inci- 
dence of  family  reinforcement  of 
sick  behavior  (i.e.,  sympathy  and 
affection  given  while  the  dog  was 
lying  around)  also  decreased  as  the 
dog  increased  his  walking.  Presum- 
ably, walking  behavior  on  the  part 
of  the  dog  served  as  a positive  rein- 
forcer for  the  family’s  appropriate 
ignoring  of  the  dog’s  sick  behavior. 

discussion 

The  Remforcer:  This  is  the  key 
to  the  system.  A reinforcer  must  be 


something  liked,  required,  or  desired 
by  the  patient  — preferably  in  large 
quantities.  It  must  be  something 
small,  so  that  many  can  be  given 
without  satiation  occurring.  It  must 
be  easily  administered  so  that  it 
doesn’t  disrupt  the  desired  behavior. 
Common  examples  include  food, 
attention,  praise,  rest,  and  any  be- 
havior the  patient  performs  with 
great  enjoyment  or  frequency. 

The  reinforcer  must  be  given 
immediately  after  the  desired  be- 
havior, so  that  the  patient  clearly 
understands  the  reason  for  his  good 
fortune.  Where  this  is  not  possible 
(rest,  trips,  weekend  passes,  large 
material  items),  tokens  or  points 
should  be  given  and  later  redeemed 
when  sufficient  quantities  are  ac- 
cumulated. 

Staff  and  family  must  be  abso- 
lutely consistent  with  respect  to  the 
behaviors  they  reinforce. 

Frequency  is  important,  too. 
During  shaping  or  establishing  a be- 
havior, each  exhibited  behavior  is 
reinforced.  Faster  rates  and  resist- 
ance to  the  extinction  process  are 
obtained  by  delivering  reinforce- 


TABLE  1 
RESULTS 

(data  presented  on  graph) 

No.  of  Walking 

Day  Behaviors  per  Hour 


1 

0 

2 

0 

3 

0 

4 

8 

5 

9 

6 

7 

7 

10 

8 

11 

9 

5 

10 

12 

11 

13 

12 

13 

13 

7 

14 

9 

15 

14 

16 

20 

17 

20+ 

18 

20+ 

ments  on  an  intermittent  basis  and 
gradually  increasing  the  number  of 
behaviors  per  reinforcement.  This 
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Days 
1,  2,  3 
4,  5,  6, 
7,  8 


9 


10,  11 
12 


13 


14 

15 

16,  17, 
18 

28 


TABLE  2 
OBSERVATIONS 

Behavior 

Does  not  move  from  corner  at  all. 

Does  not  move  from  corner,  except  during  training  period.  Gait  is  very 
slow,  shaky,  and  dog  seems  about  to  fall  at  all  times.  Does  not  bark  at 
mailman  or  milkman  (formerly  high  frequency  behaviors).  Does  not  get 
up  and  walk  toward  family  members  or  visitors  as  they  arrive  (formerly 
high  frequency).  Seems  generally  lethargic. 

Is  asked  to  go  to  the  park.  Accompanies  family  member  but  with  slow 
gait.  Seemingly  stiff  and  painful  gait.  Picks  up  sticks  thrown  by  family 
member,  but  will  not  run  toward  them.  Will  not  pick  up  ones  thrown 
more  than  about  ten  feet  (formerly  ran  after  sticks  in  a very  enthusiastic 
manner).  Number  of  walking  behaviors  diminished  during  training  ses- 
sion, perhaps  due  to  this  earlier  walk  to  park. 

Slow  progress  . . . seems  slightly  more  interested  in  what’s  going  on. 
Perks  up  when  people  come  to  the  door.  No  barking  or  chasing,  however. 
Appetite  picked  up,  but  gait  is  still  slow  and  shaky.  Seems  to  get  up 
faster  when  called  during  training  session.  Dog  biscuits  no  longer  given 
so  frequently  because  of  fear  of  satiation  effect.  Praise  still  given,  along 
with  petting  and  hugging. 

Went  for  a walk,  ten  blocks  round  trip.  Stopped  after  five,  and  waited 
for  family  members  to  return  (they  went  further).  Dip  in  number  of 
walking  behaviors  during  training  session  presumably  due  to  this  prior 
activity. 

No  comments. 

Walking  seems  easier,  with  less  shaking.  Speed  faster.  Seems  more  alert, 
and  gets  up  when  people  enter  house. 

Gets  up  and  comes  whenever  called  or  discussed  (20  times  on  day  16, 
then  every  single  time  on  days  17  and  18  . . . stopped  counting  after  20). 
Still  a bit  slow,  but  called  “almost  normal”  by  family  members. 

Dog  observed  during  trip  to  park  and  back.  Walks  at  high  rate  of  speed 
in  pursuing  cats,  sticks,  and  family  members.  No  running.  No  limp, 
though  still  stiff.  No  biscuits  given.  Praise  given  intermittently,  but  hap- 
hazardly by  family  members,  who  should  apparently  have  been  trained, 
too.  Reportedly  engaging  in  all  previously  normal  activities. 


is  important  because  when  the  pa- 
tient leaves  the  controllable  office 
or  hospital  environment,  he  returns 
usually  to  an  inconsistent  environ- 
ment that  reinforces  everything  in- 
termittently, if  at  all.  A behavior 
will  likely  be  extinguished  (become 
extinct  due  to  lack  of  reinforcement) 
in  this  noncontrolled  environment 
unless  it  has  been  strengthened  by 
intermittent  reinforcement. 

Negative  reinforcers  (termination 
of  unpleasant  things)  are  needed 
when  positive  reinforcement  is  inef- 
fective or  unfeasible.  Punishment 
(giving  unpleasant  things)  is  required 
less  frequently,  and  is  less  effective. 
When  the  desired  goal  is  elimination 
of  a behavior,  the  existing  reinforce- 
ments must  be  removed  (extinction). 
Alternately,  an  incompatible  behav- 
ior can  be  reinforced  (conditioned 
reflex,  reciprocal  inhibition,  or  sys- 
tematic desensitization  therapies).^ 

Furthermore,  it  must  be  empha- 
sized that  the  non-hospital  environ- 
ment of  the  patient  must  often  be 


changed  if  the  desired  behavior  is  to 
be  reinforced  at  all.  This  means  that 
family  members,  friends,  and  busi- 
ness associates  must  be  counselled 
how  to  react  to  the  patient.  Some- 
times family  traditions  or  routines 
must  be  slightly  modified,  and  oc- 
casionally structural  changes  in  the 
physical  environment  or  type  of 
employment  must  be  made. 

Finally,  no  particular  set  of  rein- 
forcers or  reinforcement  schedule 
can  be  applied  routinely.  At  every 
stage,  the  procedures  and  contin- 
gencies must  be  personalized  and 
tailored  to  the  problems,  capabil- 
ities, likes,  dislikes,  family,  friends, 
and  job  of  the  individual  patient. 
The  principles,  however,  remain  the 
same.  The  patient  gets  paid  for  per- 
forming the  desired  behavior  (and 
the  family,  for  keeping  the  contin- 
gencies strict)  and  eventually  it  be- 
comes either  a habit  or  a learned 
response  to  certain  circumstances. 

Treatment  and  Disease:  Chronic 
degenerative  arthritis  is  usually  very 


painful,  and  the  pain  is  exaggerated 
by  movement.  However,  without 
movement,  contractures  set  in,  oste- 
ophytes begin  to  form,  muscles  atro- 
phy, and  movement  is  made  even 
less  convenient.  As  the  range  of 
movement  is  diminished  by  these 
changes,  things  get  progressively 
worse. 

With  this  history  of  chronic  de- 
generative joint  disease,  it  appears 
that  the  dog  has:  1.  been  taught  to 
substitute  walking  behavior  for  pain 
behavior  or  sick  behavior;  2.  chooses 
to  obtain  the  reinforcer  despite  his 
pain;  or,  3.  no  longer  notices  the 
pain,  although  it  is  still  there  (this  is 
perhaps  easier  to  comprehend  in 
humans).  Or,  perhaps  the  exercise 
program  has  reduced  secondary  de- 
generative changes  by  strengthening 
and  stretching  muscles  and  wearing 
off  osteophytes.  In  any  case,  this 
walking  behavior  will  help  prevent 
further  degeneration  and  make  re- 
sumption of  many  normal  activities 
possible.  These  are,  of  course,  two 
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of  the  major  aims  of  any  medical 
strategy.* 

Certainly  in  any  case  such  as  this, 
a proper  pain  reliever  should  be 
given.  But  one  should  not  be  satis- 
fied with  merely  stopping  or  con- 
trolling the  pain.  Activity  and  exer- 
cise are  needed  to  prevent  further 
complications.  Unfortunately,  how- 
ever the  reinforcement  contingen- 
cies of  the  environment  of  the  ar- 
thritic (and  for  that  matter,  nearly 
all  chronically  ill  patients)  usually 

* Of  course,  this  ts’pe  of  learned  or 
motivated  exercise  program  would  be 
contraindicated  ia  any  arthritis  involving 
acute  synovial  inflammation.  Had  this 
been  an  acute  inflammatory  process,  the 
improvement  made  might  conceivably 
have  been  due  to  resolution  of  the  acute 
episode.  The  data  reported  here  could 
also  be  used  to  support  tbis  conclusion. 


strengthen  responses  incompatible 
with  the  needed  activity.  The  sick 
person  or  animal  is  given  love,  affec- 
tion, attention,  food,  gifts,  and 
flowers,  for  being  sick  and  lying  in 
an  inactive  state.  If  he  begins  to 
show  some  activity,  it  is  assumed  he 
is  getting  better,  and  the  rewards  he 
got  for  being  sick  are  withdrawn. 
Or,  he  is  scolded  and  urged  to  take 
it  easy  and  get  back  to  bed.  That  is, 
he  is  punished  for  well  behavior  and 
rewarded  for  sick  behavior.  Under- 
standably, he  becomes  dependent 
upon  medical  and  nursing  staff,  fam- 
ily and  friends,  which  is  incompat- 
ible with  the  rehabilitative  goal  of 
independence  and  self-reliance. 

summary 

Society’s  attitude  toward  the 


chronically  ill  patient  is  consistently 
one  of  rewarding  the  patient  for  ex- 
hibiting “sick  behavior,”  and  with- 
drawing these  rewards  as  his  condi- 
tion improves  — making  it  to  his 
advantage  to  stay  sick  as  long  as 
possible. 

The  principle  was  demonstrated 
by  treating  an  elderly  dog  whose  100 
percent  disability  from  chronic  ar- 
thritis had  been  maintained  by  sym- 
pathy, affection,  and  food,  which  he 
got  by  lying  in  his  bed.  He  resumed 
activity  when  he  was  rewarded  for 
making  the  effort  to  move.  The  situ- 
ation was  typical.  He  reversed  his 
behavior  when  the  basis  for  reward- 
ing was  reversed. 

24  Ninth  Street  NE 
(55901) 
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Martha  and  George 
Washington  knew 
what  every  Doctor 
should  know 
about  wine 

Martha  Dandridge  Custis  was  handsome 
and  rich  when  she  set  her  cap  for  a tall 
young  Virginia  Colonel  named  George 
Washington.  But  she  was  also  a widow, 
considered  advanced  in  years  (almost  27), 
with  two  surviving  small  children. 

Problem:  How  could  Martha  best 
hold  the  interest  of  this  courtly  but 
taciturn  soldier,  just  returned,  tired 
and  undernourished,  from  frustrating 
campaigns? 

Martha  did  it  with  her  skillet,  her 
womanly  sympathy,  and  her  first  mother- 
in-law's  hand-me-down  cookbook  with 
its  wine  dish  and  wine  punch  recipes. 

Like  many  a wise  hospital  today,  she 
added  the  tender  loving  care  of  wine 
to  George's  diet. 

To  restore  her  hero,  she  applied  the 
gastrointestinal  wisdom  of  St.  Paul : 

"Use  a little  wine  for  thy  stomach's 
sake"  (I  Timothy  5:23);  the  advice  that 
Homer  sang  to  battle-fatigued  troops: 
"Wine  gives  strength  to  weary  men." 

With  her  cookbook,  and  precepts 
of  wine  for  patients'  well-being  long 
since  proven,  Martha  Washington 
helped  her  George  to  save  his  new 
nation.  And  always,  at  their  punctual 
3 p.m.  dinners  — at  first  at  Martha's 
home,  called  "The  White  House";  then  at 
George's  Mt.  Vernon;  then  as  First  Family, 
in  New  York  and  Philadelphia;  then 
home  to  Mt.  Vernon  again  "forever"  — 
Martha  cooked  and  served  (superin- 
tended, that  is)  meals  with  wine.  Her 
General  thrived,  and  invariably  shared 
his  choice  wines,  and  toasts,  with  their 
guests.  The  Washingtons  had  such  a 


WINE  AND 
YOUR  PATIENTS' 
WELL-BEING 


Wine  is  good  — and  often  good  in 
therapy  and  patient  care.  For  more  than 
5,000  years,  wine  has  been  a faithful,  gentle 
aid  to  the  wise  physician  and  nurse  as  tran- 
quilizer, appetizer,  mealtime  companion, 
food  and  source  of  vitamins;  inducer  of 
serenity;  persuader  to  needed  sleep;  and 
supporter  of  morale  for  patients.  Hence  the 
increasing  use  of  wine  in  hospital  dietaries 
throughout  the  United  States  today. 


1732-1802 


constant  stream  of  guests  that  they 
went  more  than  twenty  years  without 
ever  sitting  down  to  dinner  alone! 

To  assure  you  of  a constant  stream 
of  contented  guests  in  your  home,  and 
well-cared-for  patients  in  your  pro- 
fession, may  we  share  with  you  the 
wine  wisdom  described  below? 

FREE  WINE  INFORMATION 

First,  for  pleasure  and  to  know  wine's 
benefits  the  better,  we  suggest  our  free 
Wine  Study  Course,  for  which  nearly 
a million  Americans  have  enrolled. 

You  may  enroll  by  filling  out  the  coupon 
below;  we  will  send  the  fact-filled 
50-page  booklet.  The  Story  of  Wine, 
and  an  easy,  interesting  Wine  Quiz; 
you  teach  and  quiz  yourself;  we  correct 


your  answers  — and  if  you  pass  (we're 
confident  you  will),  you  are  winewise, 
and  get  a handsome  Diploma  to  put 
on  the  wall  to  prove  it. 

If  you  do  not  already  have  it,  you  will 
want,  without  charge,  the  informative 
160-page  book  for  physician,  nurse  or 
layman.  Wine  and  Your  Well-Being, 
by  Salvatore  P.  Lucia,  M.D. 

To  document  research  findings,  we 
offer  the  64-page  Uses  of  Wine  in 
Medical  Practice,  w\th  indications, 
contraindications,  and  a chapter  on 
wine  in  hospitals  and  nursing  homes. 

If  you  check  it  off  below,  we'll  send 
along  How  to  Cook  with  California 
Wines,  with  its  "81  delicious  secrets 
of  wine  cookery  — all  easy!"  to  help 
you  become  the  Martha  and  George  of 
good  living  and  hospitality  at  home! 


TO  DOCTOR,  NURSE,  Assistant,  Administrator,  Dietician,  or  other  members  of 
the  medical  professions:  We  offer  all  these  reading  materials  free,  but  to  help  us 
reduce  our  heavy  handling  costs,  would  you  check  off  those  items  you  actually 
want?  Thank  you.  Please  print  full  name,  title  as  member  of  your  profession, 
address,  and  zip,  and  mail  to: 


WINE  ADVISORY  BOARD,  DEPT.  L-17,  717  MARKET  ST.,  SAN  FRANCISCO,  CA  94103 

n Kindly  enroll  me,  without  cost  or  obligation,  in  the  famous  WINE  STUDY  COURSE,  including 
booklet  THE  STORY  OF  WINE,  WINE  QUIZ,  and  DIPLOMA. 

I I Send  me  the  160-page  paperback  book,  WINE  AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia, 
M.  D.  Free. 

I I Send  me,  without  charge,  your  64-pp.  USES  OF  WINE  IN  MEDICAL  PRACTICE. 

EH  Send  me  the  free  booklet,  HOW  TO  COOK  WITH  CALIFORNIA  WINES. 


NAME TITLE 

(please  print  carefully) 

ADDRESS CITY 

STATE ZIP. 

Please  "X"  only  those  items  actually  wanted. 


OREGON  Medical  Association 
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OFFICIAL  PUBLICATION 


Digest  of  Actions  of  DMA  House  of  Delegates 
September  13-17 


(continued  from  last  month) 


38.  AMENDED  AND  ADOPTED  - recommendations  of  Re- 
vision of  Articles  of  Incorporation  and  Bylaws  Committee  for 
amendments  to  the  OMA  Bylaws: 

( continued) 

(8)  That  Chapter  VI,  Section  1,  subsection  C be  amended 
to  read  as  follows: 

C.  Any  officer  of  or  delegate  or  alternate  delegate  to 
the  American  Medical  Association  who  is  a member  of 
this  Association. 

(9)  That  Chapter  VII,  Section  7,  subsection  A be  amended 
to  read  as  follows: 

A.  The  Board  of  Trustees  shall  hold  at  least  quarterly 
monthly  meetings  at  such  times  and  places  as  shall  be 
decided  by  tbe  Board  of  Trustees. 

(10)  That  Chapter  VII,  Section  9,  subsection  B be  amend- 
ed to  read  as  follows: 

B.  The  Board  shall  select  the  two  members  to  serve  on  the 
Executive  Committee,  each  to  serve  for  a period  of  two 
three  years;  provided  that  the  term  of  a member  of  the 
Executive  Committee  shall  not  extend  beyond  the  term 
for  which  such  member  has  been  elected  as  a member  of 
tbe  Board. 

(11)  That  Chapter  VI,  Section  11,  subsection  B be  deleted 
in  its  entirety. 

(12)  That  Chapter  VII,  Section  9 be  amended  by  adding 
a new  subsection  F to  read  as  follows: 

F.  The  Executive  Committee  shall  meet  at  least  two 
weeks  in  advance  of  regular  meetings  of  the  Board  of 
Trustees.  Whenever  possible,  it  shall  meet  two  weeks 
in  advance  of  any  special  Board  of  Trustees  meeting. 
In  addition  to  its  other  duties,  the  Executive  Commit- 
tee shall  determine  an  agenda  for  the  next  scheduled 
Board  meeting.  This  agenda,  together  with  appropriate 
supportive  documents  shall  be  distributed  by  mail  to 
all  members  of  the  Board  of  Trustees  and  to  the  presi- 
dent of  each  component  society  as  soon  as  may  be 
practicable. 

39.  ADOPTED  - recommendation  of  Revision  of  Articles  of 
Incorporation  and  Bylaws  Committee: 

That  the  Revision  of  Articles  of  Incorporation  and  Bylaws 
Committee  is  directed  by  the  House  of  Delegates  to  submit 


a completely  revised  Bylaws  for  the  consideration  and 
action  of  the  House  of  Delegates  at  the  1973  Midyear 
Meeting;  and  that  this  document  be  prepared  as  soon  as 
may  be  practicable,  and  distributed  to  all  delegates  and 
component  societies  for  tbeir  advance  consideration  and 
discussion. 

40.  ADOPTED  - recommendation  of  Special  Reference 
Committee: 

(1)  That  a Reference  Committee  with  a similar  charge 
meet  at  the  Spring  or  Annual  Meeting  to  consider  open 
testimony  at  least  every  two  years. 

41.  ACCEPTED  - report  of  a special  committee  appointed  by 
the  Speaker  relative  to  results  of  a lot  drawing  to  determine 
initial  length  of  terms  in  office  for  existing  and  new  trustees 
under  bylaws  amendments  earlier  adopted  by  the  House  as 
follows:  District  No.  I (ten  positions),  1.  position  currently 
held  by  J ack  Battalia  - two  years;  2.  position  currently  beld  by 
Donald  Dobson  - one  year;  3.  position  currently  held  by  C.  H. 
Hagmeier  - two  years;  4.  position  currently  held  by  Dale 
Reynolds  - two  years;  5.  position  currently  held  by  Forrest 
Rieke  - one  year;  6.  position  currently  held  by  William  A. 
Fisher  ■ one  year;  7.  new  position  - one  year;  8.  new  position  - 
one  year;  9.  new  position  - two  years;  10.  new  position  ■ two 
years.  District  No.  2-1.  new  position  - two  years.  District 
No.  3-1.  new  position  - one  year.  District  No.  4-1.  new  posi- 
tion - two  years.  District  No.  5-1.  position  currently  held  by 
Daniel  Dilaconi  - one  year;  2.  position  currently  held  by  Ray- 
mond Erickson  - two  years.  District  No.  6-1.  new  position  - 
one  year.  District  No.  7 - 1.  position  currently  held  by  Byron 
Musa  - two  years;  2.  position  currently  held  by  Clay  Racely  - 
one  year.  District  No.  ^ - 1.  new  position  - one  year.  District 
No.  8-1.  new  position  - one  year.  District  No.  9-1.  new  posi- 
tion - one  year.  District  No.  10-  1.  new  position  - two  years. 
District  No.  11-  1.  position  currently  held  by  Elon  Lee  Wood - 
two  years.  District  No.  12-1.  position  currently  held  by  W. 
T.  Edmundson  - one  year.  District  No.  13-1.  new  position  - 
two  years.  District  No.  14  - 1.  new  position  - two  years. 
District  No.  15-1.  new  position  - one  year.  District  No.  16  - 
1.  new  position  - two  years.  District  No.  17-1.  new  position  - 
one  year.  District  No.  18-1.  new  position  - one  year.  District 
No.  20-1.  new  position  - two  years. 

DONALD  F.  KELLY,  M.D. 

Secretary-Treasurer 
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CONTINUING 
MEDICAL  EDUCATION 


Compiled  by  Washington/Alaska  Regional  Medical 
Program,  Oregon  Regional  Medical  Program,  and 
Mountain  States  Regional  Medical  Program 


RESPIRATORY  DISTRESS  OF  THE  NEWBORN,  January  4, 
University  of  Oregon  Medical  School,  Portland 

Faculty:  four  UOMS  faculty  members.  For  physicians; 

credit,  3 hours.  Information/registration:  Charles  J. 

Zerzan,  Jr.,  M.D.,  Director  of  Continuing  Medical  Educa- 
tion, University  of  Oregon  Medical  School,  3181  SW  Sam 
Jackson  Park  Road,  Portland,  Oregon  97201. 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM,  January  18- 
19,  Child  Development  and  Mental  Retardation  Center,  Uni- 
versity of  Washington,  Seattle. 

Faculty:  Starkey  D.  Davis,  M.D.,  chairman;  Sydney  S. 

Gellis,  M.D.,  Boston;  Malcolm  Holliday,  M.D.,  San  Fran- 
cisco. Sponsors:  Division  of  Continuing  Medical  Educa- 
tion, University  of  Washington  School  of  Medicine;  Chil- 
dren’s Orthopedic  Hospital;  Washington  State  Medical 
Association;  Washington/Alaska  Regional  Medical  Program. 
For  physicians;  credit,  13  hours.  Enrollment  limit,  80. 
Fee,  $75.  January  18  - registration,  8:30  a.m.;  session, 
9 a.m.  - 5 p.m.  January  19  - session,  9 a.m.  - 5 p.m.  Pre- 
registration requested;  contact  the  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine,  SC-50,  Seattle  98195.  (206)  543-1050. 

STRABISMUS:  EMPHASIS  ON  CLINICAL  PROBLEMS  OF 
VERTICAL  MUSCLES,  January  19-20,  Washington  Plaza 
Hotel,  Seattle. 

Faculty:  Philip  Knapp,  M.D.,  New  York;  Robinson  D. 

Harley,  M.D.,  Philadelphia;  Eugene  M.  Helveston,. M.D., 
Indianapolis;  Alan  B.  Scott,  M.D.,  San  Francisco;  Hermann 
M.  Burian,  M.D.,  Chapel  Hill,  North  Carolina.  Sponsor: 
The  Puget  Sound  Academy  of  Ophthalmology.  For  oph- 
thalmologists and  other  interested  physicians;  AMA  credit 
applied  for.  Fee,  $60,  including  two  lunches  and  one 
dinner.  January  19  - session,  9 a.m.  - 3:45  p.m.  January 
20  - session,  9 a.m.  to  approximately  3 p.m.  Preregistration 
requested;  contact  William  P.  Mulligan,  M.D.,  4615  35th 
Avenue  S.W.,  Seattle  98126. 

BASICS  OF  EMERGENCY  ROOM  DEPARTMENT  MEDI- 
CINE MANAGEMENT  AND  EMERGENCY  MEDICAL  SER- 
VICES, January  25-27,  SeaTac  Motor  Inn,  Seattle. 

Faculty:  Speakers  from  the  University  of  Washington, 

practicing  physicians  and  nationally  recognized  specialists. 
Sponsor:  Washington  Chapter,  American  College  of  Emer- 
gency Physicians.  For  physicians,  nurses,  physician  assist- 
ants and  hospital  administrators.  Enrollment  limit,  250. 
Fee,  members  of  ACEP,  $30;  non-members,  $40;  others, 
$10;  an  additional  $10  will  be  charged  to  those  registering 
after  January  10.  January  25  - session,  noon  - 5 p.m. 
January  26-27  sessions  - 9 a.m.  - 5 p.m.  Pre-registration 
requested;  contact  James  Emch,  M.D.,  Chairman,  Scientific 
Assembly,  Washington  Chapter,  American  College  of  Emer- 
gency Physicians,  2650  S.W.  151st  Place,  Seattle  98166. 
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Bactociir 

(sodium  oxacillin) 
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oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
announces  an  interdepartmental  course  on 

BASIC  SCIENCE  FOR  CLINICIANS 

February  26-27-28  — March  1-2,  1973 


This  course  is  a concise  but  comprehensive  review  of  basic  medical  science.  It  has  been  designed  to 
meet  the  needs  of  those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology. 


Lecturers: 

Paul  Berg,  Ph.D. 

Robert  Hofstadter,  Ph.D.  (Nobel  Laureate) 

David  S.  Hogness,  Ph.D. 

Donald  Kennedy,  Ph.D. 

Arthur  Kornberg,  M.D.  (Nobel  Laureate) 

Norman  Kretchmer,  M.D.,  Ph.D. 

Joshua  Lederberg,  Ph.D.  (Nobel  Laureate) 

I.  Robert  Lehman,  Ph.D. 

Harden  M.  McConnell,  Ph.D. 

Linus  C.  Pauling,  Ph.D.  (Nobel  Laureate) 

Edward  Rubenstein,  M.D. 

Robert  T.  Schimke,  M.D. 

Eric  M.  Shooter,  Ph.D. 

Norman  K.  Wessells,  Ph.D. 

In  addition  to  the  lecture  presentations  ini 
elective  basis,  will  be  held 


Topics  covered: 

Matter  and  energy 

Photons,  electrons,  the  periodic  table 

Chemical  bonds 

Subatomic  particles 

Cell  ultrastructure 

Building  block  molecules  (purines, 

pyrimidines,  sugars,  lipids,  amino  acids) 
Protein  structure  and  function 
Nucleic  acids 
DNA  synthesis 

Expression  of  genetic  information 

Regulation  of  gene  expression 

Biochemical  aspects  of  differentiation 

Organ  morphogenesis 

Intermediary  metabolism 

Bioenergetics 

Evolution  of  proteins 

Cell  membranes 

Neurobiology 

Overview  of  genetics 

ormal  office  discussions  in  small  groups,  on  an 
with  members  of  the  faculty; 


Paul  Berg,  Ph.D. — Tumor  virus 

Howard  M.  Cann,  M.D. — Genetics  and  disease 

Stanley  N.  Cohen,  M.D. — Bacterial  antibiotic  resistance 

John  W.  Farquhar,  M.D. — Atherosclerosis 

John  H.  Frenster,  M.D. — Tumor  immunology 

Hoisted  R.  Holman,  M.D. — Rheumatic  disorders 

fGrowth 

Norman  Kretchmer,  M.D.,  Ph.D. — Inborn  errors 

(Digestive  enzymes 

Joseph  P.  Kriss,  M.D. — Nuclear  medicine 

Joshua  Lederberg,  Ph.D. — Genetics:  opportunities  and  problems 
John  A.  Luetscher,  M.D. — Hypertension,  renin,  and  aldosterone 
Luigi  Luzzatti,  M.D. — Chromosomes  and  disease 


Roy  H.  Maffly,  M.D. — Salt  and  water 
Thomas  C.  Merigan,  M.D. — Interferon 

(Biology  of  water 
/Nutrition 

Judith  G.  Pool,  Ph.D. — Blood  coogulation 

Peter  Romwell,  Ph.D. — Prostaglandins 

Eugene  D.  Robin,  M.D. — Molecular  transport 

D u . T c u-  L HP,  (Enzymes  ond  their  actions 
Robert  T.  Schimke,  M.D. — ,,  . 

/Hormones  and  their  actions 

Eric  M.  Shooter,  Ph.D. — Nerve  growth 

Keith  B.  Taylor,  M.D. — Gastrointestinal  immunity 

Norman  K.  Wessels,  Ph.D. — Cell  locomotion  and  the  growth 
of  nerves. 


APPLICATION  FORM 


BASIC  SCIENCE  FOR  CLINICIANS 


February  26  - March  2,  1973 
Fee:  $235 


NAME 


Last 


First 


Middle 


ADDRESS 


Street  City  State  Zip  Code 

MEDICAL  SCHOOL Degree Year 

Please  moke  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stonford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 


ATTENDANCE  LIMITED  — ADVANCE  REGISTRATION  REQUIRED 


LEDERLE  SYMPOSIUM:  CLINICAL  MANAGEMENT  OF 

NEUROLOGIC  DISORDERS,  January  26,  Sheraton  Motor 
Inn,  Portland. 

Sponsor:  Oregon  Academy  of  Family  Physicians.  For 

physicians;  credit,  5‘/2  hours.  No  enrollment  limit.  Infor- 
mation/registration: Oregon  Academy  of  Family  Physi- 

cians, 2164  S.W.  Park  Place,  Portland,  Oregon.  (503) 
224-6966. 

FINANCIAL  ESTATE  AND  TAX  PLANNING  FOR  PHYSI- 
CIANS, January  26-27,  Olympic  Hotel,  Seattle. 

Faculty:  Mr.  Frank  E.  Baker,  Mr.  Donald  C.  Dahlgren,  co- 
chairmen.  Sponsors:  Division  of  Continuing  Medical  Edu- 
cation, University  of  Washington  School  of  Medicine; 
Regional  Medical  Program.  For  physicians  and  their  wives. 
Enrollment  limit,  75  physicians.  Fee,  $75  per  physician; 
wives  admitted  without  charge.  Sessions:  9 a.m.  - 5 p.m. 
Pre-registration  requested;  contact  the  Division  of  Continu- 
ing Medical  Education,  University  of  Washington  School 
of  Medicine,  SC-50,  Seattle  98195.  (206)  543-1050. 

PHARMACOLOGY,  DRUG  INTERACTION,  February  1,  St. 
Alphonsus  Hospital,  Boise,  Idaho. 

Faculty:  John  D.  Gabourel,  Ph.D.,  George  D.  Olsen,  M.D., 
Kaye  E.  Fox,  Ph.D.,  University  of  Oregon  Medical  School. 
Sponsor:  Oregon  Regional  Medical  Program.  For  physi- 
cians; credit,  AVi  hours.  No  enrollment  limit.  Fee,  $10. 
Session,  1 : 30  p.m.  - 6 p.m.  Information/registration:  Phy- 
sician Education  Programs,  Oregon  Regional  Medical  Pro- 
gram, 3181  S.W.  Sam  Jackson  Park  Road,  Portland,  Oregon 
97201.  (503)  225-8700. 

POSTGRADUATE  PRECEPTORSHIPS:  INDIVIDUALIZED 
REFRESHER  COURSES,  ARRANGED  IN  MOST  MEDICAL 
SPECIALTIES,  at  hospitals  in  Seattle,  Spokane,  Tacoma  and 
Yakima. 

Faculty:  practicing  physicians.  Sponsors:  Washington/ 

Alaska  Regional  Medical  Program;  Division  of  Continuing 
Medical  Education,  University  of  Washington  School  of 
Medicine;  Washington  State  Medical  Association.  For  phy- 
sicians; WAFP  credit,  35  hours  per  5-day  week.  No  fee. 
Dates  and  hours  to  be  individually  arranged.  Information/ 
registration:  Postgraduate  Preceptorsbip  Project,  Washing- 
ton/Alaska Regional  Medical  Program,  530  University  Dis- 
trict Building,  Seattle  98105.  (206)  543-8525. 


(Also  see  page  925  for  ACEP  course) 


Information  on  Continuing  Medical  Education 
courses  to  be  published  on  these  pages  should  go  to 
Joan  Kelday,  530  University  District  Building,  Seattle, 
Washington  98  1 05 ; phone  (206)  543-85 25.  Deadline 
is  the  6 th  of  the  month  preceding  the  month  of  publica- 
tion, and  not  less  than  60  days  before  the  meeting. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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WASHINGTON  STATE  Medical  Association 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 
PRESIDENT 

Gilbert  G.  Fade,  M.D.,  Seattle 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


WAMI  Grows 


Interesred  Washington,  Montana  and  Idaho  pedi- 
atricians will  soon  have  the  chance  to  involve  third- 
and  fourth-year  medical  students  and  house  officers 
in  their  practices.  The  WAMI  (Washington,  Alaska, 
Montana  and  Idaho)  program  of  the  University  of 
Washington  School  of  Medicine  will  establish  pediatric 
clerkships  in  three  clinics  in  the  region  in  the  near 
future.  Invitations  to  apply  for  participation  are  go- 
ing to  all  the  area’s  pediatricians  in  mid-December. 

The  Community  Phase  of  WAMI  is  already  operat- 
ing in  Omak,  Grandview,  Anacortes,  and  Oak  Harbor, 
Washington,  where  third-  and  fourth-year  medical 
students  spend  six  weeks  training  with  family  physi- 
cians. Obstetrics-gynecology  will  soon  be  added  to 
this  phase  when  a unit  will  begin  training  students  in 
the  Treasure  Valley  area  of  Idaho,  including  Boise, 
Nampa  and  Caldwell. 

Plans  for  the  pediatric  units  of  the  WAMI  program 
were  approved  by  the  University  of  Washington  School 
of  .Medicine  Curriculum  Committee  and  the  WAMI 
Advisory  Committee  in  October.  The  Department  of 
Pediatrics  had  already  given  its  unanimous  approval  in 
August  to  try’  this  approach  to  educating  medical 
students. 

WA.MI  was  developed  at  the  University  of  Washing- 
ton in  answer  to  the  educational  needs  for  practicing 
physicians  in  the  rural  areas  of  Washington,  Alaska, 
.Montana  and  Idaho.  It  was  begun  as  an  experimental 
program,  financed  initially  by  a one  million  dollar, 
three-year  grant  from  the  Commonwealth  Fund  of 
New  York.  A 1.5  million-dollar  contract  was  awarded 
W.A..MI  by  the  Federal  government  last  May. 


WAMI  has  two  phases,  the  University  Phase  and  the 
Community  Phase,  as  described  by  M.  Roy  Schwarz, 
Director  of  WAMI  and  Associate  Dean  of  UWSM.  The 
University  Phase  was  developed  in  part  to  increase  the 
Medical  School’s  capability  for  training  students  from 
the  WAMI  states.  Students  in  the  program  can  now 
take  their  first  two  quarters  of  course  work  (basic 
sciences)  at  one  of  the  participating  universities:  the 
University  of  Alaska,  the  University  of  Idaho,  and 
Washington  State  University.  Montana  State  Univer- 
sity is  scheduled  to  begin  receiving  students  in 
September  1973. 

The  University  of  Alaska  was  the  first  school  to 
participate  in  the  program.  Nine  first-year  medical 
students  completed  the  first  part  of  their  medical  edu- 
cation there  in  the  fall  of  1971;  they  are  now  continu- 
ing their  medical  studies  at  the  University  of  Washing- 
ton in  Seattle.  In  September  1972,  the  University  of 
Idaho  and  Washington  State  University  joined  the  pro- 
gram. Currently  30  students  are  in  the  University 
Phase  at  the  three  schools. 

The  Community  Phase  was  established  to  give 
medical  students  a first-hand  view  of  the  practice  of 
medicine.  The  student  observes  and,  with  experience, 
participates  in  health  care  delivery  alongside  physi- 
cians in  outly'ing  community  clinics.  WAMI’s  planners 
hope  that  students  who  experience  medical  practice 
in  these  more  remote  areas  will  return  when  they  be- 
gin their  own  practices;  community  physicians  are 
convinced  that  the  clinical  experiences  and  learning 
opportunities  involved  will  match  any  that  can  be 
provided  anywhere 


WSMA  Report 

The  brief  report  of  actions  of  the  House  of  Delegates  at  the  Annual 
.Meeting  of  Washington  State  .Medical  Association,  promised  for  Decem- 
ber, is  not  included  in  this  issue,  due  to  lack  of  space.  Please  see  the 
editorial  on  page  897. 
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Award  Winners 


(WSMA  Convention  Pictorial  continued  from  November) 


As  his  term  of  office  comes  to  a close,  Peter  T.  Brooks 
receives  the  special  plaque  for  Outgoing  President  from  his 
successor,  Gilbert  G.  Eade. 


Harold  L.  Tracy,  Moses  Lake,  receives  the  1972  Commun- 
ity Service  Award  from  President  Peter  T.  Brooks. 


Richard  A.  Kirkpatrick,  of  Longview,  interning  at  the 
Mayo  Graduate  School  of  Medicine,  Rochester,  Minnesota, 
received  the  award  for  best  manuscript  submitted  in  the  1972 
Northwest  Medicine-Encyclopaedia  Britannica  Manuscript 
Contest  for  Interns,  Residents  and  Medical  Students.  He  re- 
ceived a bronze  plaque  and  a check  for  $200  from  Northwest 
Medicine,  a bronze  plaque  and  a 24-volume  set  of  the  Ency- 
clopaedia from  Encyclopaedia  Britannica.  Editor,  Herbert  L. 
Hartley  made  the  Northwest  Medicine  award. 

continued  on  page  918 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

liDiacillln' 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


iniQ 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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The  negative  power  of  clinically  significant  anxietj" 
in  angina  pectoris... 


This  man  feels  he  is  living 
on  borrowed  time. 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  II Cl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  w'eeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Licjrium' 

(chlordiazepoxide  HCl) 

K)-mg;  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefrts  be  weighed 
against  its  possible  hazards. 

Precautions  : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  tbe  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — ail  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.;  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


G«l«  problems 
making  her 
a fixture 
in  your  office? 


I 


i 


‘MilpatK  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension  * 


For  most  patients: 


When  spasm  is  severe: 


‘Milpath'-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 


‘MilpatK-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  ^ mg) 


Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS;  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy):  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma: 
possibly  in  stenosing  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate:  Acute  intermittent  porphyria 
and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  mebutamate.  tybamate, 
carbromal. 

WARNINGS;  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervisedoseand  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcohol  ICS  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g..  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short -acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation.  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy)  Meprobamate;  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre 
cipitate  seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride;  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
“bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate; Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity.  Gastrointestinal 
Nausea,  vomiting,  diarrhea.  Cardiovascular  Palpitations,  tachy- 
cardia. various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosin- 
ophilia.  peripheral  edema,  adenopathy  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol,  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria  anuria  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (eg.  possible  use  of  epinephrine,  anti- 
histamines, and  in  severe  cases  corticosteroids)  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely  thrombocytopenic  pur- 
pura. Other  Exacerbation  of  porphync  symptoms. 

USUAL  ADULT  DOSAGE:  One  Milpath-400  (meprobamate  400 
mg tridihexethyl  chloride  25  mg)  tablet  three  times  a da>  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect, 
2 'Milpath-200  (meprobamate  2(X)  mg  • tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  24CXD  mg  daily 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output:  avoid  overhydration:  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  REV  5/72 


WALLACE  PHARMACEUTICALS,  Cranbury,  N.J, 08512 


Relaxes  smooth  muscle  and  psyche/ MilpatK 

(meprobamate+tridihexethyl  chloride''' 
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Laparoscopic  Tubal  Resection  was  the  winning  Scientific 
Exhibit  this  year.  Authors  are  shown  receiving  their  award  in 
photo  at  right. 


Chairman  of  the  Scientific  Exhibits  Committee,  Donald  M. 
Roser,  presents  the  Aesculapius  Award  for  1972  to  authors 
Richard  Soderstrom  and  Michael  Smith  of  Seattle. 


The  Exhibits 


Commercial  Exhibits  totaled  60  this  year  and,  as  usual,  exhibitors  were  highly 
pleased  with  the  traffic  flow  during  visitation  times. 


One  of  the  better-visited  exhibits  was 
the  one  devoted  to  Glaucoma  Testing, 
and  in  this  photo  a “patient”  is  tested 
for  the  disease  by  James  L.  Hargiss. 


As  a memorial  to  Edmund  H.  Smith,  who  died  in  April,  a special  section  of  the  1972  Art  Exhibit 
was  devoted  to  his  paintings.  Dr.  Smith  was  chairman  of  the  Physicians  Art  Exhibit  for  many  years. 


continued  on  page  925 
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"The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 


— George  Sarton,  from  "The  History 
of  Medicine  Versus  the  History  of  Art 


Are  combination  drug 
products  useful  in  treatment 

involving  concomitant  use 

of  two  or  more  drugs? 


Are  combination  drug  product 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs 
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Doctor  of  Medicine 


Louis  Lasasna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 

Iceutical  or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atyijical’’  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardlv 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives. al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescrijjtion.  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


i 

tors  and  cost  a greal  deB 
of  money.  I wish  we  coul 
agree  on  a “grandfathP 
clause"  ai^i^roach  to  prep' 
rations  that  have  been  inu  i 
for  a number  of  years  ai 
that  have  an  apiiarent 
satisfactory  track  record. 

For  example,  I thir 
some  of  the  antibiotic  cor 
hi  nations  that  were  take 
off  the  market  by  the  FD 
performed  quite  well.  I a 
thinking  particularly 
l^enicillin  - streptomyc 
combinations  that  patien 
— especially  surgical 
tients  — were  given  in  oi 
injection.  This  made  f 
less  discomfort  for  the  p 
tient,  less  demand  r] 
nurses’  time,  and  fewij 
opportunities  for  dosafj 
errors.  To  take  such> 
preparation  off  the  mark 
doesn't  seem  to  be  gocj 
medicine,  unless  actual  u|' 
age  showed  a great  deal  . 
harm  from  the  injectioij 
(rather  than  the  propi) 
use)  of  the  combination. 

The  point  that  should  b 
emphasized  is  that  thCi 
are  both  rational  and  irr; 
tional  combinations.  Tf< 
real  question  is,  who  shoul* 
determine  which  is  which' 
Obviously,  the  FD.\  mu- 
I^lay  a major  role  in  malt 
ing  this  determination.  I 
fact,  I don't  think  it  ca‘ 
avoid  taking  the  ultimati 
responsibility,  but  it  shoub 
enlist  the  help  of  outsidi 
physicians  and  experts  i 
assessing  the  evidence  an 
in  making  the  ultimate  do 
cision. 
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i If  two  meflications  are 
sed  effectively  to  treat  a 
■rtain  condition,  and  it  is 
aown  that  they  are  com- 
dihle,  it  clearly  is  useful 
id  convenient  to  provide 
lem  in  one  dosage  form, 
would  make  no  sense,  in 
ct  it  would  be  pedantic, 
insist  they  always  he 
•escribed  sejiarately.  To 
'oid  the  appearance  of 
1‘dantry,  the  “expert”  de- 
iies  the  combination  be- 
juse  it  is  a fixed  dosage 
(Tm.  When  the  “expert” 
vokes  the  concept  of  fixed 

Iisage  form  he  obscures 
e fact  that  single-ingre- 
?nt  pharmaceutical  jirep- 
ations  are  also  fixed 
sage  forms.  By  a singular 
tmantic  exercise  he  im- 
;|es  a pejorative  meaning 
'i  the  term  “fixed  dose” 
i.ly  when  he  uses  it  with 
;|5pect  to  combinations, 
'ihat  is  ignored  is  the  sim- 
p fact  that  only  in  the 
irest  of  circumstances 
( as  any  physician  attempt 
I titrate  an  exact  thera- 
IJtic  response  in  his  pa- 
int. It  is  quite  possible 
tit  some  acbes  and  jiains 
' I respond  to  500  mg.  of 
£)irin  yet  that  fact  does 
r militate  against  the  us- 
t dose  being  650  mg. 

Phe  other  semantic  iiloy 
oan  called  into  jilay  is  to 
dicribe  a combination 
F'duct  as  rational  or  irra- 
t lal. 

_ ^ake  antibiotic  mixtures, 
ti  source  of  much  of  the 
^'icism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prurient 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I supiiose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
jiatients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  imjiressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  witb  sophisticated  jia- 
tients.  When  medically 
justified,  therefore,  this  fac- 
tor alone  supjjorts  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  aj)pears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
IJrice  of  medicines  to  pa- 
tients would  jump  by 
S443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  jilay  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
.so  long  as  they  are  com- 
Ijatible  in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions ami  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  jiroducts 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  oi)inions  of 
others  who  had  used  the 
liroducts  were  rejected.  All 
of  this  |)ut  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
Iiainstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
jirising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
idiysician  is  in  the  best 
])osition  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  hy  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
Tbe  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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\t  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.- 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.^ 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group.® 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 
their  genes  and  what  they 
are  taught.  According  to 
another  clinician,  when  a 
mother  admonishes  her  son 
who  has  hurt  himself  that 
big  boys  don’t  cry,  she  is 
teaching  him  stoicism.'* 
Crying  is  the  negation  of 
everything  society  thinks 
of  as  manly.  A boy  starts 
defending  his  manhood  at 
an  early  age. 


Take  awav  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer.  One 
prominent  physician  has  observed  that  many 
a man  with  an  ulcer  loses  his  symptoms  the 
day  he  shuts  up  the  office  and  starts  out  on  a 
vacation.  The  problem  is,  the  type  of  man 
likely  to  have  an  ulcer  is  the  type  least  likely 
to  take  long  vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  of 
Idbrax®.  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
excessive  anxiety  must  be  dealt  with.  And 
here  is  where  the  dual  action  of  adjunctive 
Librax  can  help.  Librax  is  the  only  drug  that 


combines  the  anti- 
anxiety action  of 
Librium®  (chlordiaz- 
epoxicle  HCl)  with  the 
dependable  anti- 
secretory/  anti 
spasmodic 
action  of  Quarzan®  (clidinium  Br). 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  helps  reduce 
excessive  anxiety  and  thus  helps  protect  the 
vulnerable  patient  from  this  type  of  overre- 
action to  stress.  At  the  same  time,  the  action 
of  Quarzan  helps  quiet  the  hyperactive  gut, 
decreasinghypermotilityandhypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
i there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient—with  your  guidance— will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both  psy- 
chic and  gastric— that  can  precipitate  and 
exacerbate  the  symptoms  of  duodenal  ulcer. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis) , jaundice  and  hepatic  dys- 
function have  been  reported  occasional^  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
•1  adjunctive 

Librax* 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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CLASSIFIED  ADVERTISEMENTS 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTICE  — available  in  March  1973.  Fam- 
ily physician  and  surgeon  retiring  from  41  years  of  active 
practice  in  north  Seattle.  Near  excellent  hospital.  Exception- 
ally beautiful  and  functional  office  space  available  on  com- 
pletion of  new  Safeco  Tower  in  March  1973.  Within  walking 
distance  of  University  Hospital,  health  sciences  complex  and 
medical  school.  Call  collect  (206)  632-1040,  or  write  L.  M. 
Gould,  M.D.,  General  Insurance  Building,  Seattle,  Wa.  98105. 

FULL-TIME  EMERGENCY  ROOM  PHYSICIANS - 

New  130-bed  JCAH  accredited  hospital.  Back-up  call  in  inter- 
nal medicine,  general  surgery,  pediatrics,  orthopedic  surgery, 
neurosurgery  and  psychiatry.  Fee  for  service  $35,000  guaran- 
teed, plus  potential  for  additional  income  from  assisting  in 
surgery.  City  29,000  with  large  drawing  area.  Well  situated 
for  skiing,  fishing,  hunting  and  year-round  golfing.  Reply  with 
resume  to  Administrator,  Kadlec  Hospital,  Richland,  Wa., 
99352,  or  call  Louis  W.  Field,  M.D.,  (509)  946-6144. 


NORTHWEST  ALASKA  — The  Norton  Sound  Health  Cor- 
poration, a regional  consumer  controlled  medical  delivery  sys- 
tem serving  fifteen  Eskimo  villages  is  seeking  applications  for 
physicians  services  to  commence  July  1,  1973,  or  before.  The 
area  served  by  the  Corporation  is  characterized  by  high  mor- 
tality and  morbidity  incidence  in  sixteen  isolated  communities 
ranging  from  70-550  persons,  spread  over  79,000  sq.  miles. 
For  these  reasons,  the  Corporation  relies  on  indigenous  para- 
professionals  as  primary  care  providers,  supported  by  profes- 
sional services.  The  job  description  for  Corporation  physician 
includes  the  following:  1.  To  travel  to  the  outlying  villages 

and  hold  periodic  clinics;  2.  To  provide  services  in  a small  com- 
munity hospital;  3.  To  serve  as  a medical  resource  to  the 
Health  Aid  Training  staff  in  structuring  ongoing  paraprofes- 
sional  medical  training  curriculum.  Salary  negotiable,  with 
minimum  range  of  $30-$35,000  per  year  and  housing  allow- 
ance. Write  to  Caleb  Pungowiyi,  Executive  Director,  Norton 
Sound  Health  Corporation,  Box  966,  Nome,  Alaska  99762. 

MEDICAL  DIRECTOR  — Beginning  HMO  seeking  a pri- 
mary care  physician  to  be  responsible  for  developing  a health 
delivery  system  and  to  be  responsible  for  delivering  quality 
care  to  a growing  community.  $35,000  salary  plus  liberal  ben- 
efits. Area  offers  many  advantages  — excellent  recreational 
opportunities,  skiing,  hunting,  fishing,  boating.  Write  R.  E. 
Huesers,  Exec.  Vice  Pres.,  Sound  Health  Assoc.,  P.O.Box  8105, 
Tacoma,  Wa.,  98408. 


FULL  TIME  FACULTY  —family  physician  for  AMA  ap- 
proved University  of  Washington-affiliated  family  practice 
residency  training  program,  to  join  existing  faculty  group; 
resident  and  medical  student  teaching  experience  and/or  com- 
pletion of  approved  family  practice  residency  desirable;  start- 
ing salary  negotiable.  Please  reply  with  curriculum  vitae  to 
J.  N.  Scardapane,  M.D.,  Director,  Family  Practice  Residency, 
The  Doctors  Hospital,  1106  Summit,  Seattle,  Wa.  98101. 

THE  PERMANENTE  CLINIC  — Portland,  Ore.,  has  staff 
vacancies  in  emergency  room,  obstetrics-gynecology,  orthope- 
dic surgery,  and  otolaryngology.  Full  partnership  after  two 
years.  All  facilities  for  the  practice  of  medicine  furnished. 
Liberal  insurance  benefits,  including  an  excellent  retirement 
program.  Send  all  details  in  the  first  letter  to:  Norman  W. 
Frink,  M.D.,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 

OBSTETRICIAN-GYNECOLOGIST- Board  certified  or 
eligible.  123-man  clinic  of  specialists  associated  with  250-bed 
hospital.  12-man  department.  Starting  income  $36,000  per 
annum.  Harold  R.  Cohen,  M.D.,  Chief,  Department  of  Obstet- 
rics and  Gynecology,  The  Permanente  Clinic,  5055  North 
Greeley  Avenue,  Portland,  Oregon  97217. 


SITUATION  AVAILABLE 


HALF-TIME  DIRECTOR  — of  Continuing  Medical  Edu- 
cation, Salem  Hospital.  This  is  a new  position  to  coordinate 
the  present  educational  programs  and  to  develop  new  pro- 
grams aimed  towards  quality  patient  care.  Contact  Depart- 
ment of  Continuing  Medical  Education,  Salem  Hospital,  665 
Winter  Street  SE,  Salem,  Ore.  97301;  phone  (503)  370-5241. 


SITUATION  WANTED 


FULL  TIME  LOCUM  TENENS  - in  Texas  and  Washing- 
ton State,  beginning  Jan.  1,  1973.  Vigorous  59-year-old  with 
much  experience  in  general  practice  and  surgery  plans  to  close 
office  after  27  years.  Available  except  for  present  commit- 
ments Jan.  19  - Feb.  11;  April  27  - May  14;  and  July  and 
August.  Write  Leonard  B.  Johnson,  M.D.,  2105  N.  Mechanic, 
El  Campo,  Texas  77437. 


OFFICE  SPACE 


QUALITY  SPACE  AVAILABLE  - for  sub  lease  in  at- 
tractive, new,  medical  office  building  adjacent  to  Evergreen 
Hospital,  Kirkland,  Wa.  (206)  827-8644. 

FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 


OFFICE  SPACE  AVAILABLE  — Lynnwood,  Wa.,  near 
hospital.  Equipped  with  x-ray  and  lab.  (206)  776-3011. 

EAST  SIDE  PORTLAND  — two  office  spaces  for  lease  in 
new,  contemporary,  award-winning,  5-unit  building;  1,000  and 
1,800  sq.  ft.  on  ground;  separate  entrance.  Close  Woodland 
Park  Hospital,  Gateway  area  and  freeways.  Phone  (503)  227- 
0820;  or  write  J.  Cohen,  940  NE  102nd  Ave.,  Portland  97220. 

OPHTHALMOLOGIST  OFFICE  — in  Northgate  Medical 
Building,  now  available.  Suite  of  972  sq.  ft.  is  in  Seattle’s 
Northgate  shopping  center  adjacent  to  Interstate  5,  just  min- 
utes away  from  every  section  of  Seattle.  The  Northgate  Med- 
ical Building  offers  every  professional  service  — complete 
radiology  and  clinical  laboratories;  prescription  pharmacy;  and 
a fully-accredited  92-bed  hospital.  The  Northgate  Medical 
Building  is  completely  air-conditioned,  with  free  parking  for 
medical  professionals,  employees,  and  patients.  Contact  Mr. 
Norm  Murray,  Northgate  Centers,  Inc.,  310  NE  Northgate 
Way,  Seattle,  Wa.  Phone  (206)  EM  2-4777. 

MEDICAL  OFFICE  SPACE  — 1500  sq.  ft.  partially  fur- 
nished, with  option  to  purchase  building,  4500  sq.  ft.  Excel- 
lent location,  1204  Sheridan  Road,  Bremerton,  Wa.  98310. 
Write  J.  M.  Carter,  M.D.,  at  above  address. 


REAL  ESTATE 


LIVE  IT  UP  - BUY  WATERFRONT -Luxurious  home, 
Bainbridge  Island,  Washington.  No  bank.  Swimming,  boating, 
fishing;  crabs  and  clams.  3 baths,  2 w/w  fireplaces,  electric 
eye  double  garage.  Close  to  shopping  and  ferry.  $65,000.  Bro- 
chure available.  Call  owner  (206)  842-3866,  or  write  Box 
45-B,  Northwest  Medicine,  500  Wall  Street,  Seattle  98121. 


EQUIPMENT 


DELUXE  OPHTHALMIC  CHAIR  -Bausch  and  Lomb, 
hydraulic,  with  foot  pump  and  stand.  R.  A.  Lower,  M.D., 
1803  Upper  Terrace  Rd.,  Spokane,  Wa.  99203. 
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At  Convention  End 


Guests  begin  to  file  in  for  the  pleasure  of  greeting  the  incoming 
presidents,  and  the  sociability  of  the  New  Presidents’  Reception. 


At  convention  end,  1972-1973  WSMA  President, 
Gilbert  G.  Bade,  takes  the  Oath  of  Office  from 
Speaker  of  the  House  of  Delegates,  Stanley  W,  Tuell. 


f CONFIDENTIAL^ 

Personal  Loans  to 

PROFESSIONALS 
and  EXECUTIVES 
$5,000  to  $10,000 

By  mail,  on  your  signature  only,  no  collateral  and 
no  embarrassing  investigation  and  upon  approval 
we  can  lend  you  up  to  $10,000.  Use  the  money 
for  any  purpose.  Flexible  repayment  schedules 
up  to  five  years  and  full  repayment  privileges. 

Your  confidence  protected  by  unidentified  per- 
sonal mail.  Thousands  of  executives,  nation-wide, 
have  used  this  fast  convenient  service.  For  Loan 
Application  write 

SECURITY 

FINANCIAL 

4630  GEARY  BLVD.,  DEPT.  M • SAN  FRANCISCO,  CA  94118 
or  PHONE  (415)  752-8821 

Reference:  Bank  of  America  • Main  Office,  San  Francisco 


I 


THIRD  ANNUAL  SCIENTIFIC  ASSEMBLY 
THE  BASICS  OF  EMERGENCY 
DEPARTMENT  MEDICINE 
Management  and  Emergency  Medical  Services 
January  25-27,  1973 
Sea-Tac  Motor  Inn,  Seattle 
Conducted  by  the  Washington  Chapter 
American  College  of  Emergency  Physicians 
AAFP  and  ACEP  Credit  Enrollment  limited  to  250 

Return  registration  blank  as  soon  as  possible 


[ ] Please  enroll  me  in  Emergency  Department  Medicine 

and  Management.  Enclosed  is  my  check  for  $ 

payable  to  Washington  Chapter,  ACEP 

[ ] ACEP  member  advance  registration,  $30;  after  Jan.  10, 

$40 

[ ) M.D.  non-members:  Advance  registration,  $40;  after 

Jan.  10,  $50 

[ ] Residents,  interns,  nurses  and  others:  Advance  registra- 

tion, $20;  after  Jan  10,  $30 

[ ] Please  send  information  about  membership  in  the 

College 


Name  {please  print)  Specialty  or  field 


Address 

Zip 

Send  to  Washington  Chapter,  ACEP,  2650  S.W.  151st  Place 
Seatde,  Washington  98166 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 
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Former  Idaho  Medical  Association  President 
Dies,  229 

Former  Rupert  Physician  Succumbs,  484 
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House  of  Delegates  Session  Held,  136 
lAFP  Holds  Annual  Meeting  in  Burley,  562 
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Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


• T.ixia,  restlessness,  euphoria,  pruritus,  angioneu- 
at  edema,  giant  urticaria  and  paralytic  ileus. 

’sge  and  administration:  Lomotil  is  conlraindi- 
3 I in  children  less  than  2 years  old.  Use  only 
0 til  liquid  for  children  2 to  12  years  old.  For 
5 2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
I (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
m daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
it  s (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
■I.)  mg.)  q.i.d.  Maintenance  dosage  may  be  as 
i»s  one  fourth  of  the  initial  dosage.  Make  down- 
aidosage  adjustment  as  soon  as  initial  symptoms 
arntrolled. 

n'osage:  Keep  the  medication  out  of  the  reach 
■ tildren  since  accidental  overdosage  may  cause 
s*}.  even  fatal,  respiratory  depression.  Signs  of 
veosage  include  flushing,  lethargy  or  coma,  hypo- 
iilj  reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
3T  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'h  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL’ 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 

SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D,  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


SEARLE 


MINOCIN*  made  the  difference  in  just  eight  days! 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  Sill By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.^ 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HQ 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown).  This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  intents  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings”).  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings"),  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands:  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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